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Papillary Endothelial Hyperplasia of the Sella,

Cavernous Sinus, Ethmoid and Sphenoid Sinus
- Case Report -

Yong Chull Lim, M.D.,! Kyung Gi Cho, M.D.,' Young Min An, M.D.,!
Soo Han Yun, M.D.,! Ki Hong Cho, M.D.,! Chull Shim, M.D.2

Department of Neurosurgery,' Neuropathology,” Ajou University School of Medicine,
Suwon, Korea

Papillary endothelial hyperplasia (PEH), usually originates in extracranial soft tissue, is considered a
reactive proliferation of endothlium and an unusual form of thrombus organization. However the occurance
of PEH in the cranial cavity is very rare. The authors report a case of a PEH involving intracranial sella,
parasella, cavernous sius, ethmoid and sphenoid sinus in an 11-year-old boy.

The patient was presented with sudden right visual disturbance. Magnetic resonance image showed a
well-enhanced mass in the right cavernous sinus extending into the ethmoid and sphenoid sinus. The cere-
bral angiography demonstrated a vigorous tumor staining supplied by both internal and external carotid
arteries.

The right fronto-temporal craniotomy and subtotal resection of the tumor were performed. The mass was
comprised in a highly vascular red-black nodular tissue associated with a mixture of fresh and organizing
thrombi. The histopathological examination revealed papillary structures lined by endothelium within
vascular space with organized thrombus. While the patient was waiting for second operation in order to
remove remaining small tumor in the ethmoid and sphenoid sinues, the lesion exhibited rapid regrowth and
the size became to the preoperative size at three months after operation.

At reoperation, gross total removal was accomplished by a combination of trans-cranial and trans-sphe-
noidal approaches. Postoperative radiotherapy was given.

KEY WORDS : Papillary endothelial hyperplasia - Intracranial - Gross total removal - Radiotherapy.
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Fig. 1. Preoperative magnetic resonance image. AQ Axial T1 weighted magnetic resonance image showing isointense to slightly hy-
pointense signal in sellar, parasellar, sphenoid sinus. B, CO Contrast axial and sagittal magnetic resonance images showing strongly
enhancing large mass.

Fig. 2. Right external carotid angiogra-
phy demonstrates a tumor blush.

Fig. 3. Magnetic resonance images at three months after the first operation. The mass was extended into the sellar, parasellar regions,
sphenoid sinus and ethmoid sinus. Right cavernous sinus was encircled by the mass with invasion of leptomeninges.
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Fig. 4. A0 Numerous papillary projections with fibrin core, lined by thin endothelial cells(H-E, original magnificationx 100). BO Plump
endothelial cells lacking pleomorphism or mitosis(H-E, original magnificationx 400). CO An immunohistochemical preparation using

the antibody CD34 highlights the complex vascular network(original magnigication x 200).
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sinus and sphenoid sinus was filled with muscle flap graft.
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Fig. 5. Magnetic resonance images at 12 months affer the second operation. There was no evidence of remnant tumor. Cavernous
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Table 2. Radiological findings of reported intracranial PEH

CT MRI
Authors Age/sex Angiography
Non-enhanced Enhanced TIWI T2WI Enhanced
Nagib et al.(1982) 16 yrs/F — Marked, homogeneous - - - Avascular
Chenetal.(1984) 3.5 mos/F Mildly high Marked, homogeneous - - - —
lzukawa et al. (1987) 55 yrs/F  Mixed density Not enhanced - - - Avascular
Sickler and . .

Lanford.(1990) 12 days/F — — Isointensity - - Hypervascular
Wen et al.(1991) 15 yrs/F Not detected — - High intensity - Hypervascular
Patt et al.(1992) 27 yrs/F — Marked, homogeneous - - - Hypervascular

. High L .
Tsuji et al.(1994) 18 yrs/F (hematoma) Not enhanced - High intensity - Avascular

. . . Marked,

Kristof et al.(1997) 70 yrs/F — — Isointensity - homogeneous Hypervascular
. . S .. Marked
51 yrs/M - - Isointensity High intensity homogeneous Avascular
. . Mildly S ., Slightly
24 yrs/F Mildly high enhanced - High intensity enhanced -
. . Marked, . . Marked
Duong et al.(1997) 51 yrs/F Mildly high homogeneous Isointensity - homogeneous —
Hagiwara . . Marked, Low L .. Marked
et al.(1999) 27yrs/F Mildly high homogeneous intensity High intensity homogeneous -
) Marked, . . L .. Marked
Present case(2000) 11 yrs/M  High homogeneous Isointensity High intensity homogeneous Hypervascular

TIWI, T1-weighted imagel T2WI, T2-weighted imagel (=), not done or not described
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