
Case Report

Unilateral Nasal Obstruction Revealing a Pharyngeal Venous 
Malformation: A Case Report

Abstract

Venous malformations are part of slow-flow vascular tissue 
anomalies. Cervicofacial localization is common, but pharyngeal in-
volvement is rare. We report the case of a 17-year-old patient, who 
is being treated for Crohn’s disease and asthma, presenting to the 
emergency department with a significant painful naso and oropha-
ryngeal mass evolving for 6 weeks. This mass caused unilateral na-
sal obstruction and difficulty swallowing. Nasofibroscopy revealed 
a violaceous budding process in the nasopharynx covered with ve-
nous lacis, pedunculated behind the right tubal orifice, extending 
towards the oropharynx, lining its right lateral wall, pushing the soft 
palate and uvula to the left, and reaching the posterior pillar of the 
right tonsil and the apparently healthy epiglottis. In addition to lab-
oratory tests, a facial mass CT scan described a right-sided pharyn-
geal lesion.The patient underwent a complete surgical excision of 
the mass through a combined endoscopic endonasal and endobuc-
cal approach. The final histological result favored a venous malfor-
mation with no signs of malignancy. The 3-month follow-up showed 
good local control. Pharyngeal venous malformations are rare and 
can be serious, potentially jeopardizing vital prognosis if large. T2-
weighted MRI is key for diagnosis. Treatment involves sclerotherapy, 
considered the gold standard, with surgery retaining certain indica-
tions, either alone or in combination with sclerotherapy. 
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Introduction

Vascular anomalies are classified by the International Soci-
ety for the Study of Vascular Anomalies into two major families: 
vascular tumors and vascular malformations. Venous malfor-
mations are part of slow-flow vascular tissue anomalies. Cervi-
cofacial localization is common. They can be superficial or deep, 
potentially affecting vital prognosis.

Clinical Observation

A 17-year-old, followed for Crohn's disease with Immurel for 
a year and a half, asthmatic under crisis treatment only, present-
ed to the emergency department with the appearance, over 6 
weeks, of a significant painful naso- and oropharyngeal mass 
causing unilateral nasal obstruction and swallowing discomfort, 
associated with right hemicranial pain, without epistaxis, and 
evolving in a context of weight loss.

Nasofibroscopy revealed a violaceous budding process in the 
nasopharynx covered with venous lacis, pedunculated behind 
the right tubal orifice, extending towards the oropharynx, lining 
its right lateral wall, pushing the soft palate and uvula to the 
left, reaching the posterior pillar of the right tonsil and the ap-

parently healthy epiglottis (Figure 1). Additionally, examinations 
of lymph node areas, neurological examination, and the rest of 
the ENT and general examinations were unremarkable. Blood 
tests, including complete blood count and coagulation profile, 
showed no abnormalities. Facial CT described a right-sided oro-
pharyngeal lesion (Figure 2).

Figure 1: Endoscopic aspect of violaceous process in the naso-
pharynx.
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After initial embolization, the patient underwent complete 
excision of the mass through a combined endoscopic endonasal 
and endobuccal approach (Figure 3). The final histological result 
favored a venous malformation with no signs of malignancy. 
The 3-month local control was good (Figure 4).

Discussion

Venous malformations are the most common vascular mal-
formations, often found in cervicofacial regions. They can affect 
various surfaces, including the oral cavity, tongue, lip, palate, 
larynx, or pharynx. According to Steiner et al [1], these mal-
formations can occur in skin, subcutaneous tissue, muscles, or 
bones, with 4.6% of patients having pharyngeal or laryngeal in-

volvement. They are usually sporadic, with only 1.2% being fa-
milial [2]. A mutation in the TIE-2 gene has been found in familial 
and 50% of sporadic cases [3]. These malformations are present 
from birth and may manifest after a period of quiescence, with 
their size increasing rapidly due to hormonal changes, trauma, 
increased venous pressure, revealing their presence [4]. Clinical 
presentation varies based on localization, ranging from a blu-
ish, painful, depressible swelling that increases during Valsalva 
maneuvers in superficial forms to bleeding, dysphagia, dyspho-
nia, orthopnea, sleep apnea, and upper airway obstruction in 
deep or pharyngo-laryngeal forms [5-7]. Clinical examination is 
complemented by nasofibroscopy for a comprehensive evalu-
ation. Imaging, specifically MRI, assesses the extension, ana-
tomical localization, and presence of satellite lesions. Venous 
malformations appear hyperintense on T2-weighted sequenc-
es. Contrast injection helps differentiate them from lymphatic 
malformations, which show progressive and heterogeneous 
enhancement [8]. Communication with a deep venous network 
should be investigated [9]. Blood tests are necessary due to 
potential coagulation disorders, often showing reduced fibrino-
gen and elevated D-dimers. In extensive forms, there is a risk 
of disseminated intravascular coagulation. Evolution can lead 
to painful inflammatory episodes, requiring NSAID treatment 
or more severe complications affecting vital prognosis due to 
mass effect on the upper airways. Therapeutic management 
depends on factors such as extension, depth, and risk of air-
way obstruction. Superficial lesions, especially mucosal ones, 
are treated with ND-YAG laser. For large lesions with superficial 
components, initial ND-YAG laser treatment may induce sub-
mucosal fibrosis, followed by sclerotherapy or surgery, typically 
4 to 6 weeks after laser treatment [10]. Percutaneous sclero-
therapy can also be used for small to medium-sized lesions, 
employing agents such as 95% ethanol, bleomycin, Trombovar, 
Aetoxisclerol, or Polidocanol to induce fibrosis and destruction 
of the venous malformation's endothelium. Inflammation, cu-
taneous or mucosal necrosis, muscle fibrosis, and compressive 
edema can complicate sclerotherapy [11]. According to several 

Figure 2: Facial CT scan image showing the orophayngeal mass.

Figure 3: Peroperative endoscopic aspect showing the excision of 
the process.

Figure 4: Postoperative endoscopic appearance at 3 months 
showing good local control.
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studies, belomycin can be used safely and effectively without 
tracheotomy via a transmucosal endoscopic approach [12]. Sur-
gery is indicated for extensive/giant lesions, in conjunction with 
sclerotherapy for small lesions (<3 cm), allowing complete exci-
sion, for thrombosed lesions where sclerotherapy is ineffective, 
or after the failure of sclerotherapy. Surgery, when indicated, 
should be performed away from any inflammatory episodes 
and ideally starting from the age of 2. Partial excision of venous 
malformations may require monitoring combined with sclero-
therapy or repeated surgeries for voluminous lesions [13].

Conclusion

Pharyngeal venous malformations are rare and can be seri-
ous, potentially jeopardizing vital prognosis if large. T2-weight-
ed MRI is key for diagnosis. Treatment involves sclerotherapy, 
considered the gold standard, with surgery retaining certain 
indications, either alone or in combination with sclerotherapy.
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