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Introduction

Hemangiomas are the most common benign tumor of the 
liver with an estimated prevalence of 0.4% to 20% [1]. Major-
ity of these patients are asymptomatic, these lesions are usu-
ally detected incidentally through the increased use of imaging 
method for abdominal complaints. A hemangioma with a diam-
eter of more than 5 cm is termed giant hemangioma [2]. Giant 
hemangiomas can become symptomatic and even may cause 
complications such as mechanical complications and coagu-
lopathy [3]. Symptomatic giant hemangiomas with severe in-
capacitating symptoms, consumptive coagulopathy, diagnostic 
uncertainty, lesion growth and complications as bleeding and 
rupture, are the indications for surgical treatment [4,5]. Discus-
sion about the management of giant liver hemangiomas with 
diameter greater than 20 cm is scarce.

Case report

A 53 year old female patient from North Eastern region of 
India presented to us with history of progressive abdominal dis-
tension and generalised abdominal pain of six months duration. 

She had no other associated symptoms. General physical exami-
nation was unremarkable and abdominal examination revealed 
large mass (20 X 25 cm) with well defined borders inferiorly and 
laterally. Blood work up was essentially normal except mildly 
deranged coagulation profile. CECT Abdomen revealed large 
hemangioma in left lobe and few small hemangioma in the 
right lobe. In view of large size of hemangioma and anticipated 
major bleeding during surgery. Pre operative super selective 
angioembolisation of feeder vessels was done using PVA. Post 
embolisation period was eventful. She was taken up for surgical 
resection after 2 days. Left lateral segmentectomy with enucle-
ation of hemangioma in the right lobe was done. The total dura-
tion of surgery was around 180 minutes with estimated blood 
loss around 150 ml. Intra operative and post operative period 
was uneventful. Patient was discharged on post operative day 
5. Coagulation profile normalised in the post operative period. 
The probable reason was consumptive coagulopathy (Due to 
large size of hemangioma). Histopathological examination re-
vealed well capsulated lesion with 25 X 24 X 10 cm dimension 
and weighed 4.5 kg was suggestive of hemangioma. Patient was 
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followed up at third month, she was asymptomatic and blood 
work up was normal and no abnormality was detected on imag-
ing.

Discussion

Liver hemangioma occurs more frequently in women than in 
men, and is believed to be related to levels of female hormones 
[6]. Most liver hemangiomas remain stable in size. It has been 
proposed that asymptomatic patients with hemangiomas less 
than 5 cm require no intervention therapy. Also, the patients 
with giant hemangiomas with no symptoms can be observed 
safely without the chance of developing complications [7]. Sch-
nelldorfer et al reported that clinical observation is prefered in 
most patients with giant hemangioma in a recent retrospec-
tive cohort study [8]. The occurrence of spontaneous rupture is 
rare, even in giant hemangiomas [9]. However our patient had 
progressive abdominal pain associated with abdominal disten-
sion. The indications of surgery for giant hemangioma are well 
defined. Symptomatic giant hemangioma with abdominal pain 
and discomfort not controlled by medical treatments is com-
monly the major indication for surgery [10]. Hemangioma size 
is usually stable and reported increase in size varied from 8,7 
to 14% [11] and a minimum of 25% increase in largest diam-
eter over a period of 6 months was defined as a rapid growth 
justifying indication of surgery for asymptomatic hemangiomas 
[12]. Consumptive coagulopathy or Kasabach-Merritt syndrome 
requires a surgery, but its incidence is extremely rare [10].

Technical aspects of surgical treatment may vary greatly be-
tween centers. Hepatic resection and enucleation are the most 
commonly used surgical procedures to treat surgically liver 
hemangiomas [10]. The enucleation is preferred by some au-
thors because there is a dissection plane between hemangioma 
and liver parenchyma making transversing vessels ligation much 
simpler decreasing the risk of blood loss, and the risk of postop-
erative bile leak is much lower due to the absence of bile ducts 
in the enucleation dissection plane. Also, enucleation preserves 
the healthy liver parenchyma avoiding unnecessary parenchy-
ma loss for the treatment of benign tumor [13]. Compared to 
peripherally located hemangiomas, enucleation of centrally lo-
cated hemangiomas is more likely associated with longer op-
erative time and higher rate of blood loss and transfusion [14]. 
Hamaloglu et al reported enucleation should be considered in 
the case of anterior and superficial hemangiomas [15].

Recently reported, the risk of bleeding and blood transfu-
sions is to be more related to hemangioma size than to the 
type of surgical technique [11]. Furthermore, evolution toward 
enucleation over resection even for large hemangiomas over 
time with less blood loss and transfusions and less complica-
tions have been documented and reported [16]. Hepatic resec-
tion and enucleation of giant hemangioma are associated with 
similar rate of blood loss and transfusions [11]. Furthermore, 
the risk of bleeding and blood transfusions was more related to 
tumor size [11] and blood transfusion was more needed in pa-
tients with hemangiomas larger than 10 cm in size [17]. When 
indicated, liver resection for hemangiomas can be performed 
safely with low morbidity and nil mortality rates [11,18].

Different treatment modalities of liver hemangiomas apart 
from resection have been described, such as ligation of hepatic 

artery [19] or liver transplantation for giant unresectable lesions 
[20]. Selective transcatheter arterial embolization, RFA and ra-
diation therapy have also been reported [21]. Hepatic artery 
ligation advocated for unresectable tumors, has been shown 
to arrest the growth of some lesions This method has disad-
vantages including limited experience and its ineffectiveness 
in some patients. So, in the era of “safe” liver surgery, hepatic 
artery ligation should no longer be recommended [22]. Trans 
arterial embolization has been used as an alternative treatment 
for symptomatic hemangiomas [23]. A reduction of symptoms 
may be possible, but tumor size remains stable after the pro-
cedure and recurrence is common. Transarterial embolization 
preoperatively reduces vascular inflow and decreases size in 
very large tumors making surgical resection less risked [24]. Ra-
diofrequency ablation has also been used to control symptom-
atic giant hemangiomas with promising results [11]. The use of 
RFA in lesions with diameter higher than 10 cm had a very high 
rate of complications (100%) including life-threatening compli-
cations (lower esophageal fistula and acute respiratory distress 
syndrome) suggesting its inappropriate use in lesions larger 
than 10 cm [11].

Conclusion

The indications of surgery for giant hemangioma are well de-
fined and surgical approach is widely accepted in symptomatic 
giant hemangiomas. The symptom development is the most 
often indication for surgical resection. Surgical management 
is required for hemangioma complications such as Kasabach 
Merritt syndrome or consumptive coagulopathy and rupture 
or bleeding. Pre operative selective transarterial embolization 
reduces size of hemangioma and decreases bleeding during sur-
gery. Surgical intervention both liver resection and enucleation 
can be employed to resect giant liver hemangiomas with low 
morbidity and mortality rates.

Figure 1: Giant hemangioma arising in left lobe.
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Figure 5: Liver hemangioma.

Figure 4: Left lobe hemagioma after mobilisation.

Figure 3: Liver hemangioma occupying whole upper abdomen.

Figure 2: Hemangioma with multiple feeders and displacing Main 
portal vein.
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