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Parietal Peritoneal Hemangioma Mimicking 
Acute Appendicitis: A Case Report

Abstract
Cavernous Hemangiomas, known as Cavernomas, are benign tumors of congenital 
origin, than can involve any organ site. In the abdominal cavity, the liver is the most 
affected organ. Abdominal walls Hemangiomas are rarely reported. Herein, we 
present a case of 20 years old healthy female patient, presented with abdominal 
pain of acute onset. A diagnosis of acute appendicitis was made by abdominal 
ultrasonography. During operation, the appendix was without inflammatory 
signs. A vascular mass originating from the parietal peritoneum at the right lower 
quadrant was demonstrated. Resection of the mass, along with appendectomy 
was performed. Pathological exam of the mass was compatible with Cavernous 
Hemangioma.
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Introduction
Cavernous Hemangiomas, also known as Cavernous Angiomas 
or Cavernomas, are defined as vascular malformations or 
hamartomas of congenital origin. These are benign tumors that 
arise from unipotent angioblastic cells, and can involve almost 
all organ sites [1]. They are known to enlarge by ectasia rather 
than by hyperplasia or hypertrophy [2]. Cavernous Hemangiomas 
vary in size from a few millimeters to many centimeters. Larger 
lesion may be pedunculated and on gross examination appear as 
cystic lesions with a dark color [3]. Microscopically, the tumor is 
composed of cavernous vascular spaces of varying sizes, lined by 
a single layer of flat endothelium and filled with blood [4]. Within 
the abdominal cavity, hemangiomas may occur anywhere, 
including solid organs, hollow viscera, ligaments, and abdominal 
wall, with the liver being the most common intra-abdominal 
organ involved [1]. A review of the current English literature 
revealed few reported cases of Hemangioma originating in 
the  omentum, gastrosplenic ligament, lesser omentum, and 
mesoappendix [5]. To the best of our knowledge, abdominal 
wall Hemangiomas are rarely reported, and parietal peritoneal 
Hemangiomas have never been reported up to this date. 
Herein, we present a case of a 20 year old female patient who 
presented to our emergency department with abdominal pain 
of acute onset. Abdominal Ultrasonography showed findings 
compatible with acute appendicitis. During surgery, a mass was 
demonstrated; Resection of the aforementioned mass along 

with appendectomy was performed. Histopathologic report was 
compatible with parietal peritoneal Cavernous Hemangioma and 
normal appendix.

Case Presentation
A 20-year-old healthy female patient presented to our 
emergency department with right lower quadrant abdominal 
pain of acute onset. The pain lasted for 36 hours, with an acute 
increase in intensity for the last 8 hours prior to her examination. 
The pain was accompanied with nausea and anorexia. Upon 
her admission, her vital signs were within normal limits. 
The abdominal examination revealed right lower quadrant 
tenderness with no guarding or rebound. No abdominal mass 
was palpated.  Digital rectal exam was within normal limits. 
Complete blood count showed normal white blood cell count, 
liver and kidney function tests were within normal limits. An 
abdominal ultrasonography (US) showed a dilated appendix of 
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up to a 1 cm, with a thickened wall and increased density of the 
surrounding fat (Figure 1). These findings were interpreted as 
acute appendicitis. A gynecologic examination was performed 
which showed no abnormal findings. The patient was admitted 
with a diagnosis of acute appendicitis. Due to the above findings, 
the patient underwent a diagnostic laparoscopy, during which 
a longitudinal vascular mass, originating from the parietal 
peritoneal layer of the abdominal wall at the right lower quadrant 
was demonstrated (Figure 2). An areolar tissue tract connecting 
the abdominal wall mass to the transverse colon mesentery was 
also demonstrated. The appendix was without any inflammatory 
findings. An en bloc resection of the aforementioned abdominal 
mass and tract tissue along with appendectomy were performed. 
A close examination of the small and large intestines showed no 
other origins of inflammation or cause of pain. Her postoperative 
course was uneventful, and the patient was discharged home 
on postoperative day 1. The histopathologic examination of the 

specimen showed parietal peritoneal Cavernous Hemangioma 
and normal appendix.

Discussion
Hemangiomas are common benign vascular soft tissue tumors 
affecting mainly adolescents and young adults. The true incidence 
of these tumors is usually difficult to estimate because they are 
usually misdiagnosed as venous malformations [6]. Although 
uncommon, abdominal Cavernous Hemangiomas can occur in 
the omentum and mesentery because these are derivatives of 
mesodermal remnants. Hemangiomas are usually associated 
with nonspecific symptoms. A few reports did mention acute 
abdomen due to rupture or infection [5]. A case of a 45 year-
old woman with a diagnosis of Cavernous Hemangioma arising 
from the gastro-splenic ligament which presented as acute onset 
abdominal pain [7]. A similar case reported in which a 62 year-
old woman was diagnosed with mesenteric Hemangioma after 
undergoing two Magnetic Resonance Imaging [8].

Upon reviewing the current English literature we concluded 
that Cavernous Hemangiomas of the abdominal mesodermal 
tissues are extremely rare.  In all reported cases the diagnosis 
was made following two or more imaging modalities or during 
histopathalogic evaluation.

Our patient presented with acute onset of intermittent right 
lower quadrant pain which mimicked in its clinical presentation 
and US findings an acute appendicitis. In other cases, these 
lesions presented as abdominal pain with vomiting, early satiety 
and weight loss [7], acute abdomen caused by ruptured omental 
Cavernous Hemangioma [9], ruptured mesoappendix Cavernous 
Hemangioma [10], infected greater omenal Cavernous 
Hemangioma [11] or as a palpable mass [12]. 

The gold standard management for symptomatic abdominal 
Cavernous Hemangioma is surgical excision. Laparoscopic 
approach for these lesions is feasible with the advantages of less 
pain and quicker recovery. After a complete resection, recurrence 
has never been reported [7]. 

Conclusion
Cavernous Hemangioma of the mesodermal tissues is a rare 
tumor that can be challenging to diagnose, and a high index of 
suspicion is warranted for diagnosis. Once diagnosed, treatment 
is complete surgical resection of the tumor. So far, no cases of 
abdominal wall parietal peritoneal Hemangiomas were reported.

   

An abdominal ultrasonography showed dilated 
appendix of up to 1 cm, with wall thickness - 
findings suggestive of acute appendicitis. 

Figure 1

Longitudinal vascular mass, originating from the 
parietal peritoneal layer of the abdominal wall, 
grasped by endoscopic clinch (right figure), with 
an areolar tissue tract connecting the mass to the 
transverse colon mesentery (left figure).

Figure 2
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