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Sinus (left) and chest (right) computed tomography scan of a 59-year-old male ex-smoker with chronic sinusitis and intermittent he-
moptysis of 2 months’ duration.

See page 26 for diagnoses.

A 51-year-old woman with chronic graft-versus-host disease presented with foot and ankle ulcers (A) 5 years after receiving an allogenic
hematopoetic stem cell transplant because of acute myeloic leukemia. The same ankle is shown 1 month (B) and 2 months (C) later.



This patient had a history of fleeting
arthralgia, and he had an elevated 
erythrocyte sedimentation rate (83 [nor-
mal 1–13] mm/hr). A computed tomog-
raphy scan of the paranasal sinuses (Fig-
ure 1) showed patchy destructive
changes in the nasal septum. Erosive
changes were present in the nasal
turbinates and the adjoining medial
walls of the maxillary sinuses. Irregular
mucosal thickening of the nasal pas-
sages and maxillary antra were also ob-
served. A computed tomography scan of
the patient’s chest (Figure 2) showed
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multiple, bilateral irregular alveolar in-
filtrates, interspersed with diffuse hazy
ground-glass shadowing.

Wegener’s granulomatosis is char-
acterized by granulomatous vasculitis
of the upper and lower respiratory
tracts and glomerulonephritis. In addi-
tion to this classic triad, vasculitis or
granuloma, or both, can affect virtually
any organ. Upper airway disease is
present in 95% of patients with 
Wegener’s granulomatosis. These pa-
tients often present with sinusitis,
nasal disease, otitis media and hearing
loss. Destruction of the nasal septum
may result in saddle nose. Patients with
pulmonary involvement (85%–90% of
cases) may have asymptomatic infil-
trates or they may present with a
cough, hemoptysis, dyspnea and chest
discomfort. Renal disease develops in
77% of patients and may manifest ini-
tially as mild glomerulitis. Unless ap-
propriate treatment is initiated, rapidly
progressive renal failure follows.

In patients with suspected clinical
features, Wegener’s granulomatosis
can be diagnosed if the results of a tis-
sue biopsy show necrotizing granu-
lomatous vasculitis. Between 85% and
95% of patients with active systemic
disease have circulating anti-neutrophil
cytoplasmic antibodies (c-ANCA,  
antiproteinase-3 ANCA) in their blood.
Circulating anti-neutrophil cytoplasmic
antibody is less frequently present in
organ-limited disease and is even less
commonly present in patients in remis-
sions.1 Poor prognostic outcome is cor-
related with advanced age, more severe
renal impairment, alveolar hemorrhage
and the presence of circulating anti-
neutrophil cytoplasmic antibodies.

Of patients who receive a combined
regime of  cyclophosphamide and cor-
ticosteroids, 95% show marked im-
provements and 75% achieve complete
remission.
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Figure 1: Computed tomography of the
paranasal sinuses showing patchy bone
destruction of the nasal septum, infe-
rior nasal turbinates and the medial
walls of the maxillary sinuses (arrows).
Also note the irregular mucosal thick-
ening of the nasal passages and the
maxillary antra (asterisks).

Figure 2: Contrast-enhanced multi-
detector computed tomography of the
patient’s chest showing bilateral irreg-
ular alveolar infiltrates (black arrows)
with surrounding ground-glass shad-
owing. Bilateral small pleural effusions
are also evident (white arrows).
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This rapidly growing lesion was surgi-
cally excised, and histopathologic
analysis confirmed the diagnosis of a
giant pyogenic granuloma.

Pyogenic granulomas are benign, ex-
ophytic, vascular tumours first described
by Poncet and Dor in 1897. A solitary
pyogenic granuloma is common, and it
can grow rapidly from few millimetres to
several centimetres within a few weeks’
time. Although the exact pathogenesis is
unknown, pyogenic granulomas are
closely related to trauma, chronic irrita-
tion and hormonal changes. Patients of-
ten describe repeated episodes of pro-
fuse bleeding from the tumour after
minor trauma. Because pyogenic granu-
lomas can mimic malignant diseases, a
biopsy should be performed.1

Nonsurgical treatment options,
such as laser therapy or cryotherapy,
are associated with recurrence rates of
up to 50%. Therefore, complete exci-
sion is the first-choice therapy.
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