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The following Case Challenge is provided in conjunction with the UT Health San Antonio School of
Dentistry faculty.

Mary is a 43-year-old-female who presents for evaluation of a bluish mass on her left anterior
lateral tongue.

After you have finished reviewing the available diagnostic information, make the diagnosis.
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Diagnostic Information

History of Present lliness

Mary is a healthy 43-year-old-female who
presents for evaluation of a tongue mass. The
patient has been aware of an asymptomatic
bluish discoloration on her left anterior lateral
tongue for the past 5-6 years. 3 months ago
this area began to swell and it has now become
bothersome. She has occasionally bitten the
area and it is beginning to interfere with her
speech. She is concerned that she has cancer.

Medical History

« Pertinent Medical History: Hashimoto
thyroiditis

* Medications: levothyroxine

+ Adverse Drug Reactions: nausea/vomiting
with codeine use.

« Family History: paternal - prostate cancer;
maternal - osteoporosis; siblings - two healthy
younger sisters

+ Social History: social alcohol use, recreational
marijuana, no tobacco use

Clinical/Radiographic Findings

Extra-oral examination shows normal facial
symmetry, no skin lesions, intact cranial
nerve function, no trismus, and no cervical

lymphadenopathy. The thyroid gland is palpable

and multinodular. Intra-oral examination
reveals no other mucosal lesions. The dentition
is intact and oral hyigene is good with foci

of mild marginal gingivitis. Periodontal

probing depths are a maximum of 4 mm with
focal bleeding on probing interproximally.

Figure 1. Periapical radiograph showing
circumscribed periapical radiolucency with
central opacities involving tooth #25.

Histopathologic Findings
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Figure 2. Low-power microscopic image
showing numerous dilated blood filled thin-
walled venous vascular channels involving
the submucosa and tongue musculature.

The occulsion is class | with no evidence of
temporomandibular dysfuction or paranormal
habits. There is a 2.8 x 1.3 cm deep-seated
nontender soft compressible mass on the left
anterior dorsal and ventrolateral tongue. The
mass is nonpulsatile and does not blanch.

The remainder of the tongue is soft and freely
mobile. Because of her concern for cancer, the
patient requests that a biopsy be performed.
and requested a biopsy be performed.
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Figure 3. High-power microscopic image
revealing ectatic intramuscular venous blood
vessels lined by bland flattened endothelial
cells.

2

Crest® + Oral-B® at dentalcare.com | The trusted resource for dental professionals



Select Diagnosis

Can you make the diagnosis

A 43 year-old-female presents for evaluation
of a bluish mass on her left anterior tongue.
information, make the diagnosis.

Select the Correct Diagnosis

A. Varicosity

B. Cavernous venous vascular malformation
C. Angiosarcoma

D. Lymphangioma
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Varicosity
Choice A. Sorry, this is not the correct diagnosis.

Varicosities represent abnormally dilated tortuous veins which are common in older adults.”” The
development of varicosities is associated with age-related degeneration of the connective tissue
and loss of vascular support. Varicose veins of the lower extremity, hemorrhoids, and esophageal
varices may also represent a response to increased venous pressure. In the oral cavity, sublingual
varicosities are very common in people older than 60 years of age. These present as multiple
bilateral superficial blue submucosal blebs on the ventral and lateral tongue surface (caviar
tongue). Solitary varices are less common and are most often seen on the lips and buccal mucosa.
These present as a small blue submucosal nodule. Varices are compressible and may blanch under
pressure. Oral varices are usually asymptomatic. Occasionally varices can become secondarily
thrombosed and present as a firm blue-grey nodule. Microscopic examination will show a dilated
thin-walled venous vascular channel(s) lined by flattened endothelial cells. There is usually a
minimal smooth muscle component and decreased supporting connective tissue. Thrombosed
varices will show an intraluminal clot which may show ingrowth of granulation tissue and evolving
recanalization. There may be dystrophic calcification of the clot producing a phlebolith. Sublingual
varicosities usually do not require treatment. Solitary varicosities may be excised for diagnostic
purposes or for cosmetic reasons. The prognosis for varices is excellent. The histopathologic
findings do not support the diagnosis for this case.

Please re-evaluate the information about this case.
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Cavernous venous vascular malformation
Choice B. Congratulations! You are correct.

Venous vascular malformations (VM) are common developmental abnormalities composed of large
dilated vascular channels."*” VMs may develop in a variety of sites including skin, soft tissue, bone,
and visceral organs. The malformations may range from small clinically insignificant to complex
deforming lesions. The head, neck, and oral cavity are frequent sites of occurrence for VMs. The
abnormal vessels are present at birth but often do not become clinically evident until later in
childhood or adulthood. Venous lesions are typically low-flow and present clinically as a blue to
red compressible soft tissue mass. Malformations with an arterial component (arteriovenous
malformations) will be high-flow and produce a palpable pulsation or a bruit on auscultation. VMs
tend to grow in proportion with the patient. Increased venous pressure may cause enlargement of
the lesion. The vessels insinuate into adjacent structures and will produce a mass affect. Otherwise,
most lesions are asymptomatic. Secondary thrombosis, phlebolith formation, pain, bleeding

and ulceration may occur. Intraosseous vascular malformations present as a multi to unilocular,
honeycombed, or subtle ill-defined radiolucency. Cortical expansion, tooth mobility, and gingival
bleeding may also be present. Histologic examination will show increased numbers of large ectatic
thin-walled venous vascular channels lined by bland flattened endothelial cells. The vessels are
filled with blood. There are intervening bands of fibrous connective tissue separating the venous
channels. The vascular malformation is poorly delineated and permeates through adjacent tissues.
Unlike congenital hemangiomas, there is no active endothelial proliferation. Small asymptomatic
VMs may not require treatment. Management of large deforming, cosmetically concerning, or
high-flow lesions may be problematic. Treatment options include surgery, embolization and
sclerotherapy. There is a risk of severe life-threatening bleeding, especially with high-flow lesions
occurring in bone. Needle aspiration of undiagnosed jaws lesions is recommended to rule-out a
central vascular lesion before surgical entry or tooth extraction. Unlike congenital hemangiomas,
VMs do spontaneously regress. Overall, the prognosis for VMs is good. There appears to be no
significant risk of malignant transformation.
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Angiosarcoma
Choice C. Sorry, this is not the correct diagnosis.

Angiosarcomas are uncommon malignant soft tissue neoplasms of vascular endothelial
differentiation.”®" The most common sites of occurrence for angiosarcoma are the skin, breast,
and liver. More than half of all angiosarcomas develop in the skin of the scalp and forehead.
Angiosarcomas of the oral cavity are distinctly uncommon, but have been reported in the tongue
and mandible. Most cases arise in elderly adults with equal gender predilection. Risk factors
include lymphedema (post-mastectomy), ionizing radiation, and exposure to carcinogens. It is
uncertain if sun damage plays a role in cutaneous lesions. Early angiosarcomas may deceptively
resemble a bruise. As the lesion grows it becomes tumifactive and may ulcerate. Some lesions
will appear multifocal. Microscopic examination will show a highly infiltrative neoplasm composed
of complex irregular anastomosing vascular channels lined by increased numbers of atypical
mitotically active endothelial cells. Areas of necrosis and hemorrhage are common. Treatment
for angiosarcoma consists of radical resection, radiation therapy, and chemotherapy. Because

of the infiltrative nature of angiosarcoma, complete removal of the tumor is difficult to achieve.
Angiosarcoma also has a tendency to metastasize. The prognosis for angiosarcoma is poor. The
histopathologic findings do not support the diagnosis for this case.

Please re-evaluate the information about this case.
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Lymphangioma
Choice D. Sorry, this is not the correct diagnosis.

Lymphangiomas are developmental malformations of lymphatic vascular channels that have a
predilection for the head and neck region.”’*'* Most are present at birth or arise during childhood.
Those that involve the neck are known as cystic hygromas. These are typically compressible

deep cervical macrocystic soft tissue masses. Rapid enlargement of the lymphatic malformation
may occur following upper respiratory infections. Cystic hygromas have been associated with
Turner syndrome. Lymphangiomas of the oral cavity typically affect the anterior two-thirds of

the tongue and can present as superficial pebbly clear microcystic vesicles and/or a deep seated
painless compressible soft tissue mass causing macroglossia. Microscopic examination will show
an unencapsulated mass of dilated lymphatic channels lined by bland endothelial cells. The
vascular lumens contain pink proteinaceous material. Erythrocytes may also be seen in mixed
angiolymphatic lesions or with hemorrhage following trauma. The lymphatic vessels tend to
insinuate into adjacent normal tissues and have a poorly delineated border. The supporting fibrous
connective tissue stroma interspersed between the lymphatic vessels may contain scattered
lymphoid aggregates. The management of lymphangiomas depends of the size and location of the
lesions. Small lymphangiomas may only require observation. Larger lesions that cause functional
or esthetic concerns can be treated with surgery or sclerotherapy. Complete surgical removal

of these lesions is difficult and recurrences are common. Massive lesions have the potential to
compress adjacent structures resulting in airway obstruction and death. Overall, the prognosis for
lymphangiomas is good. The histopathologic findings do not support the diagnosis for this case.

Please re-evaluate the information about this case.
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