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Lobular Capillary Haemangioma In An Elderly

Woman: A Case Report

Abstract

Lobular capillary haemangiomas (LCH) are common tumours of the oral cavity and pose
diagnostic challenge to the practitioner as they may resemble other serious lesions. Aetiology of
LCH is not well understood and it is reported that over expression of p-ATF2, p-STAT3 and
possibly p53 may have a role to play in genesis of cutaneous vascular tumours. This case report
explains the clinical and histolopathological features of a LCH in a 55-year-old female patient.
The exact cause of this tumour could not be identified. The lesion was conservatively excised
under local anaesthesia and the histopathological report confirmed the diagnosis as LCH. The
lesion healed uneventfully and showed no recurrence after 6 months. (112 words)
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Introduction

Pyogenic granuloma (PG) is a painless,
benign, inflammatory hyperplasia seen
on the skin and mucocutaneous
surfaces.[1] The term is misleading as it
does not produce any pus.[2]
Histologically, the lobular arrangement
of capillaries distinguishes it from the
granulation tissue.[3] The term “lobular
capillary haemangioma” (LCH) was
introduced for more accurate description
and to distinguish it from the non-lobular
variant. LCH are characterised by a
distinct lobular arrangement of the
capillaries in an oedematous, fibroblastic
stroma. Superficially, the lesion may
show secondary non-specific changes
like stromal oedema, capillary dilatation
or inflammatory granulation tissue
reaction.[4]

Clinically, LCH appears either as a single
nodule or sessile papule with smooth or
lobulated surface, erythematous,
elevated, and generally ulcerated.[5] The
lesions typically evolve slowly, are
asymptomatic and painless, but
occasionally may grow rapidly.[6]
According to Patrice et al., more than
40% of the cases occur in the first five
years of life. The lesions showed male
predisposition[8]. Mills et al. reported
that incidence was higher in males who
are younger than 18 years, females in
reproductive years, and showed equal sex
distribution beyond 40 years of age.[4]
The prevalence is higher during
pregnancy and the influence of hormone
is postulated as the cause for it without
convincing evidence.[7] The common

location is head and neck followed by
trunk, upper and lower extremity. Only
18% of the lesions occur in mucous
membrane of oral cavity and
conjunctivae.[8] In the oral cavity, Harris
et al. have reported that these lesions are
primarily seen on the lips, gingiva and the
tongue.[7] Although the peak prevalence
is seen in younger ages, however, it is not
rare in older patients. The treatment
involves surgical intervention, and it is
important to distinguish it from other
similar looking lesions which can be life
threatening. Herein we report a case of a
55-year-old female patient with LCH.

Case Report

A 55-year-old female patient with chief
complaint of swelling in lower front
region of the mouth was evaluated at the
department. The patient complained of
bleeding from the lesion and difficulty in
eating due to the swelling. The patient
reported that she had noticed the swelling
a month ago, and it had gradually
increased to the present size. General
physical examination, past history and
family history were all non-contributory.
Intraoral examination revealed a pink-
coloured solitary swelling measuring 2.5
cm X 2 cm located in the lingual aspect of
#41,#42, #43, #44, #45 and extending up
to the mesial aspect of #46 (Fig. 1). The
lesion showed areas of opacity and
erythema. It was sessile papule,
lobulated, painless and firm in
consistency with bleeding on
provocation. On periodontal
examination, the patient had poor oral
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hygiene with a 5-mm pocket in relation to
#41, #42 and #43. A provisional
diagnosis of LCH was made.

Differential diagnosis of fibroma,
peripheral giant cell granuloma and PG
were considered. After the initial scaling
and oral prophylactic treatment, excision
biopsy of the lesion was performed under
local anaesthesia and the specimen was
sent for the histopathological
examination (Fig. 2). The lesion healed
uneventfully and the laboratory report

Figure 1: Pre Surgical Photograph.
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Figure 4: Post Surgical Photograph.

confirmed it as LCH. The
histopathological report showed areas of
stratified squamous fibroblasts along
with presence of proliferating and few
dilated congested blood vessels (Fig 3).
The report confirmed the diagnosis of
LCH.

The lesion showed no evidence of
recurrence during follow-up examination

(Fig. 4).

Discussion

PGs are benign mesenchymal neoplasms
that are often encountered in the oral
cavity and histologically there are two
distinct varieties namely LCH and non-
LCH. Clinically, the LCH appears as a
solitary, shiny red papule or nodule that is
susceptible to bleeding and ulceration.
Epivatianosetal. reported that LCH often
appeared as sessile lesions, whereas the
non-LCH were pedunculated and often
associated with aetiological factors.[9]
The exact mechanism for the
development of LCH is poorly
understood and it is unknown whether the
aetiopathogenesis is a reactive process or

a tumour.[10] Chen et al. have reported
that over expression of p-ATF2, p-STAT3
and possibly p53 may have a role to play
in genesis of cutaneous vascular tumours
like PG.[11] The prevalence of LCH in
Indian population is not available.[12]
The most favourable sites for occurrence
of LCH are on the lips, gingival and
tongue. The peak incidence was seen in
early twenties and affected females more
by a ratio of 2:1, especially in the
forties.[7]

The differential diagnosis for LCH
includes benign tumours of
mesenchymal origin namely PG, fibroma
and peripheral giant cell granuloma. PG
is one of the common benign lesions of
mesenchymal origin and is usually
caused by reactive inflammatory
hyperplasia due to local irritation or
trauma. PGs are small, deep red to
purplish in colour, sessile or
pedunculated. The surface is smooth,
frequently ulcerated and bleeds
easily.[13] However, PGs have a non-
LCH variant and for accurate description,
to evade uncertainty, the diagnosis of
LCH is used based on histological
examination.[4],[9] Fibroma or focal
fibrous hyperplasia is an inflammatory
hyperplastic lesion of the oral cavity due
to irritation. It is commonly found on
gingiva and shows female
predilection.[14],[15] Histological
presentation of a fibroma appears as
unencapsulated, solid, nodular mass of
fibrous connective tissue. Peripheral
giant cell granuloma is also a benign
reactive lesion that can occur at all
ages.[16] It arises due to local irritation
from the periosteum or periodontal
membrane, especially in mandible. It
appears as reddish-purple nodule and
shows recurrence. The diagnosis is
confirmed histologically.

Benign tumours of mesenchymal origin
may pose a risk of erroneous diagnoses of
other serious lesions as they may appear
similar to their life-threatening
counterparts. These lesions may include
basal cell carcinoma, Kaposi’s sarcoma
or a metastatic carcinoma. Scalvenzi et
al. reported that malignant tumour-like
melanoma can imitate these lesions.[17]
Confirmation of clinical diagnosis with
histological examination is highly
recommended.

Previously haemangiomas have been
successfully treated using sclerosing
agents.[18] The treatment of PG also
consists of ligation and surgical excision,
electrolysis and thermocautery, radiation

and compression, and excision using
laser.[19],[20] The present case healed
uneventfully and the follow-up after 6
months showed no signs of recurrence.

Conclusion

LCH occur commonly in the oral cavity
and may be often confused with other
serious lesions of the oral cavity.
Accurate diagnosis based on the
histopathological assessment and
treatments are very important to rule out
life-threatening conditions. Care should
be exercised during excision of these
vascular lesions that show increased
tendency of bleeding. (1057 words)
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