
 

 

A RARE CASE REPORT ON BENIGN REACTIVE VASCULAR LESION WITH 
OSSEOUS METAPLASIA 
 

ABSTRACT: 
A plethora of pathologies occurs in the skeletal as well as the soft tissues of maxillofacial region 
and can be reactive. These lesions present with varied radiological and histological features and 
they can pose a diagnostic dilemma to the clinician. Our article reports a rare case of benign 
reactive vascular lesion with osseous metaplasia in the right palatal aspect of the oral cavity. 
The lesion was bony hard in consistency with occasional bleeding and erythematous in 
appearance of size about 3cm*3cm*3cm. The lesion had a progressive increase in size since 2 
months with no tenderness on palpation.  Our case emphasizes on correlating the clinical and 
investigational findings to arrive at the correct diagnosis and provide appropriate treatment in a 
systematic manner. 
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INTRODUCTION: 

“The tissues of the oral and maxillofacial region are constantly exposed to a plethora of 
inflammatory stimuli. The origin of these stimuli can be bacterial, physical, chemical, or 
immunologic. The reactive lesions are collectively defined as chronic/long-standing, low-grade 
inflammatory stimuli that can induce a heightened/escalated reparative response in the oral 
tissues resulting in the occurrence of non-neoplastic, hyperplastic lesions”.[13] 

 “Reactive vascular lesions constituted the biggest category of oral lesions and they can also 
result from the underlying conditions like systemic disease, drug-induced stimulus, dental 
plaque and local iatrogenic factors. Reactive lesions of the oral cavity are non-neoplastic 
proliferations with very similar clinical appearance to benign neoplastic proliferation, which are 
produced in association with chronic local irritation or trauma. It has been found that 
removable dentures, malposition, biting and poor oral hygiene predispose to the development 
of reactive lesions in the oral cavity”. [12] 

“Low-intensity chronic irritation that stimulates an exuberant tissue repair response is the main 
etiologic reason for this reactive vascular lesions, which will in turn produce a soft tissue 
enlargement which is very much similar to a diverse group of pathologic processes. 
Consequently, this enlargement can be characteristic of a variation of normal anatomic 
structures, such as inflammation, cysts, developmental anomalies, and neoplasm”.[12] The 
occurrence of exophytic reactive proliferation in the oral cavity is found to be relatively 
common. Vascular lesions can closely mimic some certain malignant (metastatic/primary) and 



 

 

benign tumors, leading the clinician to misdiagnosis and sub-optimal treatment. Our case 
report a rare benign reactive lesion of oral cavity with osseous metaplasia from diagnosis to 
treatment planning and follow -up 

  

CASE PRESENTATION: 

A 51-year-old lady reported to the Department of Oral and maxillofacial surgery with a chief 
complaint of a painless hard growth in the right palatal aspect of the oral cavity with history of 
occasional bleeding from the lesion. (Figure 1)  

 

HISTORY OF PRESENTING ILLNESS AND CLINICAL EXAMINATION 

The patient reported the growth which was progressively increasing in size since 2 months. On 
examination the surface was erythematous and ulcerated in appearance and bony hard in 
consistency. The size of the lesion was approximately 3 cm*3 cm*3cm. The lesion was found to 
be extending from the palatal aspect of upper right first molar tooth to the palatal aspect of 
upper right second molar tooth. The lesion was not crossing the midline. On palpation, the 
growth was non-tender with absence of discharge of pus or blood.  

 

DIAGNOSTIC ASSESSMENT 

Radiological evaluation by CT scan revealed bony erosion of the alveolar process of the right 
maxilla with soft tissue component at the level of first to third molar teeth. (Figure 2)  

 

SURGICAL INTERVENTION  

After obtaining the written consent from the patient, an incisional biopsy of the growth was 
performed under local anesthesia. The growth was incised and was sent for histopathological 
examination. The histopathology report revealed a salivary gland neoplasm or vascular lesion 
and an immunohistochemistry (IHC) study was advised confirm the diagnosis. The IHC report 
showed proliferated vascular spaces with positivity of CD31 and CD34. P40 show positivity in 
overlying epithelium. Subepithelial region show LCA positive lymphocytes. The features from 
IHC report are that of an inflammatory polyp with surface ulceration of overlying mucosa.  After 
ruling out any chances of malignancy, we did the excision of the lesion with an electrocautery. 
We proceeded with placement of an obturator as the chances of oro-antral communication was 
anticipated and also this obturator served as a local hemostatic aid by holding the pressure 
pack insitu. (Figure 4, 5). The procedure was done under General anesthesia taking in to 
consideration the size and extent of lesion. The whole sample was sent for histopathological 



 

 

examination and the report was suggestive of a benign reactive vascular lesion with osseous 
metaplasia.  

 

FIGURE 1- CLINICAL PICTURE OF THE LESION 

FIGURE 2 – CT IMAGES OF THE PATIENT 

FIGURE 3- SUTURING AFTER INCISIONAL BIOPSY 

FIGURE 4- THE LESION BEING EXCISED 

FIGURE 5 – OBTURATOR PLACEMENT 

FIGURE 6  – POST- OPERATIVE PICTURE AFTER 2 MONTHS 

 

 

FOLLOW-UP  

Patient is under periodic follow-up since then.  (Figure 6- Post op after 2 months)  

 

 



 

 

DISCUSSION: 

Benign vascular lesions were found to be a consequence of blood vessel abnormalities or 
endothelial cell proliferation [1].   The treatment plans of the lesions are based on the diagnosis 
and classification of the vascular malformations [2]. 

TERMINOLOGY AND CLASSIFICATION: 

 “Mulliken and Glowacki proposed a terminology for classifying these lesions based on clinical 
and microscopic features”. [3] They classified the vascular lesions into hemangiomas and 
vascular malformations and hemangioma is one of the true vascular tumor that results from a 
neoplastic overgrowth of normal vascular tissue and it is found to grow by endothelial 
proliferation. “Compared with hemangiomas vascular malformations result from abnormal 
vascular or lymphatic vessel morphogenesis and it is not as a result of abnormal endothelial 
growth. Vascular malformations are present at birth but often not diagnosed until the second 
decade of life. And they are found to show slow growth throughout life with increase in 
response to infection, trauma, or hormonal fluctuation and they are not involute”. [4] 

 

Table 1: MULLIKEN AND GLOWACKI CLASSIFICATION OF VASCULAR LESIONS (1982): [11] 

HEMANGIOMAS MALFORMATIONS 
PROLIFERATING PHASE CAPILLARY 

INVOLUTING PHASE VENOUS 
 ARTERIAL 
 LYMPHATIC 
 FISTULAE 

 

 
 

ETIOPATHOGENESIS AND CHARACTERISTICS: 
Hypocellularity and vascular channels lined by flat mature endothelium is one of the main 
characteristic feature of oral vascular malformation. Pulsations can be felt by finger pressure if 
the lesion has an arterial origin. “As the consideration of sonography in the dermatologic field 
increased in the recent years, ultrasound imaging plays an important role to study lesions in the 
oral regions such as tongue, oral cavity and lips. Various imaging modalities that are 
encountered for the diagnosis and follow-up of these lesions are computed tomography, 
magnetic resonance imaging, color-Doppler ultrasound and angiography. Color-Doppler 
ultrasound is considered the first-line imaging approach since it provides a non-invasive, cost 
effective, real time evaluation of oral vascular anomalies. It also gives both morphological and 



 

 

vascular information, which are useful in determining the best therapeutic options. 
Ultrasonography, for these reasons, could be considered as a valuable diagnostic tool in the 
preliminary assessment of oral vascular anomalies”.  [12] 

“The main characteristics of reactive vascular lesions are tissue growth, with fibrous or flaccid 
consistency, reddish color, sessile or pedunculated, and is found to occur in multiple intraoral 
sites. Patients may also report with the absence of symptoms; or symptoms ranging from mild 
pain to bleeding.  Radiographic findings are not usually seen, but in rare cases of large lesions, a 
localized alveolar bone resorption may be seen. Histopathologic examinations of the surgical 
specimens from oral biopsies must confirm the clinical diagnosis, and furthermore, to provide a 
definitive pathological diagnosis. This helps in the appropriate treatment plan to be sought and 
to avoid the recurrence of the lesions. In this way, our article emphasizes a rare case report of 
benign reactive vascular lesion with osseous metaplasia and its treatment modalities” [6]. 

 

LOCATION: 

A palatal abscess has often been found to occur secondary to a periapical infection of the 
palatal roots of maxillary teeth which are affected by pulpal inflammation. Carious, fractured or 
non-vital teeth have often been found in the vicinity of the lesion. There is some degree of pain 
associated with the lesion and radiographs would show bone loss associated with periapical 
pathology.  Clinically, a palatal abscess may also exhibit a patent sinus tract discharging pus or a 
serosanguinous fluid [7]. 

 

TREATMENT MODALITIES 

“Surgical excision with a scalpel blade or laser, cryosurgery, injection of corticosteroids or 
sclerosant (sodium tetradecyl), radiotherapy, and embolisation with steel coil, gel foam, silicone 
beads, or cyanoacrylate are the current treatment modalities employed in treating the benign 
vascular lesions. The patient's age and site and size of the lesion determines the follow-up and 
treatment administered. The notable disadvantages of the mentioned treatment modalities are 
excessive bleeding, fibrosis, scarring, cosmetic and functional deficiency due to the long-term 
effects of steroids and radiation. Surgical excision and cryosurgery have been found as effective 
treatments for small lesions and superficial ones” [8] 

In our case report, as compared with other cases reported in the literature proceeded in a 
systematic way from prompt diagnosis to treatment planning. The immunohistochemistry 
studies are reported very less in cases of vasular lesions of oral cavity and our case study 
becomes unique in this. As the incisional biopsy report was inconclusive, to proceed with the 
confirmation of the report, we conducted an immunohistochemistry study. It revealed 
proliferated vascular spaces which showed the positivity of CD 31 and CD 34. P 40 shows 
positivity in overlying epithelium. Sub-epithelial region show LCA positive lymphocytes. 



 

 

Immunohistochemistry report features were that of an inflammatory polyp with surface 
ulceration of overlying mucosa. After ruling out chances of any malignancy, excision of the mass 
in toto was done. This was followed by cauterisation and after achieving adequate hemostasis 
we proceeded with placement of a palatal obturator which not only gave support to the 
pressure pack but also avoid any chances of oro- antral communication.   

  

 

CONCLUSION: 
 Reactive vascular lesions of oral cavity are a common group of lesions that may be 
encountered during routine clinical practice. A variety of reactive soft tissue and bony 
pathologies occur in the oro-facial region that arises in response to chronic low-grade 
inflammation, trauma, metabolic and hormonal influences.  The complications can be avoided 
by early detection and treatment. Therefore knowledge of the frequency and distribution of 
these lesions is beneficial when establishing a diagnosis and a proper treatment plan in 
practice. 
From the case presented above and the literature analyzed, we can conclude that benign 
vascular lesions of the oral cavity always need a systematic approach in diagnosis and 
treatment and also necessitates a histopathological examination. The histological picture is still 
controversial, posing diagnostic challenges at times due to the lack of definite criteria for 
diagnosis. Prompt immunohistochemical analysis to confirm, followed by surgical treatment, 
should be mandatory in cases of these lesions to reduce the chance of local recurrence and 
metastasis.  
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