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Case RepoRt
A 24-year-old female patient was referred to the Department of 
Oral and Maxillofacial Surgery of Panineenya dental college of 
Hyderabad, with a chief complaint of a bluish coloured swelling on 
the lateral aspect of tongue since 10 years. Patient gave history of 
the swelling which began as a peanut size on the tongue which 
gradually progressed to present size. 

Clinical examination revealed a round shaped bluish coloured 
swelling measuring about 1 cm in diameter present on left dorsum 
and lateral border of tongue [Table/Fig-1]. It was non tender on 
palpation, soft to firm in consistency and without any pus discharge 
or bleeding associated with it. The swelling was compressible and 
blanched on application of pressure. 

All the haematological investigations were within normal limits. 
Considering the age of the patient, size and extent of the lesion, to 
reduce surgical morbidity and to eliminate need for the hospitalization 
and general anaesthesia, it was planned to treat the patient with 
intralesional sclerotherapy with sodium tetra decylsulphate [Table/
Fig-2] under local anaesthesia. Under aseptic conditions, 1ml 
of intralesional  sclerosing agent  (sodium tetra decylsulphate, 
with trade name of SETROL) was injected intralesionally  in a 
circumferential manner around the lesion [Table/Fig-3]. Patient was 
kept on course of antibiotics and analgesics and advised to use 
chlorhexidine mouth wash. 

Regular follow-up’s were done at 24 hrs [Table/Fig-4], 15 days [Table/
Fig-5] and at weekly intervals upto one month [Table/Fig-6] and at 

 

six months. No complications were noted except for oedema of 
tongue and slight discharge from the same site on 7th day of follow-
up. The lesion had virtually disappeared and no further injections 
were necessary. The patient was asymptomatic since then without 
any complaints. At the 6 months follow-up examination there was 
no evidence of recurrence [Table/Fig-7].

DisCussion
Haemangiomas and vascular malformations are two major 
congenital vascular lesions [1]. In infancy and childhood 
haemangiomas are the most common neoplasms in head and 
neck region. Tongue and floor of the mouth  are common sites 
in oral cavity [2]. Infantile  and congenital are two different types 
of haemangiomas [3]. The haemangioma could be congenital or 
traumatic in origin and a benign tumour of patent blood vessels, 
formed by an increased number of blood vessels with prevalence  
of 0.8% in the tongue region [4].

Haemangiomas are clinically presented as sessile or pedunculated, 
soft, flat or raised, painless, smooth or irregular in outline and 
blanching of tumour on application of pressure [5]. The different 
modalities included for the treatment of haemangiomas, are 
sclerotherapy, cryotherapy, isotope radiotherapy, electrocoagulation, 
laser therapy, and surgical therapy [4]. Multidisciplinary management 
is often needed for best efficacy. In treatment of haemangiomas 
due to scarring or hyper-pigmentation, skin atrophy, due to high 
cost  and slight depression of the skin, laser and cryotherapy are 
not commonly used [6,7].
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aBstRaCt
In infancy and childhood haemangiomas are the most common neoplasms in head and neck region with an occurrence of about 60%. 
Approximately 40%-50% of all haemangiomas resolve incompletely, leaving permanent changes in the skin, such as telangiectases, 
epidermal atrophy, hypopigmentation or redundant skin with fibro-fatty residue but a few stubborn, problematic haemangiomas may 
result in serious disfigurement and dysfunction, and even become life-threatening. Most haemangiomas are managed by conservative 
methods that include corticosteroids (either systemic or local injection), sclerotherapy, interferon-alpha, laser therapy, embolization, 
cryotherapy, and radiation. Due to risk of haemorrhaging, surgical removal for small vascular lesions is not considered and it is more 
invasive than sclerotherapy. This case report presents the efficacy of intralesional  sclerotherapy for  the management of haemangiomas 
on dorsum and lateral border of tongue.

[table/Fig-1]: Intra oral photograph showing an elevated purple-blue swelling on dorsum and lateral border of the tongue. [table/Fig-2]: Sclerosing agent. 
[table/Fig-3]: Injection of 1 mL of sodium tetra decylsulphate in circumferential manner.
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In haemangiomas as the line of treatment surgical intervention is the 
last choice due to intraoperative bleeding, postoperative scarring, 
incomplete excision, recurrence, functional impairment and surgical 
morbidity  [8,9].

Sodium tetra decylsulphate, sodium morrhuate, bleomycin. Sodium 
psylliate are commonly used sclerosing agents in treatment of 
haemangiomas [10]. Some of these drugs occasionally cause local 
discomfort and allergic reactions in the oral haemangioma cases. 
The mechanism of action of sclerotherapy is depicted in [Table/
Fig-8]. Necrosis and sloughing of the tissue have been reported 
when the sclerosing agent was used superficially. Total or partial 
regression can be seen by injecting sclerosing agents. The exophytic 
scar tissue is surgically removed in case of partial regression.

For the treatment of benign vascular lesions sclerotherapy is 
an effective and conservative method and it is non invasive, low 
cost technique and there is low risk of haemorrhaging [11,12]. 
When injected into or adjacent to blood vessels the sclerosing 
agent causes vascular thrombosis, endothelial damage, leading 
to endofibrosis and vascular obliteration [13]. The advantages of 
sodium tetra decylsulphate are absence of pain, no haemolysis, less 
hyperpigmentation, complete regression of low vascular lesions and 
very low incidence of allergic reactions [14].

ConClusion
Considering the risks and benefits of the various treatment 
modalities and depending on the anatomic location, size and 
growth pattern we have choosen sclerotherary as the choice of 
treatment. Sclerotherapy is a simple, safe, and effective procedure 
with minimal complications for small and uncomplicated intraoral 
haemangiomas.
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[table/Fig-4]: Gross oedema of dorsum and lateral border of the tongue 24 hours after injection. [table/Fig-5]: Reduction in inflammation and oedema at 15th day follow-
up.  [table/Fig-6]: Break down of the lesion and healing ulcer at one month follow-up. [table/Fig-7]: Six months follow-up photograph showing normal architecture of the 
tongue.

[table/Fig-8]: Flow chart showing the mechanism of action of sclerotherapy [15].


