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Intramuscular Hemangioma Misdiagnosed as  
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Intramuscular hemangioma is a rare type of hemangiomas and sometimes overlooked by 
orofacial pain specialist who encountered various types of masticatory muscle problems. A 
42-year-old male, presented with feeling of unilateral hypertrophy on left mandibular area, 
is finally diagnosed as hemangioma with thrombus by excisional biopsy. However, he was 
initially treated by injection of botulinum toxin A due to misdiagnosis as unilateral masseter 
hypertrophy. In the present report, we remind the importance of careful examination and diag-
nostic images to orofacial pain clinicians in early detection of intramuscular hemangioma of 
masticatory muscles. 
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INTRODUCTION

Hemangioma is common benign neoplasm of the new 

born which accounts for 7% of all benign neoplasm, and 

usually arise from endothelial cells that is lining blood ves-

sel of the skin and mucosal membrane. Most of hemangio-

ma has self-limiting character which usually have complet-

ed involution by age of twelve.1) The complete mechanisms 

of hemangioma formation is currently unknown; however, 

several hypothesis such as trauma,2) hormone-induced hy-

poxia,3) placenta emboli,4) were suggested. Intramuscular 

hemangioma is a relatively rare and accounting for less 

than 1% of all hemangioma, and most of these tumors oc-

cur in the trunk and arms and legs.5) Of the intramuscular 

hemangiomas, only 15% of hemangioma arise from head 

and neck portion, and hemangioma in masseter accounting 

for 36%.6,7) Given the rarity of intramuscular hemangioma 

of the masseter, it is difficult to have accurate diagnosis by 

physical examination only and it is most challenging to the 

orofacial pain specialist which encounter the patients with 

masseteric hypertrophy. In the present case, we report a rare 

case of intramuscular hemangioma of the masseter with 

phlebolith initially misdiagnosed by unilateral masseter 

hypertrophy.

CASE REPORT

A 42-year-old male who is complaining about later-

al muscular hypertrophy of left masseteric area visited to 

the Department of Oral Medicine, Kyungpook National 

University Hospital (KNUH). He reported symptoms began 

at childhood and had habitual unilateral mastication for 

several years. He did not report any pain and discomfort 

on left masseteric area. No specific medical history was de-

tected. Except the prominent focal swelling of the left mas-

seter during clenching (Fig. 1A, B), there is no remarkable 

abnormal signs of mouth opening limitation, palpational 

tenderness of masticatory system include masseter muscle, 

temporalis muscle, and temporomandibular joint. Normal 

salivary flow of both parotid gland was confirmed. There 
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is no feeling of pulsation and fluctuation, and no obvious 

structural abnormality was reported on panoramic radio-

graph (Fig. 1C).  

Under the tentative diagnosis of unilateral masseter hy-

per trophy, botulinum toxin A (BTX-A; Allergan, Irvine, 

CA, USA) injection was performed with patient education 

of bilateral mastication. After 4 weeks later, he reported the 

feeling of decreased swelling on left masseteric area due to 

modification of unilateral mastication. Thirty-five unit of 

BTX-A was injected to left masseter and 15 unit of BTX-A 

to right masseter. Two weeks later, the patient re-visited 

with the complaining of pain on injected site. Injected site 

was swelled and showed redness, fever, palpational ten-

derness (Fig. 2A). There also showed prominent pulsation 

and fluctuation on injected site. Under the consult with 

Department of Oral and Maxillofacial Surgery of KNUH, 

the patient subjected to ultrasonography and conventional 

computed tomography (CT). Ultrasonograph showed non-

homogeneous echo signal on left masseter which is regard-

ed as cystic structure (Fig. 2B). Conventional CT showed 

defined swelling with calcification (Fig. 2C). Based on these 

findings, we have diagnosed with intramuscular hemangi-

oma with phlebolith. Total surgical excision was performed 

and the final diagnosis was given by oral pathologist to 

hemangioma with thrombus (Fig. 3).

DISCUSSION

Intramuscular hemangioma is a rare type of hemangioma, 

and usually initiated in their twenties.2) There was no gen-

der differences in its incidence; however, masseteric intra-

muscular hemangioma are preferentially occurred to male 

with the ratio of 3 to 1.8) Though the occurrence of intra-

muscular hemangioma was reported in temporalis, sterno-

cleoid mastoid, trapezius, tongue, lip, and salivary glands, 

B

C

A

Fig. 1. Extraoral image of the patient at rest (A) and at clenching (B). 

(C) Panoramic radiograph. 

CBA

Fig. 2. Extraoral image of the patient after 2 weeks of BTX-A (Allergan) injection (A), ultrasonograph on left masseter (B; arrows), frontal 

computed tomography image (C; arrow).
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masseter is most common site of intramuscular hemangio-

ma in head and neck.9) The diagnosis of intramuscular ha-

mangioma is difficult because of the positional depth of the 

lesion and lack of characteristic pulsation, tremor, noise.10) 

Statistically, more than 90% of intramuscular hemangioma 

was failed to initial detection.11) 

As shown in the previous reports, intramuscular heman-

gioma is not easy to make accurate diagnosis on head and 

neck area. To the orofacial pain specialist, intramuscular 

hemangioma on masseteric area has clinical importance be-

cause of its relative high prevalence among head and neck 

skeletal muscles and the location overlapped with parotid 

salivary gland. Intramuscular hemangioma is differentially 

diagnosed with masseter hypertrophy,12) myofascial pain,13) 

sialolithiasis,14) tumor of parotid gland.15) Especially in the 

case of intramuscular hemangioma mimicking myofacial 

pain, Kim et al.13) reported intramuscular hemangioma mis-

diagnosed with myofascial pain on soleus muscle due to 

the similarity on typical pain symptoms and its location. 

Masseter is also reported as high prevalence of myofascial 

pain, clinicians should keep in mind the possibility of in-

tramuscular hemangioma. In our case, there was no obvi-

ous pain on left masseter except mild discomfort with fa-

tigue. Regarding the pain of intramuscular hamangioma 

on affected area, the speed of enlargement and compres-

sion to adjacent structure is important factors.16) According 

to previous reports of Altuğ et al.,17) only 1 of 3 patients 

with intramuscular hemangioma reported pain. In addition, 

Diseases related to parotid gland was excluded because of 

no structural discontinuity of stensen’s duct on affected site. 

One of interesting finding in the present case is aggravation 

of the swelling and pain after BTX-A injection. It is insuf-

ficient to explain this phenomenon until now, Choi et al.12) 

suggested the difference of structure and arrangement be-

tween normal blood vessel and hemangioma. We assumed 

that the hypersensitivity of the vessel of hemangioma might 

be a reason of aggravation after BTX-A treatment in our 

case.  

Diagnostic images is also important in early detection of 

intramuscular hemangioma. Ultrasonography, conventional 

CT, magnetic resonance imaging (MRI), even panoramic ra-

diograph could be useful diagnostic aids in intramuscular 

hemangioma of masseter. Ultrasonography showed non-ho-

mogenous echo which indicated cystic structure in masse-

ter.18) Conventional CT with contrast medium could visual-

ize abnormal mass, even phlebolith.19) MRI is considered the 

most powerful diagnostic image and it is highly suspicious 

if the mass showed high signal in T2-weighted image and 

non-homogenous appearance.14) Although the incidence of 

calcification is range 15% to 25% of hemangiomas,20) it has 

diagnostic value in case of progressed hemangioma. After 

re-interpretation of our panoramic radiograph, we also 

could detect the calcified mass on left masseteric area. 

Because spontaneous regression of intramuscular hem-

angioma is not usual, complete surgical excision is recom-

mended. Although intramuscular hemangioma in masseter 

is rare, and difficult to diagnose due to frequent absence of 

typical signs of hemangioma such as pulsation and noise, 

clinicians should remember the possibility of intramuscular 

hemangioma. Careful physical exam, history taking and di-

agnostic image can help the clinicians to increase the diag-

nosis accuracy. 

Fig. 3. Surgical removal of the mass.
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