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Abstract
Intraoral foreign bodies are occasionally seen in scheduled or urgent X-ray
examinations. They could cause potential misdiagnosis of oral pathology.

A clinical case of intracranial haemangiopericytoma, which is an infrequent
malignant vascular tumour, is reported. The following-up shows a metastatic suspicious
mouth image in a surveillance computed tomography (nodular, radiopaque, air bubbles
surrounded). It turns to be a chewing-gum. A review of comestible intraoral foreign
bodies radiological appearance is also carried out, focused on the soft chewable ones.
Additional imaging and distressing situations could be avoided with patient
education and adherence to proper imaging protocols.
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Introduction

Intraoral Foreign Bodies (IOFB) are frequently seen in scheduled or urgent
x-ray examinations of the head and neck. They could cause potential misdiagnosis
of oral pathology. Extraction of any removable IOFB, including comestible or
chewable ones, should be routinely requested before the patient undergoes the
test.
Intracranial Haemangiopericytoma (HPC) is a rare malignant mesenchymal
tumour, representing 0.4% of all primary central nervous system malignancies.
HPC originates from abnormal pericytes of any capillary tissue. Clinically
and radiologically, it resembles the meningioma, so the definitive diagnosis is
histological, notably with staghorn vasculature and widespread reticulin as
key features. Current management is surgery with adjuvant radiotherapy. Local
recurrence rates are around 55%, the majority between 1-5 years after initial
treatment. Metastasis rates are about 20%, and mortality at ten years is 35%
[1]. The extracranial head and neck location of primary or recurrent disease is
also uncommon, at 16% of all HPC. Computed Tomography (CT) can show the
following not specific findings: radiopaque soft tissue masses, cystic changes or
calcifications in large and long evolution lesions [2].

Figure 1: Cranial MRI T2 sequence after third surgery: Post surgical changes without tumour persistence data. Bifrontal and biparietal craniotomy covered with methyl-methacrylate prosthesis. Partial resection of left sagittal sinus and a left parasagittal encephalomalacic cavity. Axial, parasagittal and coronal slices.

Current symptoms and sequelae included left central deafness and partial
seizures of the right hemibody, well controlled with high doses of levetiracetam.
The physical examination was seemingly normal, with intact mucosa and
unremarkable palpation of lymph nodes. On a surveillance CT five months after
the last surgery, which prompted the referral to us, a solid heterogeneous lesion
was found adjacent to the right mandibular ramus, ranging 310 Hounsfield Units
(HU) of maximum attenuation (Figure 2). Questioning revealed that the patient
was chewing gum during his CT. Repeat CT of the relevant area was normal
(Figure 3).

We present a clinical case in which a comestible IOFB was initially confused
with an oral metastasis. A review of comestible IOFB X-ray findings was also
carried out, focusing on the soft chewable ones.

Case report

32-year-old male HPC patient was referred to our department of oral and
maxillofacial surgery for management of an oral metastasis. Past history included
β-lactam allergy and childhood asthma. The initial oncologic diagnosis was a left
frontal HPC of 2cm, anaplastic grade III, which was previously managed with
three neurosurgeries, namely a Subtotal Resection (STR) limited by blood loss,
a wide local excision, and an excision of recurrence (Figure 1). The patient also
received 50Gy of radiotherapy.
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Figure 2: Mouth CT: Nodular, radiopaque, air bubbles surrounded, close to the right jaw
ramus lesion. Axial, parasagittal and coronal slices.
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Other chewable IOFBs imaging characteristics have been documented in
other locations too. Examples include calcifications in an abdominal x-ray and
CT, or increased fluorodeoxyglucose uptake of the masticatory muscles and
surrounding inflammatory reaction in positron emission tomography [6-10].

Conclusions

Figure 3: Mouth CT: Same slices of figure 2 without abnormalities.

Discussion

HPC patients need close oncologic surveillance. Upon finding an anomalous
shaped hyperdense image on surveillance CT, as in our case, dangerous diagnoses
such as a metastasis must be ruled out readily. This was especially important in
our patient, due to the presence of early recurrence risk factors, notably a ≥ 6 cm
sized primary lesion, non-skull base location, a first STR surgery, local recurrence,
and tumour grade (anaplastic) [1].

Despite protocols for CT image acquisition in the Radiology Department,
CT specific characteristics of different IOFB have been described [3, 4]. Soft
IOFB, specifically chewing gum, are more radiodense than soft tissue (100-400
HU of maximum attenuation value), depending on their composition, whether
it be gum base (elastomers, resins, fats, emulsifiers, waxes, anti-oxidants and
fillers), sweetener, aromatic, or flavouring agents [5]. Furthermore, radiodensity
is higher in vivo than in vitro samples generally. Also, IOFBs tend to show an oval
or amorphous shape with air loculi around. The most common locations are
mucosal recesses, and against the teeth, notably attached to the gingiva or hard
palate [3, 4]. Therefore, it is not uncommon to misinterpret IOFB with mucosal
masses or abscesses, especially the softer and smaller they are.
In spite of the background, tissue consistency, shape, compatible location
and radiopacity of our case, the acute finding, absence of clinical lesion, ranging
HU and non-infiltrative radiological characteristics made us suspect something
external could have disturbed the CT. Moreover, the heterogeneity and the airbubbles-surrounded peculiarity would be more compatible with an abscess than
a metastatic lesion.

Special attention must be taken in radiologic follow-up of malignancies, such
as our case. It is important to be cognizant of IOFBs in the differential diagnosis of
oral masses. Reducing their confounding presence on imaging should be feasible
with patient education and adherence to proper imaging protocols. Thereby,
additional x-ray examinations and distressing situations could be avoided.
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