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Case Series 
Angina bullosa hemorrhagica: A case series of a rare entity
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INTRODUCTION
Blood dyscrasia, systemic illnesses, and vesiculobullous 
disorders are the main causes of oral bullae. Angina bullosa 
hemorrhagica (ABH), a name originally proposed by Badham 
in 1967, is one uncommon cause of oral bullae.[1] This 
uncommon condition is marked by blood-filled subepithelial 
bullae in the oral or oropharyngeal mucosa in the absence of 
any systemic, hematological, or dermatological conditions.[2] 
In the field of dermatology, understanding ABH is essential 
to prevent misdiagnosis because the condition heals on its 
own without any medical intervention. We report three cases 
of ABH due to its rarity and spontaneous resolution.

CASE REPORT
Case 1
A 50-year-old female presented to our Dermatology and 
Venereology outpatient clinic with a chief complaint of 
multiple blood-filled lesions on the dorsum of the tongue 
and bilateral buccal mucosa and palate for the last 2  days. 
The lesions were asymptomatic, and there was no history 
of any similar episodes in the past or of recent drug intake. 
There were no other systemic complaints. On dermatological 
examination, there were multiple, discrete, tense, dark red-
colored hemorrhagic bullae ranging in size from 0.5  cm 
to 2  cm over the dorsum of the tongue, hard palate, and 
bilateral buccal mucosa [Figure 1a]. The patient was advised 
hematological investigations, including coagulation profile, 
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and the findings were within normal limits, and viral markers 
were also non-reactive. A provisional diagnosis of ABH was 
made. To rule out oral pemphigus, oral lichen planus, and 
fixed drug eruption, the patient was advised biopsy, but she 
was not willing for the same. The lesions healed within a few 
days without any scarring [Figure 1b].

Case 2
A 56-year-old female presented to our Dermatology and 
Venereology outpatient clinic with a chief complaint of 
sudden onset of a single, blood-filled lesion over the lateral 
margin of her tongue for 1  day. It was associated with a 
mild burning sensation. She mentioned that she had been 
having these kinds of lesions a few. times a year since her 
symptoms commenced 3  years prior. She correlated the 
onset with the intake of spicy food and hot beverages. It was 
not associated with any systemic illness. After each episode, 
the lesion healed spontaneously, so she did not seek any 
treatment. On dermatological examination, a single, well-
defined hemorrhagic bulla of size 2  cm was present over 
the left lateral aspect of the tongue [Figure 2]. All her blood 
investigations were within normal limits, and viral markers 
were non-reactive. The lesions healed spontaneously within 
3 days without any residual scarring.

Case 3
A 33-year-old female presented to our outpatient clinic with a 
single blood-filled lesion over the lateral aspect of the tongue 
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for the past 2  days. It was associated with mild pain. There 
was no associated comorbidity or drug history. There was no 
history of any hormonal irregularities or flare-up of lesions 
with the menstrual cycle. However, across the lesion area, 
there was a history of inadvertent tongue bite. She also recalled 
a similar episode occurring a few years ago, that resolved on 
its own without any treatment. On examination, a single 
hemorrhagic bulla was present over the left lateral aspect of the 
tongue [Figure 3a]. All her blood investigations were normal. 
The lesion healed spontaneously within 3–4 days [Figure 3b].

DISCUSSION
There is no well-accepted root cause for ABH. However, 
it is considered to occur after any physical trauma, which 
could include hot and spicy food consumption, coughing or 
sneezing, and dental procedures.[3] It is also associated with 
diabetes mellitus, hypertension, and steroid inhalation.[4] There 
was no history of long-term steroid inhaler use in any of our 
cases. A  subepithelial hemorrhagic bullae forms because of 
trauma-induced disruption of the epithelial-connective-tissue 
interface, which leads to superficial capillary bleeding.[5]

In two of our cases, where the patients mentioned links 
between ABH, hot and spicy food, and local trauma, we were 
able to pinpoint the trigger.
It presents as a red-purple-colored bulla over the hard/soft 
palate, tongue, or buccal mucosa. The blisters only last a few 
days before spontaneously rupturing to leave a superficial 
ulcer that heals without pain, discomfort, or scarring. As was 
observed in all our three cases, the blisters are short-lived, 
last only a few days and heal painlessly without leaving any 
scars. However, recurrent lesions are reported.[6]

Diagnosis of ABH is mainly clinical; Ordioni., in 2019, 
proposed the following diagnostic criteria for ABH:[7]

1. Hemorrhagic bulla or erosion with a history of bleeding 
in the oral mucosa

2. Exclusively oral or oropharyngeal localization
3. Palatal localization
4. A triggering event
5. Recurrent lesions
6. Favorable evolution without a scar within a few days

Figure  2: Single hemorrhagic bulla 
over the left lateral aspect of the 
tongue (Case 2).

Figure 3: (a) Single, tense hemorrhagic bulla over the left lateral aspect of 
the tongue. (b) The lesion healed on its own within a few days (Case 3).
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Figure 1: (a) Multiple hemorrhagic bullae over buccal mucosa and 
dorsum of tongue. (b) The lesions resolved spontaneously within a 
few days (Case 1).
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7. Painless lesion or a tingling or burning sensation.
8. Normal platelets count and coagulation test results
9. Negative DIF results.
Six criteria (including the first and second) should be met 
to diagnose ABH. Since each of our cases met more than 
six criteria, they were all considered to satisfy the diagnostic 
criteria. Histopathology may reveal subepithelial separation 
from the lamina propria with inflammatory infiltrate. To 
exclude other hematological disorders that mimic ABH, 
thorough blood analysis, including complete blood count 
and coagulation profile, is essential. In all our cases, the 
results of these tests were unremarkable.
We considered the following differential diagnoses: 
thrombocytopenia, oral lichen planus, fixed drug eruption, 
and pemphigus vulgaris. However, there were no skin lesions, 
no history of any drug intake, and no coagulation profile 
abnormalities, so these possibilities were ruled out.
No treatment is required for ABH, as it heals spontaneously. 
Patients were counseled to refrain from potential triggers 
and maintain good oral hygiene. Symptomatic treatment, 
including topical antiseptics and mouthwash, was advised.

CONCLUSION
ABH is a benign, self-limiting, and under-reported disease 
that should be kept in differential diagnoses of blood-filled 
lesions in the oral cavity, as it can prevent misdiagnosis and 
unnecessary treatment.
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