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2. Infantile hemangioma
Infantile hemangioma (IH), previously referred to as
strawberry or capillary hemangioma, is the most com-
mon benign vascular tumour of infancy. These tumours
consist of endothelial cells that rapidly proliferate dur-
ing the first few months of life and are characterized
by slow involution, which can take years to complete.!
They are thought to occur in as many as 10% of chil-
dren, but this estimate is likely higher in theory than in
practice.? Infantile hemangiomas are seen in children
of all races, although less often in those of African or
Asian descent. Female infants are 3 to 5 times more
likely to be affected.®> The prevalence of IH increases
with both decreasing gestational age and lower birth
weights.* Most cases occur sporadically, although some
are presumed to be inherited in an autosomal domi-
nant fashion.®

Most IHs appear in the first few weeks of life; how-
ever, one-third of infants exhibit a premonitory mark
at birth.> Once they appear, IHs undergo rapid progres-
sive enlargement for 8 to 18 months (the proliferative
phase), followed by spontaneous regression (the involu-
tion phase).c Most IHs reach their maximum size by the
time the infant is 9 to 12 months of age. They are clas-
sified as superficial, deep, or combined. Superficial IHs
appear red, raised, and lobulated. Deep IHs have normal
overlying skin and appear as raised, soft masses, often
with a bluish cast.*

Diagnosis

Patient history and physical examination yield accurate
diagnoses in 90% of infants.® It is important to differen-
tiate between IHs and other vascular anomalies, such
as vascular malformations, because of differences in
treatment, associated symptoms, and outcomes. The
history of the lesion is of great importance—IHs might
not be present at birth and grow disproportionately
and rapidly in a short period of time, while vascular
malformations are present at birth and grow in pro-
portion to the child. Ultrasonography or magnetic res-
onance imaging can be used to diagnose a difficult
lesion. Biopsy should only be considered when his-
tory, physical examination, and imaging studies fail to
clearly define the pathology.*

It is also important to differentiate IHs from other
tumours that might carry malignant potential or be
harbingers of systemic disease. Unlike IHs, port-wine
stains are flat, dark, and do not blanch with pressure.”
Rhabdomyosarcoma can present as a soft-tissue mass,
but proptosis, eyelid edema, and extraocular motility
impairment are the characteristic features.® Cutaneous
lymphangioma is a rare vascular hamartoma of lym-
phatic channels, which presents as multiple cys-
tic lesions of different sizes that are pink or dark red

in colour.” Plexiform neurofibroma occurs in patients
with neurofibromatosis type 1; its lesion produces an
S-shaped curvature to the upper eyelid and, on palpa-
tion, has been classically described as feeling “like a bag
of worms."

Progression

Most IHs spontaneously involute by the time the infant
is 12 to 18 months of age. Superficial hemangiomas
often change colour from bright red to dull red to gray,
indicating involution of the lesion. The process usually
begins centrally and spreads peripherally. Deep lesions
become less blue and less warm.* Complete involu-
tion of IHs occurs at a rate of 10% per year per affected
population, such that lesions in 50% of affected children
will undergo spontaneous involution by age 5, and 90%
by age 9.4 Up to 50% of patients might be left with mild
residual changes after full involution, including telan-
giectasia, atrophic wrinkling, yellowish discolouration,
redundant skin, fibrofatty infiltration, or postulceration
scarring.

Complications

The most common complication of IHs is ulceration,
which occurs in 15% of cases. Large lesions, rapid pro-
liferation, and facial or perineal location are all risk
factors for ulceration.!® Airway involvement, although
rare, might require surgery or medical treatment.
Hemangiomas distributed in the preauricular cheeks,
chin, lower lip, and anterior neck are more likely to
be associated with airway lesions.!! Periorbital IHs
can obstruct the visual axis, induce astigmatism, and
increase intraocular pressure, resulting in amblyopia
and permanent visual damage if left unaddressed. These
lesions require early and active treatment.'? Multiple
hemangiomas (>5) warrant further imaging investiga-
tions, as lesions might also be present internally. Most
of these internal lesions are found on the liver but can
also develop in the lungs, brain, and intestines.’
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Treatment

Most hemangiomas are asymptomatic and can be
managed with close observation. Reassuring and edu-
cating parents is of utmost importance. Treatment is
required for IHs that cause facial disfigurement, airway
obstruction, high-output cardiac failure, bleeding, or
lesion ulceration.® Periorbital lesions require refer-
ral to a pediatric ophthalmologist. Although some
management strategies are controversial, the mainstay
treatment is short-term oral corticosteroids (eg, 2 to
3 mg/kg prednisolone daily).!*!* Intralesional cortico-
steroid injections are successful for orbital IHs but have
not been well studied in other sites. Both vincristine
and interferon alfa are considered second-line treat-
ments for lesions that fail to respond to corticosteroid
therapy. Laser treatment is not effective for proliferat-
ing hemangiomas—it is better suited for treating ulcer-
ation and residual telangiectasia.! L3
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