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Abstract  Case Report 
 

Vascular anomalies are broadly classified as either vascular tumours or vascular malformations. Haemangiomas come 

under vascular tumours and are the fourth most common tumor of the hand and consist primarily of proliferating blood 

vessels within the soft tissue. The common symptoms include progressive enlargement of the lesion and throbbing 

pain. Haemangiomas are readily compressible, poorly defined, bluish, subcutaneous masses that distended when the 

venous return was obstructed and contracted when the extremity was elevated. Plain radiographs will show a soft 

tissue mass and the typical calcification of phleboliths may be seen. The treatment of haemangiomas is surgical 

excision with the ligation of the tributory vessels to decrease the chances of recurrence. Here, we report a case of a 

haemangioma of the hand which was surgically excised. 

Key words: Vascular anomaly, Blood vessel, Benign, Endothelium, Complications. 
Copyright © 2021 The Author(s): This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International 

License (CC BY-NC 4.0) which permits unrestricted use, distribution, and reproduction in any medium for non-commercial use provided the original 

author and source are credited. 

INTRODUCTION 
Haemangiomas are benign neoplasm of 

endothelial cells and arethe most common childhood 

tumour occurring in about 12% of babies, especially in 

Caucasian females [1, 2]. They are usually absent at 

birth (60%) and have a characteristic twostep process of 

growth and regression [2, 3]. Haemangiomas can have 

superficial, deep or mixed components and during the 

proliferative phase, they appear as high flow lesions [1]. 

The clinical picture depends on the depth of lesion and 

degree of dermal involvement [2, 4]. Strawberry lesions 

occur when the lesions involve the skin, whereas deep 

lesions usually have a bluish appearance [5]. The 

diagnosis is usually clinical but contrast MRI helps in 

differentiating from other low flow lesions and gives 

information regarding the extent of the lesion [6, 7]. 

The treatment is usually conservative but when 

complications arise, we treat with high dose steroids, 

alpha interferon or chemotherapeutic agents, all which 

have side-effects. When the lesion ulcerates or bleeds, 

surgery is required. 

 

CASE REPORT 
An 8 year old boy presented to our department 

along with his mother complaining of a swelling in the 

left hand for 4 years. He was apparently normal 4years 

ago when the mother saw a small swelling in the left 

palm. It was spontaneous in onset and gradually 

progressed to the present size. There was no history of 

pain, bleeding or ulceration of the swelling. There were 

no other co-morbid illnesses. On examination, a diffuse 

swelling of size 4 x 2 x 2cm was found on the left distal 

palm in the 4
th

 web space. The surface was smooth with 

no dilated veins or ulcers. The swelling was not warm 

or tender with ill-defined margins and was compressible 

(Fig. 1). A clinical diagnosis of a vascular anomaly was 

made probably a haemangioma. The diagnosis was 

confirmed by MRI which showed the swelling as a 

Plastic & Reconstructive Surgery 



 

 
Surya Rao Rao Venkata Mahipathy et al., SAS J Surg, Nov, 2021; 7(11): 670-673 

© 2021 SAS Journal of Surgery | Published by SAS Publishers, India                        671 

 

 

well-circumscribed lesion enhancing with gadolinium 

with a hypointense T1 signal and hyperintense T2 

signal with some heterogeneity. We planned for 

surgical excision of the lesion. Under general 

anaesthesia, tourniquet control and loupe magnification, 

we explored through a web space incision at the summit 

of the swelling. The lesion was carefully dissected out 

and sent for histopathology. Tourniquet was released 

and haemostasis was secured. The incision was closed 

in layers and a compression dressing was applied. Post-

operative was uneventful and the sutures were removed 

on the 10
th

 post-operative day. 

 

 
Fig-1: Clinical photograph showing the lesion in the left distal palm 

 

 
Fig-2: MRI pictures showing low T1 and high T2 signals with gadolinium contrast 

 

 
Fig-3: Picture after excision of swelling 

 

 
Fig- 4: Late post-operative photograph 

 

DISCUSSION 
Vascular tumours are common in children and 

account for approximately 65% of childhood tumours 

of which 7 – 10% are haemangiomas [8, 

9]. Hemangiomas affect the upper extremity in 15% of 

cases [10].
 

Haemangiomas are benign and have a 
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characteristic phase of rapid growth followed by a static 

period and then a slow involution. Haemangiomas do 

not recur. The growth phase of a haemangioma is a 

endothelial proliferation and is accelerated out of 

proportion to the growth of the child lasting until about 

one year of age. The static phase is actually still a 

growth phase for haemangiomas but this growth in the 

mass now matches the growth of the child lasting for 

many years. The involution of the haemangioma is 

typically a slow process of softening, shrinkage, and 

colour change. Telangiectasias, fibrous masses, and 

inelastic skin commonly remain [11]. Approximately 

50% of haemangiomas involute by 5 years of age and 

70% by 7 years [12]. Congenital haemangiomas are less 

common and appear fully formed at birth. These 

haemangiomas typically involute rapidly and are 

called rapidly involuting congenital haemangiomas or 

they remain stable long term and are 

called noninvoluting congenital haemangiomas. 

Magnetic resonance imaging (MRI) findings can be 

helpful in cases in which the haemangioma does not 

follow a typical course. Ultimately, biopsy or excision 

can be diagnostic [12]. Another entity is the 

intramuscular haemangioma which is uncommon and 

being more prevalent in the lower extremity. They 

present in adolescence as a painful swelling, 

particularly during periods of strenuous exercise. 

Diagnostic imaging might prove to be particularly 

useful in the diagnosis of intramuscular haemangioma, 

especially if surgical intervention is planned [13, 

14].  Histologic evaluation of haemangiomas reveals 2 

distinct types, capillary and cavernous. Capillary type 

lesions are nonvascular, with a spongy appearance 

whereas the cavernous type has large vessels, with thin 

walls lined by flat endothelium. During the proliferating 

phase, the histologic appearance demonstrates rapid 

turnover of the endothelium with enlarging vessel 

diameter. There are large endothelial cells lining the 

capillary lumens. As the haemangioma matures and 

enters the static growth phase, there is flattening of the 

endothelial cells. During the involution phase, there is 

considerable mast cell infiltration and progressive 

fibrosis of the mass [12, 15]. The etiology of 

haemangiomas is unknown. An association has been 

found between haemangioma development and the 

pattern of Notch gene expression in haemangioma cells. 

Notch signaling has a role in the stabilization of arterial 

endothelial fate and angiogenesis [16]. Abnormal 

production of vascular endothelial growth factor might 

also lead to haemangioma formation [12]. There is a 

female predominance of haemangiomas between 3:1 

and 5:1, and increased estrogen levels have been 

documented in children with haemangiomas, suggesting 

a hormonal influence [17]. Unlike vascular 

malformations and other vascular tumors, 

haemangiomas uniquely express GLUT-1, an 

erythrocyte-type glucose transporter protein [18].
 

Magnetic resonance imaging is a common imaging 

modality done in patients with haemangiomas. On MRI, 

haemangiomas appear as well-circumscribed lesions 

that enhance with gadolinium. The T1 signal is 

typically low or isointense to muscle and the T2 signal 

is high, with some heterogeneity. The heterogeneity 

corresponds to the feeding and draining vessels that are 

higher flow areas [19]. Treatment of haemangiomas is 

generally observation as most haemangiomas will 

spontaneously involute. Some symptomatic or 

persistent lesions require additional management. 

Treatment options include intralesional or systemic 

steroids, lasers, chemotherapeutic and sclerosing agents. 

Oral steroids might have success in halting lesion 

growth, although the systemic effects must be 

considered. Pulsed dye lasers have also been used 

particularly in ulcerated haemangiomas, resulting in 

decreased pain and reduced healing time [20, 

21]. Sclerosing agents and bleomycin have been used 

with equivocal results [12, 22]. Intralesional bleomycin 

injections have shown success in treating infantile 

haemangiomas, but it requires multiple sittings and it 

causes local pigmentation changes, scarring and 

pulmonary fibrosis [23]. Additional treatment might be 

required when the haemangioma is refractory to first-

line measures, has a mass effect that is harming 

adjacent structures, or is causing haematological or 

hemodynamic instability. Ulceration occurs in 

approximately 30% of haemangiomas, typically during 

the proliferative phase, and most often, local measures 

are sufficient to control the lesion. In refractory cases, 

lasers have demonstrated good success [12, 24]. Tang et 

al. in his retrospective review of 89 patients of a variety 

of vascular tumours over 25 years, showed a marked 

decrease in recurrence following removal with clean 

surgical margins [25].
 

Intralesional or marginal 

resection resulted in a 19% recurrence rate. Larger 

tumour size was the primary determinant for recurrence. 

Overall, 83% of the patients reported excellent function 

with no impairment, and only 2% reported poor 

function [25]. 

 

CONCLUSION 
Haemangiomas are common in newborns and 

have a characteristic phase of rapid growth, then a static 

period, and followed by a slow involution. 

Haemangiomas do not recur. In contrast, vascular 

tumors present later and do not have spontaneous 

involution. The treatment depends on the size of the 

lesion and the predominant vessel type. Low-flow 

vascular malformations are more common than high-

flow lesions. Imaging, especially MRI can help 

distinguish the type and extent of the lesion. Treatment 

options include conservative management and/or 

surgical excision. Recurrence is common following 

incomplete resection. 
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