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Infantile tracheal hemangioma in a previously healthy infant
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 Abstract
Infantile hemangiomas are common benign vascular tumors often found in children. They usually manifest 
as lesions on the skin and mucosal surfaces, but they can also appear in other areas such as the airway and 
liver. Although these tumors are benign and typically resolve on their own, complications like ulcers and 
permanent disfigurement can sometimes arise. In more severe cases, they may affect vital organs and cause 
significant damage [1]. Hemangiomas in the airway, present at birth, usually become symptomatic between 
1 and 6 months of age due to rapid growth during this period. This can potentially obstruct the airway and 
pose a risk to the child’s health [2,3]. Tracheal hemangiomas in children are rarely reported in medical 
literature. Here, we describe a previously healthy 2-month-old infant who presented with respiratory 
distress and stridor, with no skin involvement and was diagnosed with tracheal hemangiomas through 
computed tomography, angiography, and bronchoscopy, receiving treatment according to AAP guidelines.
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Background

	 Infantile haemangiomas are common benign vascular tumors often seen in children. They typically 
appear as lesions on the skin and mucosal surfaces but can also occur in other areas, such as the airway 
and liver. While they are generally harmless and self-limiting, they can sometimes cause complications like 
ulcers and infections. In some instances, they may affect vital organs, potentially leading to severe and life-
threatening damage [1].

	 The natural development of haemangiomas includes an initial phase of rapid growth within the first 
18 months of life, followed by a spontaneous, gradual regression phase that can last until about 10 years 
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of age. This regression can be partial or complete and may be accompanied by scarring. Although present 
at birth, airway haemangiomas usually become symptomatic between 1 and 6 months of age due to their 
rapid growth during this period, increasing the risk of airway obstruction [2,3].

	 Haemangiomas are classified based on their depth (superficial, mixed, and deep) and their pattern 
of involvement (focal, multifocal, segmental, and indeterminate) [4]. In the present report, a 2 month old 
previously healthy infant presented with respiratory distress and stridor and was found to have Tracheal 
hemangioma and treated with medical and surgical treatment as per AAP guideline.

Case Presentation

	 A previously healthy 2-month-old Emirati male infant presented to our hospital’s emergency de-
partment with a 4-day history of dry, intermittent cough, mild nasal congestion, and increased work brea-
thing that became worse during crying and improved with sleep. Notably, there was no facial congestion, 
cyanosis, or apnea. The mother reported no fevers, recent antibiotic use, sick contacts, vomiting, changes in 
bowel or urinary habits, skin changes, haemangiomas, rashes, choking, or sweating with feeds.

	 The patient had initially been admitted to a private hospital on the first day of illness, diagnosed 
with a viral respiratory infection, and sent home with supportive care. He subsequently returned with 
worsening respiratory distress and was referred to our emergency department. The mother also noted a 
similar, mild episode two weeks prior, which had been managed supportively.

	 Regarding the birth history, the patient was born in a private facility via normal vaginal delivery, 
with a birth weight of 3 kg, and did not require NICU admission. There was no history of respiratory dis-
tress or stridor at birth, and feeding had been unremarkable. The family history was negative for any cuta-
neous, neurological, or hematological disorders, chronic lung disease, or asthma.

	 Upon arrival at the emergency department, the infant exhibited severe respiratory distress charac-
terized by nasal flaring, subcostal retractions, a respiratory rate of 60, and inspiratory stridor with grun-
ting. He was admitted to the PICU for further management and oxygen support. 

	 Physical examination revealed inspiratory stridor, no hemangiomas or skin manifestations, and nor-
mal primitive reflexes, and chest examination was notable for transmitted upper airway sounds without 
focal abnormalities. A chest X-ray was unremarkable.

	 During his hospital stay, an initial CT Angiography of the neck (Figure1), revealed tracheal vascular 
malformation with collapse/consolidation of both lungs, more pronounced on the left, and a mediastinal 
shift to the left. Subsequent laryngoscopy and bronchoscopy under general anesthesia, performed by an 
experienced ENT and pulmonologist using a pediatric flexible bronchoscope with an outer diameter of 2.7 
mm, identified a vascular lesion beginning at tracheal rings 5-6, obstructing 80% of the tracheal lumen, 
extending distally and terminating just above the carina. The main bronchi were intact, and excessive clear 
secretions were noted. The lesion was consistent with a hemangioma. The patient underwent laser evapo-
ration of the lesion and was kept intubated.
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	 Further workups, including a coagulation profile, sepsis evaluation, and echocardiogram to rule out 
associated cardiac anomalies, were unremarkable. The patient was started on oral prednisolone 5 mg BID 
for three days, along with propranolol 5 mg BID, as per AAP guidelines for tracheal hemangioma. His res-
piratory symptoms and vitals were closely monitored, showing an excellent response to both medications. 
On the third day of treatment, he was discharged on a reduced dose of prednisolone (2.5 mg BID) and conti-
nued on propranolol 5 mg BID. Follow-up with the ENT and Pulmonology teams indicated that the patient 
was doing well, and it was advised to continue propranolol 5 mg BID.

Discussion

	 Infantile hemangiomas are benign vascular tumors common in infancy, characterized by an initial 
phase of rapid growth followed by a slow involution phase that can last until the age of 10, sometimes resul-
ting in scarring. These tumors are classified by depth (superficial, mixed, deep) and pattern of involvement 
(focal, multifocal, segmental, indeterminate) and can manifest as skin or internal organ lesions [1,2,4].

	 A recent meta-analysis identified several significant risk factors for infantile hemangiomas, inclu-
ding prematurity, low birth weight, female gender, caucasian ethnicity, multiple pregnancies, progesterone 
therapy, family history, and maternal smoking. None of these factors applied to our patient [4-7].

	 Hypoxia and the Renin-Angiotensin System (RAS) are thought to contribute to the development 
of infantile haemangiomas, potentially working synergistically. While hypoxia has long been considered a 
primary cause, recent evidence suggests that RAS, particularly the vasoactive peptide Angiotensin II (ATII), 
plays a crucial role in regulating the hemogenic endothelium and driving the development of these tumors 
[4-7].

	 Most infantile haemangiomas do not require intervention unless they cause significant complica-
tions, such as affecting vital organs. In our case, a previously healthy patient presented with respiratory 
distress and sudden upper airway obstruction without any cutaneous manifestation. For which he was 
initially treated for croup and asthma without improvement, for which he underwent a laryngobronchos-
copy that revealed a tracheal hemangioma without any skin manifestations. The patient was treated both 
medically and surgically according to AAP guidelines and showed clinical improvement.

	 The patient was discharged home after stabilizing and maintaining oxygen saturation on room air 
without respiratory support. Follow-up with pediatric pulmonology and otolaryngology showed that he 
was doing well.

Conclusion

	 Infantile hemangiomas are among the most common benign vascular tumors in the pediatric po-
pulation, particularly during the first months of life. They typically present as lesions on the skin, mucosal 
surfaces, and internal organs. Patients may be asymptomatic or exhibit vague symptoms that can lead to 
misdiagnosis.
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	 Our case highlights the significant clinical challenge posed by these tumors, emphasizing the impor-
tance of early diagnosis and management to achieve favorable patient outcomes.
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