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CASE REPORT

Spontaneous bleeding of a hidden deep orbital 
hemangioma following routine retinopathy of prematurity 

screening examination
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Abstract
To report a rare case of spontaneous bleeding in a hidden orbital deep infantile hemangioma (IH) presenting with acute swelling and 
ptosis following retinopathy of prematurity (ROP) screening. A 2-month-old baby presented with progressive swelling in the left medial 
canthus and glabella immediately following a ROP screening. Ophthalmological evaluation revealed swelling in the superior nasal 
region of the left eye, causing ptosis, with an underlying superficial lesion on the forehead. Spontaneous hemorrhage was considered, 
prompting Pediatric Cardiology consultation. Ultrasound demonstrated a highly vascularized, hypoechoic lesion (3 × 1 cm) extending 
from the supraorbital region. The patient was diagnosed with orbital mixed IH, and oral propranolol therapy (1 mg/kg, twice daily) was 
initiated. ROP screening tools (speculums/indenters) may induce spontaneous bleeding in underlying orbital IH. Early identification 
of vision-threatening orbital hemangiomas and prompt pediatric cardiology consultation for systemic propranolol are critical for 
preventing amblyopia and optimal functional outcomes.
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Infantile hemangiomas (IHs), affecting approximately 
4.5% of infants, are the most common benign tumors of 

infancy.[1] IHs have a characteristic growth and spontaneous 
resolution pattern, appearing in early infancy, growing rapidly 
during the first few months, and then gradually regressing 
spontaneously. 80% of IHs achieve final size by 3 months of 
age.[2] Although spontaneous regression occurs in most IHs, 
10–15% require treatment due to complications including 
obstruction, ulceration, functional impairment, anatomic 
distortion, or cosmetic disfigurement.[1-3] IHs are categorized 
as superficial, deep, or mixed hemangiomas. Superficial IHs 
manifest as telangiectatic red macules, papules, nodules, or 

plaques in the upper dermis. Deep IHs extend to the adipose 
tissue, presenting as bluish tumors with indistinct borders. Due 
to their fragile neovascular architecture, orbital hemangiomas 
are susceptible to spontaneous rupture or minor trauma-
induced bleeding. This case report presents spontaneous 
bleeding of a hidden deep orbital IH following an uneventful 
retinopathy of prematurity (ROP) screening examination.

Case Report

A 2-month-old infant was presented to our Pediatric 
Ophthalmology department with complaints of progressive 
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swelling around the left eyelid after a routine ROP 
screening examination. The baby was born spontaneously 
at 33 weeks’ gestation, weighing 2,150 g; otherwise healthy, 
presenting only with a superficial capillary hemangioma 
on her forehead, superomedial to the left eyebrow, 
which required no treatment (Fig. 1a and b). First ROP 
screening at postmenstrual 38 weeks revealed peripheral 
avascular retina in zone 3 without ROP. The follow-up visit 
which was performed 3 weeks later, was uneventful and 
demonstrated a fully vascularized peripheral retina in 
both eyes without any sign of ROP. Later that day, the baby 
returned with progressive swelling extending from the left 
medial canthus and adjacent nasal area up to the superior 
orbital rim and glabella. The mother noted the swelling 
following the ROP screening and observed that the 
swelling was expanding toward the middle forehead. The 
parents denied any traumas such as scratching, rubbing, 
lying face down, or falling. Ophthalmological evaluation 

revealed a soft, irregular-shaped swelling in the superior 
nasal region of the left eye, extending superiorly to the 
left eyebrow and glabella. Superotemporal to the main 
lesion, a superficial hemangioma, 1 × 1 cm in diameter, was 
noted in the middle forehead on the upper nasal aspect 
of the left eyebrow. The nasal part of the left eyelid was 
ptotic; however, the pupillary axis was not obstructed 
(Fig. 2). Anterior and posterior segment examinations 
were normal in both eyes. Complete blood count and 
coagulation parameters were within normal limits. The 
swelling was presumed to be spontaneous hemorrhage 
from a possible orbital hemangioma considering the use 
of a pediatric eyelid speculum and scleral indentation 
during ROP screening. The patient was consulted with 
the pediatric cardiology department. Ultrasound imaging 
demonstrated a hypoechoic solid lesion, 3 × 1 cm in size, 
with indistinct borders, extending from the left frontal 
region to the left medial supraorbital region (Fig.3a). Color 
Doppler ultrasonography showed increased vascularity 
and a high-flow pattern of the lesion (Fig. 3b). The patient 
was diagnosed with orbital mixed IH, and oral propranolol 
therapy was administered twice daily, at a total dose of 2 
mg/kg/day. No cardiac or metabolic abnormalities were 
detected before, during, or after the treatment. The patient is 
continuing follow-up visits in our pediatric ophthalmology 
and pediatric cardiology departments. The patient’s 
examination at 6 months old revealed that the forehead IH 
persisted without mass appearance; notably, the pupillary 
axis remained unaffected (Fig. 4). Written informed consent 
was obtained from the patient’s parent for the publication 
of this case report and any accompanying images.

Discussion
This case report presents a 2-month-old female infant with a 
hidden deep orbital IH diagnosed by acute enlargement due 
to spontaneous intralesional hemorrhage following a routine 
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Fig. 1.	 Superficial hemangioma, located in the middle forehead, superomedial to the left eyebrow, (a: 
2-weeks-old, b: 6-weeks-old). *Courtesy of the mother of the baby.

Fig. 2.	 Swelling in the superior nasal region of the left eye, extending 
superiorly to the left eyebrow, superior orbital rim, and glabella. 
A superficial hemangioma in the middle forehead on the upper 
medial aspect of left eyebrow. Mechanical ptosis in the nasal 
part of left eyelid that did not obstruct the pupillary axis.
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uneventful ROP screening using a pediatric eyelid speculum 
and scleral indentation instrument. Prematurity (<37 weeks), 
low BW (<2500 g), female gender, advanced maternal age, 
positive family history of IH, history of multiple gestations, 
in vitro fertilization, and gestational complications such as 
preeclampsia and placental anomalies were reported as 
risk factors for IHs.[4] Accordingly, this patient was a female 
premature infant with a GA of 33 weeks and BW of 2150 g. 
Superficial IHs typically appear weeks after birth, whereas 
deep IHs emerge later and may persist for up to 2 years.[5] 
A superficial IH was noted in our patient as a red macule 
in the early weeks of life, and no treatment was required. 
However, acute, progressive swelling in the glabella and left 
periorbital region was noted immediately after the second 

ROP screening at 2 months. Although IHs usually involute 
spontaneously, our case required early intervention due 
to acute intralesional hemorrhage causing eyelid ptosis 
and visual axis obstruction. Systemic propranolol was 
started to prevent deprivation amblyopia and cosmetic 
disfigurement. IHs are fragile; minimal intervention may 
cause blood extravasation mimicking trauma. In our case, 
routine ROP screening using an eyelid speculum and scleral 
indentation probably induced spontaneous hemorrhage 
within the deep orbital IH. The Doppler-confirmed high-
flow pattern of the mass, besides the absence of trauma 
or coagulation disorder, distinguished it from traumatic or 
coagulation disorder-related bleeding. Orbital IHs rapidly 
cause functional deficits, including ptosis, astigmatism, and 
deprivation amblyopia; moreover, IHs >1 or those involving 
the medial orbit, ptosis, or eyelid margin alteration present a 
high risk for amblyopia.[6] Therefore, systemic therapy should 
not be delayed for vision-threatening hemangiomas.[7] Oral 
propranolol (2–3 mg/kg/day) is the established first-line 
treatment, which rapidly arrests proliferation and initiates 
involution via vasoconstriction, anti-angiogenesis, and 
apoptosis.[7,8] Ophthalmologists performing fundoscopic 
exams must closely monitor periorbital IHs, requiring careful 
manipulation of the speculum and scleral indentation. Any 
sudden swelling or enlargement in a pre-existing orbital IH, 
even after non-traumatic procedures, necessitates urgent 
treatment.

Conclusion
This case highlights rare but significant acute orbital IH 
expansion caused by spontaneous hemorrhage following 
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Fig. 3.	 Ultrasonography revealed hypoechoic solid lesion, 3 × 1 cm in size, with indistinct borders (a). 
Doppler ultrasonography showed an increased vascularity and high-flow pattern (b). *Left eye

Fig. 4.	 Superficial hemangioma, located middle forehead, superome-
dial to the left eyebrow, 6-months-old
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routine ROP screening. Ophthalmologists should be aware 
that ophthalmological examinations using an eyelid 
speculum (even the pediatric speculums) and scleral 
indentation instruments can induce bleeding in IHs, 
resulting in severe acute morbidity. Accurate diagnosis 
and timely systemic propranolol are critical for successfully 
managing periorbital IHs and reducing permanent 
complications.
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