


Case Report             
Infantile hemangioma in the Beard distribution : A case report from the Albert Royer Children's University Hospital Center

Abstract
Infantile hemangiomas (IH) are benign vascular tumors characterized by endothelial cell proliferation. Most IH are small and regress spontaneously without requiring treatment. However, depending on their size or location, some IH can cause significant complications, particularly segmental cervicofacial IH, hepatic IH, and subglottic IH. Infants with segmental facial IH are at risk of developing PHACES syndrome (20–30% of cases). The diagnosis of PHACES syndrome is based on the presence of a segmental infantile hemangioma larger than 5 cm associated with one major criterion or two minor criteria (Table 1). Ulceration is the most common complication, affecting approximately 16% of patients. It can cause pain, bleeding, secondary infection, functional impairment, and unsightly scarring. The discovery of propranolol has revolutionized treatment over the last decade. Propranolol can be administered on an outpatient basis in most infants, with the most commonly used dosage being 1–2 mg/kg/day in divided doses. Other more selective beta-blockers such as atenolol may be considered. Laser therapy may also be used for residual hemangiomas with fibro-adipose tissue remnants. Surgery is indicated for disfiguring hemangiomas or those resistant to multiple treatments. We report the case of a 3‑month‑old infant admitted to the neonatal unit of the Albert Royer Children's Hospital for ulceration of the mandibular region extending to the peri‑auricular area, measuring 10 cm in length, with a fibrinous and necrotic base, bordered by an angiomatous plaque and associated with almost complete destruction of the lower lip and right earlobe. This ulceration was associated with sternal agenesis, suggesting PHACES syndrome. She was treated with propranolol at 2 mg/kg/day for 6 months. Complications such as ulceration, secondary infection, and disfigurement were noted. This clinical case highlights the importance of early diagnosis of IH to avoid complications. Spontaneous regression is possible, but for high‑risk forms, oral propranolol remains the first‑line treatment.

Introduction 
Infantile hemangiomas (IH) are the most common benign tumors in infants, with a prevalence of 5–10% (1). Segmental IH accounts for approximately 13% of cases (2,3). Most are small, resolve spontaneously, and do not require treatment. Nevertheless, some are considered high‑risk and require specific management (hemangiomas larger than 5 cm regardless of location, or larger than 2 cm on the face or scalp)(4). Infants with segmental facial IH are at risk of developing PHACES syndrome (20–30% of cases), hence the need for systematic screening (cerebral vascular anomalies, posterior fossa malformations, coarctation of the aorta or other cardiac defects, sternal malformations, ocular involvement)(3). The diagnosis of PHACES syndrome is based on the presence of a segmental infantile hemangioma larger than 5 cm associated with one major criterion or two minor criteria (Table 1) (5). The lower cervicofacial location, or “beard distribution,” is particularly dangerous because it is associated with an increased risk of subglottic hemangioma, which must be detected and treated early as it can cause acute, life‑threatening respiratory distress  (4). Ulceration is the most common complication of IH and can lead to significant morbidity, including pain, bleeding, secondary infection, functional impairment, and scarring (3).  
Through this observation, we report the case of a 3‑month‑old infant who presented late for consultation with a large infantile hemangioma at the stage of ulceration, necrosis, superinfection, and malnutrition. This case emphasizes the importance of early screening and timely management of IH to optimize outcomes and prevent severe complications.

Case Présentation  
We report the case of a 3‑month‑old female infant hospitalized in the neonatal unit of the Albert Royer Children's Hospital for cervicofacial ulceration. She was born to second‑degree consanguineous parents and is the youngest of two siblings. The 22‑year‑old mother reported no relevant family history.
The first clinical manifestations appeared at 2 weeks of age, beginning with confluent erythematous plaques that gradually spread (Figure 1).
Clinical findings included:
· A large ulceration of the mandibular region extending to the peri‑auricular area, measuring 10 cm in length, with a fibrinous and necrotic base, and almost complete destruction of the lower lip and right earlobe (Figure 2).
· sternal agenesis (Figure 3). 
· Signs of infection and malnutrition.
Vital signs and the remainder of the clinical examination (neurological, cardiovascular, pulmonary, ENT) were normal.
Laboratory tests revealed:
· Hyperleukocytosis (24,410/mm³, predominantly neutrophils).
· Thrombocytosis (1,055,000/mm³).
· Hypochromic microcytic anemia (Hb 7.9 g/dl).
· Elevated C‑reactive protein (96 mg/L).
· Normal fasting glucose, electrolytes, and renal function.
Swabbing of the ulcerations isolated Staphylococcus aureus, susceptible to vancomycin and resistant to amoxicillin‑clavulanic acid.
Additional investigations performed:
Nasofibroscopy to rule out subglottic hemangioma.
Ophthalmological examination to exclude ocular anomalies.
Cardiac and vascular Doppler ultrasound to assess for cardiovascular malformations.
Brain CT scan (in the absence of MRI) to evaluate posterior fossa anomalies.
Abdominal ultrasound to exclude visceral involvement.
All complementary examinations were normal.
 The diagnosis of PHACES syndrome was established based on the combination of a large segmental cervicofacial hemangioma and sternal agenesis.
Treatment administered:
Intravenous vancomycin (60 mg/kg/day for 7 days).
Enteral nutrition via nasogastric tube.
Daily local care with chlorhexidine.
Oral propranolol (2 mg/kg/day), initiated after 7 days of antibiotics and continued for 6 months.
The outcome was favorable after just 2 months of treatment, marked by complete healing of the ulceration (Figure 4) and good weight gain.

[bookmark: _GoBack]Outcome: 
The clinical course was favorable after two months of treatment, including one month of hospitalization followed by close outpatient monitoring—initially monthly, then every three months. This regimen resulted in complete healing of the ulceration (Figure 4) and satisfactory weight gain.
Discussion : 
Infantile hemangiomas affect approximately 5% of full‑term newborns and must be distinguished from congenital hemangiomas (CH), which resemble IH clinically but differ immunohistochemically (CH are GLUT1‑negative, whereas IH are GLUT1‑positive) (6). Risk factors for IH include placental abnormalities, prematurity, and low birth weight (2).
Segmental hemangiomas account for ~13% of IH. Cervicofacial hemangiomas are classified into four segments (S1–S4): S1 (frontotemporal), S2 (maxillary), S3 (mandibular), and S4 (frontonasal) (2,4). In our patient, the facial hemangioma extended over the mandibular region (segment S3), hence its name “beard hemangioma.”
Ulceration is the most common complication, affecting ~16% of patients (7). Ulcerated cervicofacial IH with necrosis should prompt consideration of other tropical ulcerations, particularly noma. In our patient, the early vascular signs (erythematous plaque at 2 weeks) and absence of immunodeficiency supported the diagnosis of IH. Ulceration can lead to secondary infection, pain, bleeding, and cosmetic sequelae (8). 
PHACES syndrome is defined by the presence of a segmental IH >5 cm associated with one major criterion or two minor criteria (Table 1) (5). In our patient, the diagnosis was based on the combination of a large cervicofacial hemangioma and sternal agenesis. Beard hemangiomas are associated with subglottic hemangiomas in ~30% of cases, highlighting the importance of early ENT evaluation with nasofibroscopy, as performed in our patient, which was normal(4).
A complete assessment, including cardiac ultrasound, brain imaging, abdominal Doppler ultrasound, and ophthalmological examination, was conducted in accordance with recommendations to rule out other organ involvement present in PHACES syndrome.
Most IH can be managed conservatively. However, for high‑risk cases, propranolol has revolutionized treatment. It is administered orally, usually 2–3 mg/kg/day in divided doses, with close monitoring for hypoglycemia, bradycardia, and hypotension. More selective beta‑blockers such as atenolol show promise. For persistent lesions, corticosteroids or sirolimus may be considered (9). Other options include imiquimod or laser therapy for small, superficial IH. Surgery is reserved for disfiguring or treatment‑resistant lesions (6,10,11).
The favorable outcome observed after two months of propranolol therapy is consistent with the American Academy of Pediatrics (AAP) guideline, which recommends close monitoring and treatment for at least six months in high‑risk cases. In our patient, the diagnosis was made at the stage of complication (ulceration and necrosis), after which she was placed under regular surveillance with weekly visits during the initiation phase and monthly follow‑up thereafter. This monitoring allowed appropriate dose adjustments and ensured a favorable evolution without further complications (4). 


Conclusion: 
This clinical case highlights the importance of early diagnosis and a multidisciplinary approach in the management of high‑risk infantile hemangiomas. While spontaneous involution is possible for small lesions that only require monitoring, large hemangiomas or those located in critical areas such as the face, subglottic region, or liver can lead to severe complications and functional sequelae.
The discovery of propranolol has revolutionized treatment, offering rapid and effective regression of lesions. In our patient, therapy initiated after the onset of complications led to complete healing within two months, in line with international recommendations that advocate treatment for at least six months with regular follow‑up.
Other therapeutic options, including selective beta‑blockers such as atenolol, corticosteroids, sirolimus, laser therapy, or surgery, may be considered depending on the clinical context. Nevertheless, propranolol remains the first‑line treatment for high‑risk infantile hemangiomas, with an overall favorable prognosis when diagnosis and management are timely.
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Table 1 : Diagnostic criteria for phaces syndrome 
	Major criteria
	Minor criteria

	Arterial: anomalies of major cerebral or cervical, stenosis, occlusion, dysplasia. hypoplasia, persistent carotid-vertebrobasilar anastomosis
	Arterial: aneurysm of cerebral arteries arteries

	Structural brain: posterior fossa anomalies:
Dandy-Walker complex, unilateral or bilateral cerebral dysplasia or hypoplasia
	Structural brain: midline anomaly, malformation of cortical development, neuronal migration disorder

	Cardiovascular: aortic arch anomalies.
aneurysm, an aberrant origin of the subclavian artery
	Cardiovascular: ventricular septal defect, right aortic arch

	Ocular: posterior segment anomaly, retinal vascular anomalies
	Ocular: anterior segment anomalies, cataracts, sclerocornea, microphthalmia

	Ventral or midline: sternal defect, sternal cleft
	Ventral or midline: hypopituitarism, ectopic thyroid, midline sternal papule
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Figure 1 : Annular erythematous plaque                    Figure 2 : Ulceration with necrosis
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Figure 3 : Sternal agenesis                                      Figure 4: progress after 2 months of treatment
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