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Abstract
A 38-year-old woman presented with sudden-onset painful lid swelling, proptosis and external
ophthalmoplegia on the right side for 20 days, associated with loss of vision for nine days. On contrast-
enhanced computed tomography (CECT), a retrobulbar mass was noted involving intraconal and extraconal
spaces, extending up to the orbital foramina with enhancement and thickening of meninges. CT
arteriography further revealed multiple feeding vessels from the maxillary artery. Embolization of feeding
vessels followed by right orbital exenteration with primary reconstruction using forehead flap was done.
This is an unusual case of orbital cavernous hemangioma (OCH) which emphasizes the importance of CT
arteriography in specific cases of OCH, where routine neuroimaging may be inconclusive.
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Introduction
Orbital cavernous hemangiomas (OCHs) are one of the most common unilateral intraconal benign orbital
vascular tumours [1-3]. They are slow-growing painless tumours occurring in middle-aged adults with
relative sparing of vision and ocular motility [1-3]. The axial proptosis is the most common presentation of
OCH. Less common symptoms of orbital pain, headache, eyelid swelling, diplopia and gaze-induced
amaurosis can occur [1-3]. Bone destruction, compressive optic neuropathy and hemodynamic disturbances
in surrounding soft tissues may develop due to mass effect. Observation may be reasonable if the lesion is
small, asymptomatic and if no malignancy is suspected [4]. But as the natural history of cavernous
hemangioma is to enlarge, excision as soon as the diagnosis is established is advisable [2]. The aim of the
surgery is the total removal of the lesion but sparing the vital structures as much as possible. En bloc
excision is preferable to avoid intraoperative bleeding and the risk of recurrence [2-4].

We report an unusual acute presentation of an orbital cavernous hemangioma involving both intraconal and
extraconal spaces in a young woman, who presented with complete loss of vision. The diagnostic dilemma
with conventional imaging, CT arteriography-guided management and the outcome are highlighted in this
report.

Case Presentation
A 38-year-old woman presented with sudden-onset painful lid swelling, outward protrusion of the eyeball,
inability to move the right eye and right-sided nonradiating frontal headache for 20 days, associated with
loss of vision for nine days. There was no history of trauma. On examination, the right eye had no light
perception and the visual acuity in the left eye was 20/20. There was marked proptosis, total
ophthalmoplegia, conjunctival chemosis, corneal melting and scarring in the right eye obscuring the details
of the anterior and posterior segments (Figure 1).
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FIGURE 1: Clinical photograph of the patient showing lid swelling,
outward protrusion of the eyeball, conjunctival chemosis and corneal
melting at the time of presentation.

On examination, the left eye was unremarkable. General and systemic examination findings were normal.

On orbital ultrasonography, an ill-defined, retrobulbar, lobulated heterogeneous mass was seen. Contrast-
enhanced computed tomography (CECT) orbits and paranasal sinuses revealed a retrobulbar mass of size
3.5×2.8×2.7 cm with a dense calcific focus, extending to intraconal and extraconal spaces, closely abutting
medial wall, and the frontal sinus, infiltrating into the optic nerve laterally and reaching up to the orbital
foramina posteriorly (Figure 2, red arrows).

FIGURE 2: CECT of orbits and paranasal sinuses showing a retrobulbar
mass with a dense calcific focus, extending to intraconal and extraconal
spaces (red arrows).
CECT: Contrast-enhanced computed tomography.

Contrast-enhanced magnetic resonance imaging (CE-MRI) orbit and paranasal sinus confirmed the presence
of an ill-defined mass involving both intraconal and extraconal spaces. There was a ballooning of the lamina
papyracea giving appearance of apparent involvement of ethmoid sinus, but the frontal sinus appeared
grossly normal. MRI brain was within normal limits without any evidence of intracranial extension of the
mass (Figure 3A-3D, yellow arrows).
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FIGURE 3: Contrast-enhanced magnetic resonance imaging of brain and
orbit.
(A) T1-weighted image. (B) T2-weighted image. (C) Diffusion-weighted imaging/apparent diffusion coefficient
image. (D) Flair image. (A-D) Showing an ill-defined mass involving both intraconal and extraconal spaces
without any evidence of intracranial extension (yellow arrows).

A provisional diagnosis of right orbital pseudotumour was made, but the patient did not respond to high-
dose oral steroids even after 48 hours. On nasal endoscopy, all sinuses were clear. An endonasal biopsy was
attempted after removing lamina papyracea, but it was abandoned per-operatively due to profuse bleeding,
leading to hemodynamic instability. After hemodynamic stabilization, CT arteriography with digital
subtraction was done which revealed multiple feeding vessels to the mass from the maxillary artery (Figure
4A-4B, yellow arrows).
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FIGURE 4: Digital subtraction angiography.
(A, B) Showing feeding vessels from the maxillary artery (yellow arrows).

Hence right orbital exenteration was planned after embolizing the feeding vessels. For right orbital
exenteration, incision was made along the inferior orbital rim inferiorly and below the eyebrow superiorly. A
360 degree soft-tissue dissection was carried out till periosteum was visible. Then a 360 degree periosteal
incision was made 5mm from the orbital rim; periosteum was elevated and lifted from the orbit. Orbital
exenteration was completed, and hemostasis was achieved within 24 hours of the embolization (Figure 5A).
Primary reconstruction was completed with a horizontal base axial forehead flap based on frontal branch of
superficial temporal artery; eyebrow pexy was done by taking tucking sutures to the underlying tissue to
prevent sagging (Figure 5B). Division and insetting of flap were done after three weeks.

FIGURE 5: Images of orbital exenteration and primary reconstruction.
(A) Exenterated socket after achieving hemostasis. (B) Orbital cavity closed with the forehead skin flap
(primary closure) after the orbital exenteration. 

On histopathological examination of the excised mass (Figure 6A), large dilated vascular channels lined by
flattened endothelial cells with an intervening fibrous interstitium were seen, suggestive of OCH (Figure
6B-6C, red arrows). The histopathological findings were confirmed by two different pathologists.
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FIGURE 6: Histopathological examination of the excised mass.
(A) Photomacrograph showing excised mass. (B-C) Hematoxylin and eosin staining (100× and
400× magnification) revealing large dilated vascular channels lined by flattened endothelial cells (red arrows)
with an intervening fibrous interstitium suggestive of cavernous hemangioma.

The patient was asymptomatic after two years with good cosmesis (Figure 7).

FIGURE 7: Clinical photograph of the same patient after two years of
follow-up.

Discussion
OCH is a venous malformation due to the proliferation of capillaries, the mechanism of growth being
uncertain [4-6]. Histopathological examination reveals large, endothelium lined, blood-filled spaces
surrounded by abundant, loosely distributed smooth muscle cells and fibrous elements [3]. Only a few cases
of acute presentation have been reported in the literature due to spontaneous bleeding into the OCH [7-9].

On the basis of the hemodynamic concept, vascular malformations of the orbit have been classified into
three types: type 1 (no flow) lesions having little connection to the vascular system, type 2 (venous flow)
lesions with direct communication with the venous system and type 3 (arterial flow) lesions comprise
arteriovenous malformations with direct anti-grade high flow through the lesion on the venous side [10].
OCH has been classified as type 3 low-flow arteriovenous malformation [10], and small feeding arteries and
delayed contrast pooling have occasionally been reported using conventional prolonged digital subtraction
angiography [4,11-12]. Thus, CT arteriography with digital subtraction may be of help in few selected cases.
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CECT of orbit usually reveals a well-demarcated, relatively homogenous, encapsulated oval mass, which is
typically located in the intraconal space or the lateral part of the middle third of the orbit [2,4]. MRI provides
superior image resolution and better localization [2]. Normal and pathological intraorbital fine vascular
anatomy is appropriately revealed by CT arteriography, which is not revealed by intravenously injected
contrast material [4,11-12]. Therefore, it is useful for more appropriate preoperative embolization if
required.

CT arteriography leads to the exact localization of tumour mass and its relationship to fine arteries and
veins, extraocular muscles and the optic nerve. Thus, it is a guide for the safe manipulation of important
structures during surgery [13].

In our patient, neither CECT nor CEMRI detected the possibility of the vascular tumour and was suggestive
of the provisional diagnosis of orbital pseudotumour, which leads to unexpected bleeding during the
diagnostic endoscopic biopsy.

As the natural history of cavernous hemangioma is to enlarge with time, most authors advise excision as
soon as the diagnosis is established [2]. The aim of the surgery is total removal of the lesion, sparing the
neurovascular structures as much as possible. The surgical options are direct orbitotomy, transnasal
endoscopic removal, transcranial approach or orbital exenteration according to the location of the tumour
[2,4,14-15]. En bloc excision is preferable to avoid intraoperative bleeding and the risk of residue and
recurrence [2,4,15-16].

Conclusions
OCH can present with sudden-onset proptosis, ophthalmoplegia, conjunctival chemosis, corneal melting
and loss of vision. CECT and CEMRI may not detect the possibility of a vascular tumour or OCH in all cases.
CT arteriography and embolization before surgical excision may be of great help in few suspected cases
because of the high risk of per-operative bleeding. A multidisciplinary team approach may achieve
favourable structural and visual outcomes, although vision may not be salvaged in advanced cases.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. NA issued approval NA.
NA. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
1. Saurabh Varshney, Department of ENT, All India Institute of Medical Sciences, Rishikesh. 2. Madhubari
Vathulya, Department of Burns and Plastic Surgery, All India Institute of Medical Sciences, Rishikesh. 3.
Pankaj Sharma, Department of Radiodiagnosis, All India Institute of Medical Sciences, Rishikesh. 4.
Prashant Durgapal, Department of Pathology, All India Institute of Medical Sciences, Rishikesh.

References
1. Costa e Silva I, Symon L: Cavernous hemangioma of the optic canal. Report of two cases . J Neurosurg. 1984,

60:838-41. 10.3171/jns.1984.60.4.0838
2. Missori P, Tarantino R, Delfini R, Lunardi P, Cantore G: Surgical management of orbital cavernous

angiomas: prognosis for visual function after removal. Neurosurgery. 1994, 35:34-8. 10.1227/00006123-
199407000-00005

3. Calandriello L, Grimaldi G, Petrone G, Rigante M, Petroni S, Riso M, Savino G: Cavernous venous
malformation (cavernous hemangioma) of the orbit: current concepts and a review of the literature. Surv
Ophthalmol. 2017, 62:393-403. 10.1016/j.survophthal.2017.01.004

4. Harris GJ, Jakobiec FA: Cavernous hemangioma of the orbit . J Neurosurg. 1979, 51:219-28.
10.3171/jns.1979.51.2.0219

5. Geyer O, Neudorfer M, Stolevitch C, Lazar M, Reider I, Friedman AH: Giant cavernous hemangioma of the
face. Arch Ophthalmol. 1994, 112:123. 10.1001/archopht.1994.01090130133030

6. Harris GJ: Orbital vascular malformations: a consensus statement on terminology and its clinical
implications. Orbital Society. Am J Ophthalmol. 1999, 127:453-5. 10.1016/s0002-9394(99)00048-3

7. Yamamoto J, Takahashi M, Nakano Y, et al.: Spontaneous hemorrhage from orbital cavernous hemangioma
resulting in sudden onset of ophthalmopathy in an adult: case report. Neurol Med Chir (Tokyo). 2012,
52:741-4. 10.2176/nmc.52.741

8. Arora V, Prat MC, Kazim M: Acute presentation of cavernous hemangioma of the orbit . Orbit. 2011, 30:195-
7. 10.3109/01676830.2011.579684

9. Zenobii M, Galzio RJ, Lucantoni D, Caffagni E, Magliani V: Spontaneous intraorbital hemorrhage caused by

2021 Singh et al. Cureus 13(8): e17508. DOI 10.7759/cureus.17508 6 of 7

https://dx.doi.org/10.3171/jns.1984.60.4.0838
https://dx.doi.org/10.3171/jns.1984.60.4.0838
https://dx.doi.org/10.1227/00006123-199407000-00005
https://dx.doi.org/10.1227/00006123-199407000-00005
https://dx.doi.org/10.1016/j.survophthal.2017.01.004
https://dx.doi.org/10.1016/j.survophthal.2017.01.004
https://dx.doi.org/10.3171/jns.1979.51.2.0219
https://dx.doi.org/10.3171/jns.1979.51.2.0219
https://dx.doi.org/10.1001/archopht.1994.01090130133030
https://dx.doi.org/10.1001/archopht.1994.01090130133030
https://dx.doi.org/10.1016/s0002-9394(99)00048-3
https://dx.doi.org/10.1016/s0002-9394(99)00048-3
https://dx.doi.org/10.2176/nmc.52.741
https://dx.doi.org/10.2176/nmc.52.741
https://dx.doi.org/10.3109/01676830.2011.579684
https://dx.doi.org/10.3109/01676830.2011.579684
http://pubmed.ncbi.nlm.nih.gov/6470801/


cavernous angioma of the orbit. J Neurosurg Sci. 1984, 28:37-40.
10. Rootman J: Vascular malformations of the orbit: hemodynamic concepts. Orbit. 2003, 22:103-20.

10.1076/orbi.22.2.103.14311
11. Ansari SA, Mafee MF: Orbital cavernous hemangioma: role of imaging . Neuroimaging Clin N Am. 2005,

15:137-58. 10.1016/j.nic.2005.02.009
12. Bilaniuk LT: Orbital vascular lesions. Role of imaging . Radiol Clin North Am. 1999, 37:169-83.
13. Hasegawa M, Fujisawa H, Hayashi Y, Yamashita J, Suzuki M, Matsui O: CT arteriography for orbital tumors:

diagnostic and surgical value. J Clin Neurosci. 2005, 12:548-52. 10.1016/j.jocn.2004.08.012
14. Herman P, Lot G, Silhouette B, Marianowski R, Portier F, Wassef M, Huy PT: Transnasal endoscopic removal

of an orbital cavernoma. Ann Otol Rhinol Laryngol. 1999, 108:147-50. 10.1177/000348949910800208
15. Oztürk O, Polat S, Inanli S, Cakalağaoğlu F: Giant orbital cavernous hemangioma: a case report . Otolaryngol

Head Neck Surg. 2005, 133:153-5. 10.1016/j.otohns.2004.09.124
16. Limawararut V, Davis G, Crompton J, Leibovitch I, Selva D: Recurrent multiple cavernous hemangiomas of

the orbit in association with systemic tumors. Am J Ophthalmol. 2006, 141:943-5. 10.1016/j.ajo.2005.11.035

2021 Singh et al. Cureus 13(8): e17508. DOI 10.7759/cureus.17508 7 of 7

https://dx.doi.org/10.1076/orbi.22.2.103.14311
https://dx.doi.org/10.1076/orbi.22.2.103.14311
https://dx.doi.org/10.1016/j.nic.2005.02.009
https://dx.doi.org/10.1016/j.nic.2005.02.009
http://www.sciencedirect.com/science/article/abs/pii/S0033838905700853
https://dx.doi.org/10.1016/j.jocn.2004.08.012
https://dx.doi.org/10.1016/j.jocn.2004.08.012
https://dx.doi.org/10.1177/000348949910800208
https://dx.doi.org/10.1177/000348949910800208
https://dx.doi.org/10.1016/j.otohns.2004.09.124
https://dx.doi.org/10.1016/j.otohns.2004.09.124
https://dx.doi.org/10.1016/j.ajo.2005.11.035
https://dx.doi.org/10.1016/j.ajo.2005.11.035

	An Unusual Presentation of Retrobulbar Cavernous Hemangioma in a Young Woman
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Clinical photograph of the patient showing lid swelling, outward protrusion of the eyeball, conjunctival chemosis and corneal melting at the time of presentation.
	FIGURE 2: CECT of orbits and paranasal sinuses showing a retrobulbar mass with a dense calcific focus, extending to intraconal and extraconal spaces (red arrows).
	FIGURE 3: Contrast-enhanced magnetic resonance imaging of brain and orbit.
	FIGURE 4: Digital subtraction angiography.
	FIGURE 5: Images of orbital exenteration and primary reconstruction.
	FIGURE 6: Histopathological examination of the excised mass.
	FIGURE 7: Clinical photograph of the same patient after two years of follow-up.

	Discussion
	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


