Y. Ito et al. / Cancer Epidemiology 36 (2012) 128-132 131

Table 3
Effect of age and stage at diagnosis on trends in ‘cure’ fraction since 1975-80,
stomach cancer, Osaka (Japan).

Period of diagnosis Age Stage
Men 1975-1980 - -
1981-1985 -3% -3%
1986-1990 —4% 19%
1991-1995 —12% 39%
1996-2000 -13% 19%
Women 1975-1980 - -
1981-1985 -1% —22%
1986-1990 —5% -2%
1991-1995 —10% 13%
1996-2000 -13% 5%

and 55% less than 74 year-old women patients, respectively, were
predicted to be ‘cured’. ‘Cure fraction’ then decreased for older
groups of patients. Almost 90% and 35% of the patients diagnosed in
1996-2000 with a localised or regional tumour, respectively, were
predicted to be ‘cured’. Most of the improvement in ‘cure’ fraction for
localised tumours was observed in the early eighties while, for
regional tumours, ‘cure’ fraction rose steadily over the entire period.
Mean survival time for ‘uncured’ patients hardly changed for both
tumour stage categories (shorter than 18 or 12 months, respective-
ly). For distant tumours, ‘cure’ fraction remained lower than 3%
while the median survival time for the vast majority of ‘uncured’
patients was still shorter than six months.

The proportions of increase in ‘cure’ fraction explained
respectively by changes in age and tumour stage distributions
were estimated by a multivariable modelling approach (Table 3).
Results for median survival time for ‘uncured’ patients are not
presented since it barely moved, age had little impact for both
sexes, but, as stomach cancer population aged, improvement in
‘cure’ fraction was under-estimated by up to 13%. Stage adjustment
explained up to about 40% of the increased ‘cure’ fraction in men,
but little in women.

4. Discussion

To our knowledge, this is the first report of long-term trends in
‘cure’ from stomach cancer using population-based cancer registry
data in Japan. Furthermore, the use of multiple imputation
approach for handling missing data enabled us to investigate
the role of tumour stage on the ‘cure’ parameters trends. About 56%
of men and 50% of women diagnosed with stomach cancer in
1996-2000 were estimated ‘cured’ in Osaka Prefecture, Japan,
corresponding to a 22% overall absolute increase in ‘cure’ fraction
in two decades. On the other hand, the median survival time for
‘uncured’ patients hardly changed at around 8 months. This
dramatic increase in ‘cure’ fraction is quite remarkable considering
the ageing stomach cancer patients, their mean age at diagnosis
going from 60 years in 1975-80 to 65 years in 1996-2000, and the
lower survival among the elderly. After adjusting for age and
accounting for differences in background mortality by age, up to
13% of the increase in ‘cure’ fraction was hidden by this ageing.
Such improvement could however be the sole result of stage
shifting. Both widespread screening and dedicated early detection
increased the proportion of localised tumours from 27% to 47%,
with a similar inverse shift in the proportion of regional tumours
and an unchanged proportion of distant tumours (Table 1). As a
consequence, increasing proportion of so-called over-diagnosed
cases (i.e. cases whose cancer is unlikely to be clinically
symptomatic and lethal during their lifetime), as reported for
prostate and breast cancers [15,16], could explain the rise on ‘cure’
fraction. However, the participation rate to stomach cancer
screening has remained around 20% of the eligible population in
Japan or in Osaka during the study period [17,18]. Furthermore, the
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(non age-adjusted) ‘cure’ fraction moderately increased for
localised tumours. Intensification of any over-diagnosis phenom-
enon seems therefore unlikely.

Although role of early diagnosis is unquestionable, stage
distribution shifting however never explained more than 40% in
men and 13% in women of the overall increase in ‘cure’ fraction, i.e.
most of this increase remains unexplained. Improvement in the
management of the patients, with more accurate staging and then
more adequate treatment, may have played an important role.
Proportion of curative resection among patients rose from 60% in
the late 1970s to up to 80% in the late 1990s. Diagnostic procedures
also changed dramatically, use of endoscope increasing from 56%
to 90% through the study period. Most of the ‘cure’ fraction
improvement occurred during the eighties, in particular among the
women. Although D2 dissection has been operated as a standard
surgery for the advanced stomach cancer cases in Japan, its role on
increase in ‘cure’ fraction could not be evaluated because of lack of
detailed individual clinical data. The none-improvement in median
survival time for ‘uncured’ patients is reasonable given the absence
of randomised study which has demonstrated any survival benefit
of chemotherapy or radiotherapy during study period. Similarly,
the constantly poor prognosis of metastatic stage patients can be
explained by the lack of new effective treatment.

In the late nineties, proportions of the patients ‘cured’ from
stomach cancer were below 30% both in European countries [8]
and in the US [9], compared to 50% or more in both sexes in Osaka.
In Osaka, around 40% of the stomach cancer patients were
diagnosed with localised tumours and around 20% with distant
metastatic tumours since the mid eighties (see Table 1). The
comparable figures were 20% in Slovenia and the USA for localised
tumours [19] and between 20 and 24% in Netherlands (Stage I) [20]
and 13 and 20% in some European countries (T1/T3, NO, M0) [21].
That advantage found in Japan over Western countries could be
due to higher proportions in young patients and in non-cardia
tumours, both factors of good prognosis [22]. However, Japan has
also witnessed the worldwide decrease in stomach cancer
incidence observed for decades, a decrease which involves mostly
the non-cardia tumours [23]. Such trends could not be examined
directly on our data because of non-specific sub-site for more than
60% of the records. However, according to the results from cancer
registry in Hiroshima city, which systematically collect subsite
data, incidence in non-cardia tumours (C16.0: upper stomach
cancer) started to decrease during the 80s in Japan [24].

It has also been suggested differences in pathological definition
of stomach tumours with some tumours not considered as invasive
by European pathologists [25]. Interpretation of these results was
controversial [26,27] and discrepancies could result from under-
diagnosed tumours in Europe rather than over-diagnosed in Japan
[28]. There is also evidence that early gastric tumours progressed
to advanced cancers and to death from gastric cancer in a long
natural history [29].

The advantage of men in proportion ‘cured’ was consistent with
a previous study about sex difference in five-year relative survival
[30], but contrasted with pattern found in Europe [31]. In Japan,
men are likely to be diagnosed earlier, because of more
opportunistic screening than women within their workplace.
The effect of age and stage on the trends in ‘cure’ fractions were
similar with previously estimated trends in five-year relative
survival in Osaka, Japan [2].

Patients with missing information on tumour stage were more
likely old and diagnosed in the late seventies, and they had slightly
lower survival than the comparable subjects. On average, the
distribution of imputed stage was skewed to more advanced stages
(Table 1). Analysis based on complete cases tended to provide 0.1-
3.9% higher ‘cure’ fractions and 0.1-1.0% larger increase in ‘cure’
over time than when based on completed cases. However, both the
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overall picture of the results and their interpretation remain
unchanged. Further investigations were limited by the paucity of
clinical information of good quality available in the population-
based cancer registry data over the whole study period. Using
multivariable ‘cure’ model enabled us to estimate the respective
role of age and stage at diagnosis on trends in ‘cure’ parameters. In
addition, by contrast to five-year survival, the estimation of ‘cure’
fraction is not affected by lead-time bias.

In conclusion, despite ageing of the patients and decreasing
incidence in non-cardia tumours, ‘cure’ fraction dramatically rose
since 1975-80 and reached 56% and 50% among men and women,
respectively, in 1996-2000. Improved management of the stomach
cancer patients is likely to explain most of this enhancement, with
earlier diagnosis due to screening organised and provided by local
government and workplace, more accurate staging and appropri-
ate treatment, more radical surgical procedures, and at least part of
the persisting survival advantage seen in Japan over Western
countries. Such results, from a leading country for the management
of stomach cancer, could help improving stomach cancer control
policy first in the regions with high or intermediate levels of
stomach cancer incidence, but also in those with low incidence.
Nevertheless, almost half of the patients remained ‘uncured’, most
of them dying within less than a year after diagnosis, a parameter
unchanged for 25 years. Collecting more detailed population-
based clinical data on diagnosis and treatment should be
prioritised, using linkage with clinical database.
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We analyzed the trends in the age-standardized incidence rates of 10 460 cases of primary
intracranial tumors diagnosed during 1975 and 2004, Osaka, Japan using the Joinpoint
regression analysis. During the period 1975-2004, the age-standardized incidence rates of
total intracranial tumors increased until 1987 at 3.1% per year and then decreased signifi-
cantly at —1.8% per year. The time trends were different according to the age groups. In the
age group 0-19, the rate did not exhibit substantial increase or decrease. In the age group
20-74, the raies increased significantly until 1988 and then leveled off until 1999 and finally
decreased. Whereas in the age group 75 and over, the rates increased drastically until 1984
and then leveled ofi. During the recent 10 year period 1995-2004, the age-standardized inci-

dence rates of meningioma decreased significantly, but those of glioblastoma did not.

Key words: brain tumor — trends in incidence — population-based cancer registry

INTRODUCTION

Intracranial tumors are not common in adult, although they
have drawn wide attention because of the fear inspired by
their organ and the accompanying generally poor prognosis.
In children, it is the second most common malignancy (1),
next to leukemia.

A number of reports (2—9) from North America and
Europe indicated that the increasing trends in incidence rates
were confined from the late 1970s to mid-1980s, coinciding
with the introduction and widespread use of improved diag-
nostic methods. For recent time trends in the incidence,
some papers reported continuous increasing (2), whereas
others reported leveling off or decreasing (3—6).

We described trends in the incidence of intracranial
tumors in Osaka, Japan using Osaka Cancer Registry’s
(OCR) data and examined the effect of wide spread use of
computed tomography (CT) on these incidence rates and
how they are progressing now. This study was done for all
intracranial tumors, regardless of their behavior, since
several intracranial tumors may have both benign and

malignant subtype entities, or progress from benign to
malignant.

PATIENTS AND METHODS

We used data from the OCR, which is a population-based
cancer registry started in 1962 that covers Osaka prefecture,
with a population of 8.8 millions (2005 census). From the
OCR database, we identified 10 465 newly reported cases of
intracranial tumor (ICD Tenth Revision), meninges (C70.0—
C70.9), brain (C71.0—C71.9), spinal cord, cranial nerves and
other parts of the central nervous system (CNS) (C72.0—
C72.9), as well as pituitary gland, craniopharyngeal duct and
pineal gland (C75.1—-C75.3) diagnosed from 1975 to 2004.
Five cases were excluded from the analysis because of
uncertain age at diagnosis. Incidence rates were age-adjusted
with the World Standard Population. Histological group was
categorized based on WHO Classification of Tumors of the
Nervous System, Lyon, 2000 (10), although it was partly
modified.

@© The Author (2011). Published by Oxford University Press. All rights reserved
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The histology was subcategorized as follows, with corre-
sponding ICD-O (Third Edition) four-digit histology cords;
Glioblastoma (9440—-9442), Astrocytoma, total excluding
glioblastoma (9384, 9400, 9401, 9410, 9411, 9420, 9421,
9424), Oligodendroglioma (9450, 9451), Ependymoma, total
(9383, 9391-9394), Glioma NOS (9380), Embryonal tumors
(9470—-9474, 9490, 9500—9501, 9508), Nerve sheath (9540—
9560, 9571), Meningioma (9530—-9534, 9537-9539), Germ
cell tumors (9064, 9070—9071, 9080, 9084—9085, 9100),
Craniopharyngioma (9350), Pituitary (8140—-8323),
Unspecified (8000—8001) and Others. Of the tumors, 74.6%
were classified as malignant (ICD-O, behavior codes: 3),
while 21.3% were benign (behavior codes: 0), and the rest
were uncertain (behavior codes: 1).

Joinpoint regression analysis software (version 3.3.1) was
obtained from the web site of the Statistical Research
Applications Branch of the National Cancer Institute, USA
(11,12). We set the number of joints in each cancer trend to
a minimum of 0 and maximum of 3 to find best fit model
using permission test method and assumed constant variance
and uncorrelated errors in the calculation. The independent
variable was time, expressed as year of tumor diagnosis and
coded as a continuous variable. Predictors were analyzed by
age and histological group. Age group was coded as a categ-
orical variable for the broad age groups of 0—19 years old
(children and adolescents), 20—74 years old (adults) and
75 years old or more (the elderly).

To compare recent time trends according to age and histo-
logical subgroup, an average annual percent change (AAPC)
with a 95% confidence interval (CI) was calculated by fitting

a linear term on the logarithmic scale to the trend in the
age-standardized rates. An annual percent change (APC) was
used to describe trends in the cancer incidence, and join-
points were estimated where trends in the incidence changed
significantly over the period.

RESULTS

The final data set included 10 460 (male 5183; female 5277)
primary intracranial tumors diagnosed from 1975 to 2004
(1272 cases in 1975—1979, 1462 in 1980—1984, 1966 in
1985-1989, 1780 in 1990—1994, 2069 in 1995—1999 and
1911 in 2000—2004).

In Table 1, the histological classifications of primary intra-
cranial tumors diagnosed in Osaka from 1995 to 2004 are
illustrated according to sex and age at diagnosis. Proportion
of unspecified histology was 40%. In the elderly 70% of the
tumors were unspecified neoplasms. When histological
unspecified neoplasm and pituitary tumors were excluded,
most (33%) were glioblastoma and 24% were meningioma
and 13% were astrocytoma. Embryonal and germ cell
tumors occurred mainly in children and adolescents. Large
sex difference in the incidence was observed for meningioma
(sex ratio 3.0) and germ cell tumors (sex ratio 0.3).

The results of Joinpoint regression analysis for trends of
all primary intracranial tumors from 1975 to 2004 are pre-
sented in Fig. 1 and Table 2 according to age groups and
tumor characteristics. In all intracranial tumors, a joinpoint
was estimated at 1987. The incidence rates increased

Table 1. Histological classification of primary intracranial tumors diagnosed in Osaka, 1995—2004

Histology Total Male Ratio Age at diagnosis (n)

n a (%) b (%) n FIM 0—19, n (%) 2074, n (%) 75<, n (%)
Glioblastoma 713 18 33 388 0.8 19 (5) 590 (22) 104 (11)
Astrocytoma, total 287 7 13 155 0.9 48 (12) 224 (8) 15 (2)
Oligodendroglioma, total 30 1 1 17 0.8 1(0) 28 (1) 1(0)
Eperidimoma, total 46 1 2 24 0.9 25 (6) 20 (1) 1(0)
Embryonal tumor 51 1 2 30 0.7 42 (11) 7 (0) 2 (0)
Glioma, NOS 159 4 7 88 0.8 42 (11) 91 (3) 26 (3)
Nerve sheath 114 3 5 46 1.5 72) 101 (4) 6 (1)
Meningioma 513 13 24 127 3.0 11 (3) 409 (15) 93 (10)
Germ cell tumors 77 2 4 58 0.3 52 (13) 24(1) 1(0)
Craniopharingioma 57 1 25 1.3 18 (5) 36(1) 3(0)
Others 111 3 5 65 0.7 29 (7) 69 (3) 13 (D)
Pituitary 249 6 100 1.5 12 (3) 221 (8) 16 (2)
Neoplasm, unspecified 1,573 40 747 1.1 85 (22) 845 (32) 643 (70)
Total 3,980 100 1,870 1.1 391 (100) 2665 (100) 924 (100)

a (%), % of all intracranial tumors; b (%), % of all intracranial tumors exclude neoplasm, unspecified and pituitary.
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significantly until 1987 then decreased significantly (from
3.1 to —1.8% per year). In the 0—19 age group, the inci-
dence rates did not exhibit substantial increase or decrease.
In the 20—74 age group, joinpoints were estimated at 1988,
1993 and 1999: the incidence rate increased significantly
until 1988 at 2.9% per year, decreased until 1993 at —5.7%
per year, then increased again until 1999 at 3.0% per year,
although the estimated APC from 1988 to 1999 was not stat-
istically significant and finally decreased significantly at
—10.4%. In those 75 years or older, a joinpoint was

{per 100000)
100+

ASR of primary intracranial tumor

019
Y
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Figure 1. Trends in the age-standardized incidence rates by age groups.
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estimated at 1984: the incidence rate increased significantly
at 28.7% per year from 1975 to 1984, and then leveled off.

In the most recent decade from 1995 to 2004, the
age-standardized incidence rates of all intracranial tumors
decreased significantly by —1.8% per year (95% CI —2.6,
—0.9). The rate of meningioma also decreased (AAPC
—2.9%, 95% CI —5.1, —0.5), but the rates of glioblastoma
was not observed substantially decreasing tendency (AAPC
—1.3%, 95% CI —2.8, 0.2).

DISCUSSION

The time trends were different according to age group as
showed Fig. 1. In the age group 0—19, the rate did not
exhibit substantial increase or decrease. In the age group
20—74, the rates increased significantly until 1988 and then
leveled off until 1999 and finally decreased. Although in the
age group 75 and over, the rates increased drastically until
1984 and then leveled off.

A large part of the increase in the incidence until the
mid-1980s seemed to be due to an improvement in diag-
nostics. CT for head was used for the first time in a uni-
versity hospital in Tokyo, 1975 (13) and soon came to be
used in a lot of hospitals. According to the reports every
3 year from Health and Welfare Statistics, the number of
CT increased 107 in 1978, 138 in 1981, 254 in 1984, 372
in 1987 and 511 in 1990 in Osaka (14). This improvement
in diagnostics especially had a large influence on the
elderly. Some reports (3,7,8) showed the incidence of
intracranial tumor increased steeply until the mid-1980s in
elderly people. Helseth et al. (9) reported that the increase
is due to changing attitudes to investigation of elderly
people and Asplund et al. (15) showed the frequency CT
scanning in elderly has increased.

Table 2. Trends in the incidence rates of primary intracranial tumors in Osaka, 1975—2004, Joinpoint regression analysis

Age/ Behavior Number of cases Joinpoint Estimate Segment Lower endpoint Upper endpoint APC (%) Lower CI Upper CI
All tumors 10 460 1 1987 1 1975 1987 3.1° 15 4.7
2 1987 2004 -1.8 -2.6 -0.9
0-19 1584 0 1975 2004 -0.2 =09 0.6
2074 7207 1 1988 1 1975 1988 2.9% 1.5 42
2 1993 2 1988 1993 -5.7 -12.8 2.0
3 1999 3 1993 1999 3.0 —2.6 8.8
4 1999 2004 -10.4* —152 -53
75— 1669 1 1984 1 1975 1984 28.7° 19.8 384
2 1984 2004 0.3 -18 2.5
Malignant 7807 1 1986 1 1975 1986 3.5% 1.8 5.3
2 1986 2004 -1.4° -22 -0.6

APC, Annual percent change.
#APC is significantly different from zero.
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We found that the age-standardized incidence rates of all
intracranial tumors decreased significantly by —1.8% per
year during most recent decade (1995—2004). On the basis
of the SEER, Legler et al. (3) and Deorah et al. (4) reported
the incidence rates for total brain cancer have leveled off or
decreased. Johannesen et al. (5) also reported a trend of
leveling off in incidence using data from the Norwegian
Cancer Registry from 1970 to 1999. Contrary to those
reports Hoffman et al. (2) showed that the overall incidence
rates for all brain/CNS tumors were modestly increasing
using data compiled by the Central Brain Tumor Registry of
the United States from six population-based state cancer
registries from 1985 to 1999. It is necessary to clarify why
these differences in the recent trend in the incidence were
observed.

Before accepting the results, several limitations of this
study should be considered. First, negative trends might be
due to reporting delays from hospitals. AAPC was —1.7%
in 1993-2002 whereas it was —1.8% in 1995-2004.
Thus, effect of the reporting delay seemed to be small in
our study. Secondary, our study was done for all intracra-
nial tumors, regardless of their behavior. It is more likely
there were the tumors diagnosed benign not to report.
Proportion of benign tumor was around 20% during the
study period. The percentage of cases registered by death
certification only, which is often regarded as an index for
the completeness, for brain and CNS (C70—C72), were 6%
for male and 9% for female in 1988—1992 (16), 16% for
male and 23% for female in 1993—1997 (17) and 7% for
male and 11% for female in 1998-2002 (18) in Osaka.
We consider that the change in the completeness influ-
enced the trends, but it is unlikely to explain the observed
trends by this factor.

In sum, the age-adjusted incidence rates of intracranial
tumor in Osaka increased until the mid-1980s, especially
among the elderly, with the improvement and the wide
spread use of diagnostic procedures such as CT, and then
recently decreased. Despite some possible limitations, this
analysis contributed important information to the debate over
trends in the intracranial tumor incidence rate.
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Cognitive function and QOL in children after hematopoietic stem cell transplantation

By

Noriko Arai*' Toshihiro Kato*? Souichi Adachi*? Kanae Matsushima*!

From

*1 PhD Program, Human Health Sciences, Graduate School of Medicine, Kyoto University
*2 Human Health Science, Graduate School of Medicine, Kyoto University

The survival rate of childhood cancer has recently improved greatly. Therefore, treatments which
reduce late stage side effects have been selected. Cognitive dysfunction is one of these side effects.
The purpose of this study is to investigate the efficacy of occupational therapy on cognitive function
and Quality of Life (QOL) of children after hematopoietic stem cell transplantation for treatment of
hematological malignancy and aplastic anemia.

Participants in the study were fourteen children who received hematopoietic stem cell transplan-
tation. 4 boys and 10 girls, aged 6 to 16 years old were divided into a high irradiation (HI) group
and a low/non-irradiation (L/NI) group. The HI group was composed of 8§ children who received
whole body irradiation (12-16Gy), and the L/NI group was composed of 6 children who received
the whole body irradiation (3Gy) and 4 who received no irradiation. The Wechsler Intelligence
Scale for Children-Third Edition (WISC-II) and The Das-Naglieri Cognitive Assessment System
(DN-CAS) were used to the investigation cognitive function, and QOL was investigated by The Pe-
diatric Quality of Life Inventory TM (PedsQL).

Regarding the of WISC-1I and total standard scores of the DN-CAS, there were no unusually low
scores in either group. However, about 30 percent of the children exhibited large individual differ-
ences of ability.

Regarding PedsQL, statistical analysis showed that scores of some items in the HI group were
lower than that of L/NI group.

There was little correlation among the scores of WISC-II, DN-CAS and PedsQL. Additional re-
search is needed on increased numbers of participants regarding the actual state of their QOL.

Key words: Childhood cancer, Hematopoietic stem cell transplantation, Late effects,

Cognitive function, QOL
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Congenital brain tumor 85

accurate information on prognosis is often difficult to obtain in 2 Buetow PC, Smirniotopoulos JG, Done S. Congenital brain tumors:
this condition. A review of 45 cases. Am. J. Roentgenol. 1990; 155: 587-93.

3 Cassart M, Bosson N, Garel C, Eurin D, Avni F. Fetal intracranial
Conclusions tumors: A review of 27 cases. Eur. Radiol. 2008; 18: 2060-66.

4 Im SH, Wang KC, Kim SK, Lee YH, Chi JG, Cho BK. Congenital

In general, CBT are associated with poor prognosis and only intracranial teratoma: Prenatal diagnosis and postnatal successful

limited information is available at present due to a lack of suffi- resection. Med. Pediatr. Oncol. 2003; 40: 57-61.

cient cases. Diagnosis during fetal life is difficult. It is important 5 Carstensen H, Juhler M, Bggeskov L, Laursen H. A report of nine
to extensively evaluate the tumor on imaging (location, size and ?Z;’;’O;flls with congenital brain tumors. Childs Nerv. Syst. 2006; 22:
fe?ltur.es) and clinical features (gestatlo{)al age at diagnosis, com- 6 Morita K, Fukuoka U, Kubota M ef al. [A case of congenital brain
plications) and select the most appropriate management of preg- tumor.] Shounika Rinsho. 2004; 57: 1153-7. (in Japanese).

nancy and the perinatal treatment based on consultation with 7 Cavalheiro S, Moron AF, Hisaba W, Dastoli P, Silva NS. Fetal brain
various specialists. Accumulation of further data is important to tumor. Childs Nerv. Syst. 2003; 19: 529-36.

clarify the entire clinical picture and establish a management 8 Tamura M. Guidelines for healthcare provider and parents to follow

in determining the medical care of newborns with severe diseases.
Saitama 2004; 7: 14-18.
9 ten Broeke ED, Verdonk GW, Roumen FJ. Prenatal ultrasound

system for this condition.
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Vincristine, actinomycin D, cyclophosphamide chemotherapy resolves
Kasabach—Merritt syndrome resistant to conventional therapies

Yasushi Fuchimoto,' Nobuyuki Morikawa,? Tatsuo Kuroda,* Seiichi Hirobe,? Shouichiro Kamagata,? Masaaki Kumagai,*
Kentaro Matsuoka® and Yasuhide Morikawa'

'Department of Surgery, Keio University School of Medicine, *Department of Surgery, Tokyo Metropolitan Children’s
Medical Center and Departments of >Surgery, *“Hematology and *Pathology, National Center for Child Health and
Development, Tokyo, Japan

Key words infant, kaposiform hemangioendothelioma, Kasabach-Merritt syndrome, vincristine, actinomycin D and cyclophospha-
mide therapy.

When kaposiform hemangioendothelioma (KHE) is accompa- the left arm hemangioma finally resolved and there has been no
nied by Kasabach—Merritt syndrome (KMS), it may result in recurrence for 6 years. In this case, VAC therapy was effective
considerable morbidity and mortality."” The usual treatment for after failure of repeated VCR monotherapy.

KHE associated with KMS of the extremities includes the use of

steroids, coil embolization, radiation therapy and interferon-a. Case report

Recently, vincristine (VCR) has also been reported to be effective A male infant, born at full term by spontaneous vaginal delivery,
to control the coagulopathy in KMS.** In the present case, KMS  was noted to have a large hemangioma of the left arm. He pre-
was resistant to conventional therapies, and so we elected to use sented with anemia and thrombocytopenia at 1 month of age, and
VCR monotherapy. Several courses of VCR monotherapy were  was diagnosed with KMS. The patient was referred to National

insufficiently and transiently effective, and the consumptive Center for Child Health and Development for treatment of KMS
coagulopathy recurred. Therefore, we decided to treat this patient 4t 2 months of age. First-line systemic therapy with corticoster-
using combined vincristine, actinomycin D and cyclophospha-  jds was initiated (prednisolone 2 mg/kg per day) with simulta-
mide (VAC) therapy. After four cycles of VAC, KMS caused by neous irradiation (10 Gy in five fractions), but it did not affect the

tumor size or platelet counts. Subcutaneous injections of 1-3 x
Correspondence: Yasushi Fuchimoto, MD, Department of Surgery, 10° (U/m* body surface area) of interferon-o. for 1 month and

Keio University School of Medicine, 35 Shinanomachi, Shinjuku, a-d thylorednisolone th e t ¢
Tokyo 160-8582, Japan. Email: yfuchimo@sc.itc.keio.ac.jp mlig h :186 Ifn?l (}iipre' THSOIom KMeSraIK \;Vhe.r hen tzl'llttemp’ed,
Received 7 October 2010; revised 27 March 2011; accepted 13 May ~ WHich also failed to improve - At this stage the patient

2011. required 2 mg/kg per day of corticosteroids, and also needed
doi: 10.1111/5.1442-200X.2011.03414.x frequent platelet transfusions to control bleeding. Transcatheter
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