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ABSTRACT

Species distribution and antifungal susceptibility of Candida isolates at one institution were
evaluated. Detection rates of fungi were examined for 5 years between 2007 and 2011. Sensitivities of
fungi to amphotericin B, flucytosine, fluconazole, micafungin, itraconazole, and voriconazole were
evaluated in blood culture-positive patients. A total of 3,832 fungal isolates were detected, including
Candida albicans 66.5%, Candida glabrata 20.3%, Candida parapsilosis 6.2%, Candida tropicalis 5.5%, and
others 1.5%. Candidemia was diagnosed in 131 patients, and C. albicans, C. parapsilosis, C. glabrata, C.
tropicalis, and others were present in 42.0%, 27.5%, 16.0%, 8.4%, and 6.1% of these patients, respectively.
Voriconazole had the lowest MICys against C. albicans and C. parapsilosis (0.015 and 0.25). Micafungin
had a low MICg against C. glabrata and C. tropicalis. C. albicans was the most common fungus in
patients with candidemia. Voriconazole and micafungin were effective against C. albicans. Amphoteri-
cin B was effective for C. parapsilosis, and micafungin showed good efficacy against C. glabrata and C.

tropicalis.

Key words : fungus, antifungal susceptibility, antifungal agents, Candida, candidemia

Introduction

Recent developments in medical technology
have improved the survival of patients with
severe tissue damage, those who undergo com-
plex surgery, and those with severe circulatory
failure. However, deep mycosis in these patients
may induce opportunistic infections that may be
difficult to diagnose and treat. The incidence of
deep mycosis has increased in surgery, ambula-
tory care, and intensive care units, and is
commonly treated with antimicrobial agents.
Candida mycosis is treated with empirical therapy
using azole antifungal drugs including flucona-
zole, and the prognosis is good. However, Candi-
da albicans may show low sensitivity or resist-
ance to these drugs, and non-albicans Candida

species are also increasingly being isolated'™ .

In this study, the detection rate of deep mycosis,
the drug sensitivity of the causal species, and the
use of antifungal drugs were examined at the
National Cerebral and Cardiovascular Center
(NCVCQ). The goals of the study were to establish
the antifungal drug sensitivity of Candida strains
isolated in the center and to identify appropriate
agents for treatment of deep mycosis.

Materials and Methods

The detection rates of fungi at the NCVC were
determined for 5 years between January 2007 and
December 2011. Sensitivities of fungi to amphoteri-
cin B, flucytosine, fluconazole, micafungin, itraco-
nazole, and voriconazole were examined in blood
culture-positive patients. The NCVC is located in
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Table 1. Yearly changes of species distribution of 3,832 fungi detected at the National Cerebral and

Cardiovascular Center from 2007 to 2011

Number. of isolates

Species
2007 2008 2009 2010 2011 Total (%)
C. albicans 461 (70.4) 457 (72.9) 350 (65.2) 555 (71.2) 725 (58.8) 2,548 (66.5)
C. glabrata 128 (19.5) 133 (21.2) 119 (22.2) 131 (16.8) 265 (21.5) 776 (20.3)
C. parapsilosis 23 (3.5) 24 (3.8) 31 (5.8) 46 (5.9 115 (9.3) 239 (6.2)
C. tropicalis 30 (4.6) 12 (0.9 34 (6.3 36 (4.6) 100 (8.1) 212 (5.5)
C. krusei 6 (0.9) 1002 1(0.2) 2 (0.3) 13 (1.1) 23 (0.6)
C. lusitaniae 1 (0.2) ~ — 7 (0.9 11 (0.9 19 (0.5)
C. guilliermondii 6 (0.9 - 2 (04 2 (0.3 5 (0.4) 15 (0.4)
Total 655 627 537 779 1,234 3,832

All data are shown as a number with the percentage for each year shown in parentheses.

an urban area in Japan, and specializes in surgical
treatment of cardiovascular diseases, including
cerebrovascular and internal injuries. The facility
also manages pregnancy and delivery for women
with maternal cardiac diseases. The NCVC has
612 beds and about 10,000 new hospital stays each
year. The average hospital stay is 17 days, and 650
and 190 heart surgeries are performed annually
for adults and infants, respectively. Ten heart
transplantations are performed each year.

Culture media

CHROMagar Candida (CHROMagar, Paris,
France) was purchased as a powder. CHROMa-
gar is composed (per liter) of 10 g peptone, 20 g
glucose, 15 g agar, 0.5 g chloramphenicol, and 2 g
chromogenic mix. The medium was prepared
according to the manufacturer’s instructions and
dispensed in petri dishes (20 m/ in a 90-mm
diameter dish).

Identification of fungus species

Clinical specimens from cases with suspected
myconal infections were inoculated onto CHRO-
Magar and incubated at 37°C for 48 h. Macroscopic
identification was performed based on the color
and shape of the grown colonies. Strains without
typical characteristics on the CHROMagar were
identified with a ID 32°C Yeast |dentification Sys-
tem (bioMerieux S. A), using colonies on the
CHROMagar prepared using the solution provided
with this system.

Determination of sensitivity fo antifungal drugs

The microdilution method was used to study
drug sensitivity, using an Antifungal Susceptibility
Test for Yeast (Kyokuto Pharmaceutical Indus-
trial Co.) that complied with Clinical and Labora-

tory Standards Institute (CLSI) criteria. M27-A3
was used to determine the minimum inhibitory
concentration (MIC) of amphotericin B (measur-
able concentration range 0.03-16 ug/m/), flucyto-
sine (0.125-64ug/ml), fluconazole (0.125-64ug/m/),
micafungin (0.03-16 ug/m/), itraconazole (0.015-8
ue/mf), and voriconazole (0.03-16 ug/m/). Sensi-
tive (8), sensitive dose-dependent (S-DD), in-
termediate (1), and resistant (R) responses to
flucytosine, fluconazole, and itraconazole were
evaluated using CLSI M27-S3 criteria® .

The study was exempted from Committee on
Human Research approval (National Cerebral
and Cardiovascular Center) because there no
longer exists a key or code sheet relating the
individuals’ identities to their private health in-
formation.

Results

A total of 3,832 patients had a detected fungal
infection in the 5-year period from 2007 to 2011 in
the NCVC, including 2,548 patients with C. albicans
(66.5%), 776 with C. glabrata (20.3%), 239 with C.
parapsilosis (6. 2%), and 212 with C. tropicalis
(5.5%) (Table1).Non-albicans infections account-
ed for 33.5% of cases. The location and materials
of isolated Candida species are shown in Table 2.

The number of blood culture performed were
2,819, 3,308, 2,900, 3,797, 4,239 in 2007, 2008, 2009,
2010, and 2011, respectively. The number and
percentages of patients with fungemia caused by
C. albicans, C. parapsilosis, C. glabrata, C. tropica-
lis, Candida lusitaniae, Candida guilliermondii, and
Candida krusei were 55 (42.0%), 36 (27.5%), 21
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Table 2. Location and materials of isolated Candida species

Species Sputum  Urogenital Stool ‘nn:?(jr?:‘y Blood Skin Others Total
C. albicans 1,309 (72.8) 800 (62.7) 150 (56.0) 113 (58.9) 55 (42.0) 81 (79.4) 40 2,548
C. glabrata 291 (16.2) 333 (26.1) 87 (32.5) 25 (13.0) 21 (16.0) 10 (9.8) 9 776
C. parapsilosis 56 (3.1 77 (6.0) 8 (3.0) 38 (19.8) 36 (27.5) 11 (10.8) 13 239
C. tropicalis 123 (6.8) 49 (3.8) 17 (6.3) 11 .(5.7) 11 (8.4) 1 212
C. krusei 13 (0.7 4 (0.3) 4 (1.5) 1 (0.8) 1 23
C. lusitaniae 4 (0.2) 5 (0.4) 2 (0.8) 2 (1.0) 5 (3.8) 1 19
C. guilliermondii 2 (0.1 8 (0.6) 3 (1.8) 2 (1.5 15

Total 1,798 1,276 268 192 131 102 65 3,832

All data are shown as a number with the percentage in parentheses. Sputum includes respiratory related
materials. Intra-body materials include catheters and drainage tube. Aspiration fluid indicates ascites, pleural

effusion, and pericardial effusion.

Table 3. Yearly changes of species distribution of 131 Candida blood isolates detected at the National
Cerebral and Cardiovascular Center from 2007 to 2011

Number (%) of isolates

Species
2007 2008 2009 2010 2011 Total
C. albicans 7 (41.1) 7 (43.8) 8 (44.4) 25 (59.5) 8 (25.0) 55 (42.0)
C. parapsilosis 2 (11.8) 4 (25.0) 3 (16.7) 11 (25.0) 16 (44.4) 36 (27.5)
C. glabrata 3 (17.1) 3 (18.8) 4 (22.2) 5 (11.4) 6 (16.7) 21 (16.0)
C. tropicalis 4 (23.5) 1 (6.3) 2 (11.1) 2 (4.6) 2 (5.6) 11 (8.4
C. lusitaniae - 1 (6.3) - 1(2.3) 3 (8.3) 5 (3.8)
C. guilliemondii 1 (5.9 - 1 (5.6) - - 2 (1.5)
C. krusei - - - - 1(2.8) 1 (0.8)
Total 17 16 18 44 36 131

All data are shown as a number with the percentage for each year in parentheses.

(16.0%), 11 (8.4%), 5 (3.8%), 2 (1.5%),and 1 (0.8%),
respectively (Table 3), with 58% of the cases of
fungemia caused by a non-albicans species.

Drug sensitivity

Data for the sensitivity of fungi to amphotericin
B, flucytosine, fluconazole, micafungin, itracona-
zole, and voriconazole are shown in Table 4.
Amphotericin B was not classified into S, S-DD, |,
and R categories in the CLSI 2009 criteria.

The MICy of voriconazole against C. albicans
(0.015) was the lowest among the 6 antifungal
drugs, followed by micafungin (0.06), flucytosine
(0.25), itraconazole (0.25), amphotericin B (0.5),
and fluconazole (0.5). However, none of the 55
patients with candidemia caused by C. albicans
showed resistance in the CLSI criteria (flucyto-
sine > 32, fluconazole > 64, itraconazole > 1, vori-

conazole > 4). Of these 55 cases, 46 (83.6%) were
S-DD to itraconazole and all 55 were sensitive to
the other 5 antifungal drugs.

The MICy of voriconazole and against C. para-
psilosis (0.125) was also the lowest among the
antifungal drugs, followed by flucytosine (0.25),
amphotericin B (0.5), itraconazole (1), micafungin
(2), and fluconazole (16). The resistance rates of
C. parapsilosis to fluconazole and itraconazole
were 5.6% and 25.0%, respectively. The percen-
tages of patients with S (< 0.125), S-DD (0.25-0.5),
and R (> 1) responses were 27.8%, 47.2%, and
25.0%, respectively, for itraconazole. The percen-
tages of patients with S (< 8), S-DD (16-32), and R
(> 64) responses were 83.3%, 11.1%, and 5.6%,
respectively, for fluconazole.

The MICy of micafungin against C. glabrata
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Table 4. Antifungal susceptibilities of Candida blood isolates determined by microdilution method

after 48 h of incubation

Species MIC (ug/mi)® ‘ %
(number of isolates)  Antifungal agent range 50% 90% Resistant®
C. albicans (55) Amphotericin B 0.13-1 0.5 0.5 —
Flucytosine < 0.13-1 0.13 0.25 0
Fluconazole <0.13-2 0.25 0.5 0
Micafungin < 0.03-0.06 < 0.03 0.06 —
ltraconazole 0.03-0.5 0.13 0.25 0
Voriconazole < 0.015-0.5 < 0.015 0.015 0
C. parapsilosis (36) Amphotericin B 0.13~1 0.25 0.5 -
Flucytosine <0.13-0.5 0.25 0.25 0
Fluconazole 0.5-64 1 16 5.6
Micafungin 0.25-2 05 2 ~
ltraconazole 0.13-2 0.25 1 25
Voriconazole < 0.015-1 0.03 0.125 0
C. glabrata (21) Amphotericin B 0.13-1 0.5 1 -
Flucytosine < 0.13-0.25 <0.13 0.13 0
Fluconazole 8-> 64 16 64 19.1
Micafungin < 0.03-0.06 < 0.03 0.06 -
ltraconazole 1->8 2 8 100
Voriconazole 0.25-> 8 0.5 1 14.3
C. tropicalis (11) Amphotericin B 0.13-1 0.25 0.5 -
Flucytosine 0.13-4 0.25 0.25 0
Fluconazole 1-> 64 8 > 64 36.4
Micafungin 0.06-2 0.06 0.13 -
ltraconazole 0.25-> 8 4 >8 72.7
Voriconazole 0.13-05 0.25 0.5 0

& 50% and 90% minimum inhibitory concentrations: MICs, and MICy, respectively.
® Percentage of resistant strains according to CLSI breakpoints (CLS! M27-S3 2009)
CLS!: Clinical and Laboratory Standards Institute; "-" indicates break point is not established in

CLSI M27-S3

(0.06) was the lowest among the antifungal drugs.
followed by flucytosine (0.13), amphotericin B (1),
and voriconazole (1). The resistance rate to
voriconazole was 14. 3%. The drug resistance
rates of itraconazole and fluconazole were 100%
and 19.1%, respectively.

The MICq of micafungin against C. tropicalis
(0.13) was significantly lower than those for other
drugs, followed by amphotericin B and voricona-
zole (both 0.5). The resistance rate of C. tropicalis
against voriconazole was 0%.

Discussion

131 Candida strains isolated from blood at the
NCVC from 2007 to 2011 showed species distribu-
tion, C. albicans 42.0%, C. parapsilosis 21.5%, C.
glabrata 16.0%, C. tropicalis 8.4%, and C. krusei
0.8%. Our data and the results of a national
surveillance study indicate that C. albicans is still
the major causal fungus of candidemia in Japan.
In C. albicans no isolate with resistance to
fluconazole > 64 ug/m/ was found in this study” .
The 90%MIC was 0.5 u g/m/ and the isolate with
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Fig. 1. Use of antifungal agents. Fluconazole was the most commonly
used antifungal drug in 2006, whereas micafungin was most commonly
used from 2007 to 2011. Use of AMPH increased in 2011, which reflects the
increase of fungemia caused by C. parapsilosis. AMPH: amphotericin B,
FLCZ: fluconazole, MCFG: micafungin, VRCZ: voriconazole.

lowest susceptibility required 2ug/ml. These find-
ings led us to use an antifungal susceptibility-
based management strategy in NCVC for treat-
ment for known C. albicans infection in which
fluconazole is the first line antifungal drug.

The rates of resistance of C. glabrata to
itraconazole and fluconazole (100% and 20%)
were greater than those (56. 3% and 5.2%) in
Takakura et al”. High rates of resistance to
itraconazole for C. glabrata detected in the blood-
stream were also found by Myoken (100%, 8/8) ?
and St-Germain et al. (83.3%, 65/78) ® . In our study,
none of the 25 Candida isolates with reduced
susceptibility to fluconazole (MIC > 16ug/m/) was
susceptible to itraconazole (MIC < 0.12 u g/m/).
However, Pfaller et al. suggested that MICs of < 1
ug/ml may better reflect ‘susceptibility’ ininva-
sive candidiasis, due to the higher serum concen-
trations achievable with the new nanocrystal
intravenous formulation of itraconazole' . Given
this new threshold, 40.0% of our isolates with
reduced susceptibility to fluconazole would be
considered susceptible to itraconazole. Furth-
ermore, our observations are similar to those of
Pfaller et al., with all four of our C. glabrata
isolates that were resistant to fluconazole also
showing resistance to itraconazole.

The higher resistance rate of C. fropicalis to
fluconazole (36.4%) compared to reports from the
USA (6.2%) and Spain (16.6%) is another char-
acteristic of non-albicans candidemia in this

study™'” . We attribute this high resistance to the
consistent and high frequency use of fluconazole
in our facility. Interestingly, for each case of
fluconazole-resistant non-albicans candidemia (4
isolates of C. glabrata, and 4isolates of C. tropicalis),
micafungin showed high sensitivity and can be
regarded as the first choice for treatment of
fluconazole-resistant C. glabrata and C. tropicalis.
Voriconazole showed no resistance to C. tropica-
lis and may be used as the second choice for
these isolates in our hospital; however, voricona-
zole showed a resistance rate of 43.5% in a
national survey” . This discrepancy suggests that
the susceptibility of each species of Candida
differs from hospital to hospital, due to the
different disease backgrounds and treatments at
each center. This indicates that antifungal drug
susceptibility at each facility should be consi-
dered in the selection of antifungal drugs.

In this study, the greatest number of fungi in
the bloodstream was detected in 2011 and the
incidence of the disease caused by C. parapsilo-
sis (n=16) was the highestin the same year. The
incidence of candidemia caused by C. albicans
gradually decreased in the study period. We
attribute this increase of C. parapsilosis to the
increase in operations for candidates for heart
transplantation and for neonates with congenital
heart diseases. These immunologically comprom-
ised patients underwent treatments including
central line management, which is a known risk
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factor for C. parapsilosis. This increase in C.
parapsilosis caused a temporary increase in use
of amphotericin B in 2011 (Fig. 1). The selection of
this drug for C. parapsilosis has turned out to be
appropriate because in this study fluconazole
showed a resistance rate of 5.6% and a MICy with
micafangin that was as high as 2.0 ug/m/. The MICy
of voriconazole was 0.125, which makes this drug
the second choice for C. parapsilosis in the NCVC.
We introduced micafungin for treatment of deep
mycosis in 2004. By 2006, micafungin accounted for
27% of all antifungal drugs used in the NCVC and
from 2009 to 2011 this rate reached 70%. This
increased use has occurred because micafungin
is an echinocandin that has a broad antifungal
spectrum and exhibits good activity against azole
antifungal drug-resistant strains. Micafungin is
effective in fungal cell lines and several reports
have shown excellent tissue penetration and
clinical effects' . Thus, micafungin has been
most commonly used at the NCVC since 2007,
including preservational use for immunocompro-
mised patients, such as those undergoing cardiac
transplantation or in extremely low-birthweight
infants in the NICU. However, several clinical
isolates of Candida with low resistance to echino-
candin antifungal drugs have been described and
care is taken regarding this issue at the
NCVC®™ ™ . The mechanism of this reduced sensi-
tivity involves a mutation in Fkslp, whichisa 1,383-
D-glucan synthase subunit of the target enzyme
of echinocandins®'™® . No strains with reduced
sensitivity to micafungin were found in this study.
However, as clinical use of the drug continues to
increase, particular attention should be paid to
the sensitivity of clinical isolates to micafungin.
C. lusitiniae is an infrequent cause of fungemia,
but the rate obtained in this study (3.8%) was 6.8
times higher than that in Takakura” and Minari
et al”. The reported underlying conditions for
patients with deep seated C. Jusitaniae infections
are malignancy 53%, neuropenic 35%, receiving
broad-spectrum antibiotics 27%, receiving long-
term corticosteroid therapy 16%, and having a
central venous catheter 27%” . Although funge-
mia is the most common type of C. lustaniae
infection (80%), primary infection focuses were
identified in 20% of cases™. These included
endocarditis, infection of a left ventricular device,
meningitis, chorioamnionitis, peritonitis, abdomin-
al abscess, and cutaneous infection, and most of
these diseases are treated at our center. These

Medical Mycology Journal Volume 55, Number 1, 2014

facts may be related to the higher detected rate of
C. lustaniae fungemia at our institution. C. tropica-
lis and C. krusei are likely to cause deep mycosis
in patients with hematologic tumors undergoing
digestive tract surgery, but this type of surgery is
not performed at the NCVC. This may explain the
low incidence of fungemia at the NCVC due to
these species®™™ .

In summary, it is important to comprehend the
susceptibility for antifungal drug and distribution
of each Candida isolate of each hospital in
selection of antifungal drug, due to the different
disease backgrounds and treatments at each
center.

Limitations

The sample population was small in this study. In
particular, only 11 patients had C. tropicalis, which
is the minimum required to calculate MIC, and
further validation of this result is required. Drug
sensitivity may vary depending on the actual
treatment in medical institutions, in particular
regarding use of the antifungal drug. The NCVC is
a specialized center for internal medicine and
cardiovascular surgery in patients with car-
diovascular disorders or cerebrovascular acci-
dent, in contrast to the roles of secondary or
tertiary hospitals for general patients. Therefore,
it is important to study the drug sensitivity of fungi
and measures to be taken against infections in
centers such as the NCVC, in which immunocom-
promised patients are treated, including those
undergoing cardiac transplantation, even if the
study population is small.
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Pregnancy-associated Intracranial Hemorrhage: Results
of a Survey of Neurosurgical Institutes across Japan

Jun C. Takahashi, MD, pnD,* Koji lihara, Mp, pip,* Akira Ishii, MD, PhD,*
Eiju Watanabe, Mp, PhD,” Tomoaki Ikeda, MD, PhD,t and Susumu Miyamoto, MD, PhD*

Background: Pregnancy-associated hemorrhagic stroke is considered a serious com-
plication. Although coagulopathy, pregnancy-induced hypertension, eclampsia,
and other systemic complications have been emphasized, pre-existing cerebrovascu-
lar diseases (CVDs) have not been fully analyzed. To clarify the role of these vascular
lesions more in detail, the Japan Neurosurgical Society conducted a nationwide
survey on all the neurosurgical institutes across Japan. Methods: This 2-year survey
focused on hemorrhagic stroke occurring in pregnancy, delivery, and puerperium.
Clinical data based on retrospective chart review were obtained through a question-
naire and analyzed according to the time of onset, underlying CVDs, obstetric
systemic complications, therapeutic approaches, and maternal and neonatal progno-
ses. Results: The survey identified 97 hemorrhagic strokes that were associated with
pregnancy. Baseline CVDs responsible for hemorrhage were detected in 54 cases
(55.7%), among which 47 lesions (87.0%) had been undiagnosed before stroke onset.
The detection rate of baseline CVDs before the 32nd week of gestation was signifi-
cantly higher than that after the 32nd week (90.0% versus 53.3%, P =.0017). Arterio-
venous malformations (AVMs) were the most frequent CVDs causing intracranial
hemorrhage, occurring at 1.8 times the frequency of ruptured aneurysms during
pregnancy. Poor outcomes, including 10 deaths, were seen in 36.1% of the cases de-
spite aggressive treatment. Conclusion: Pregnancy-associated hemorrhagic strokes
frequently concealed baseline CVDs, especially when they occurred before the
32nd week of gestation. AVMs were the predominant bleeding source. For appropri-
ate treatment, therefore, close examination for cerebral vascular lesions is essential
when a pregnancy-associated hemorrhagic stroke is encountered. Key Words:
Pregnancy—stroke—iniracranial hemorrhage—arteriovenous malformation—
cerebral aneurysm—moyamoya disease.
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Introduction

Pregnancy-associated hemorrhagic stroke is well recog-
nized as a serious complication.”” In previous studies
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conducted mainly by neurologists and obstetricians,
systemic obstetric complications including coagulopathies,
pregnancy-induced hypertension, and eclampsia were
identified as the causes of hemorrhage.”” Pre-existing cere-
brovascular diseases (CVDs) such as cerebral aneurysms
and arteriovenous malformations (AVMs) were also
repor:‘,ecl,q”8 but their incidence and treatments were not
fully analyzed. The Japan Neurosurgical Society, therefore,
set out to conduct a survey of neurosurgical institutes
across Japan regarding pregnancy-associated hemorrhagic
stroke with a special focus on identifying underlying CVDs.

Methods

This study is a retrospective analysis based on the clin-
ical chart review in each neurosurgical institute and was

Journal of Stroke and Cerebrovascular Diseases, Vol. 23, No. 2 (February), 2014: pp e65-e71 e65
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conducted in 2 phases (primary and secondary surveys)
in 2012 as an official project of the Japan Neurosurgical
Society. The society has 109 main training institutes across
Japan under which 755 affiliated local training institutes
participate in providing neurosurgical services. The tar-
get of the primary survey was all strokes occurring dur-
ing pregnancy, delivery, and puerperium (no later than
6 weeks after delivery) that were treated in these insti-
tutes between January 2010 and December 2011. In the
primary survey, all 109 main training institutes were as-
signed to compile the number of pregnancy-associated
strokes treated in their own hospitals or affiliated local
training institutes during the earlier mentioned period.
The results were e-mailed to the survey office without
any clinical information, and only the e-mail address of
the corresponding physician in each case was provided.
In the secondary survey, a questionnaire requesting de-
tailed clinical information on each case was e-mailed to
each corresponding physician and returned to the survey
office without any personally identifying information at-
tached. The clinical information included stroke type
and time of stroke onset (gestational age or time after de-
livery), causes of hemorrhage, types of underlying CVDs,
types of obstetric systemic complications, therapeutic
procedures for strokes, methods of delivery, and maternal
and neonatal prognoses.

Feedback on the primary survey was obtained from 102
(93.6%) main training institutes covering 729 affiliated lo-
cal training institutes. The survey office sent secondary
survey questionnaires to the 126 attendant physicians
who had declared their experience with pregnancy-
associated stroke and received feedback from 100 physi-
cians (79.4%). After determining the eligibility of each
case and eliminating duplications resulting from patient
transfer between institutes, the authors extracted 134
cases. These strokes were divided into 97 hemorrhagic
strokes (intracerebral or subarachnoid hemorrhage) and
37 other strokes (eg, cerebral arterial infarction or venous
infarction), and the former 97 cases were submitted for
the further analysis. Intracranial hemorrhage was con-
firmed by computed tomography (CT) or magnetic reso-
nance (MR) imaging in all cases, and bleeding sources
were further examined by MR angiography, digital sub-
traction angiography, or CT angiography except for
a few cases of early death that could not allow further
examinations.

Statistical Methods

The data were presented as frequency or means within
a standard deviation. Fisher exact probability test and
Mann-Whitney U test were applied to categorical data.
All analyses were performed with Statcel 3 software
(OMS Publishing, Inc., Tokorozawa, Japan). Prognosis of
the patients was expressed with the modified Rankin
Scale (mRS)” at discharge.

J.C. TAKAHASHI ET AL.

Table 1. Demographics of patients with
pregnancy-associated hemorrhagic stroke

n = 97 (100%)

Mean age (y) 322+54
Timing of onset
During pregnancy
Number of cases
Mean gestational age at
onset (wk)
At delivery
Number of cases
Mean delivery weeks
Puerperium
Number of cases
Time after delivery
<24 h
1-3d
3-7d
8-42d
Unknown

60 (61.9%)
27.7 £ 10.1

13 (13.4%)
384 *+ 37

24 (24.7%)

00 W o

Results
Patient Demographics

Table 1 summarizes the patient demographics. Among
the all 97 hemorrhagic strokes, 60 (61.9%) occurred during
pregnancy, 13 (13.4%) at delivery, and 24 (24.7%) during
puerperium. Mean gestational age at the onset of hemor-
rhage during pregnancy was 27.7 = 10.1 weeks.

Causes of Hemorrhage in Each Period

Figure 1, A shows the causes of hemorrhagic stroke
throughout all periods (pregnancy, delivery, and puerpe-
rium). Baseline CVDs responsible for hemorrhage were
detected in 54 cases (55.7%). Among all vascular lesions,
AVMs are the most frequent cause of hemorrhage,
followed by cerebral aneurysms and moyamoya disease.
Another 3 lesions were also detected, including 2 cavern-
ous malformations and 1 hemorrhage from the vas-
culature of an intraparenchymal tumor. Of all the
detected CVDs, only 7 lesions (13.0%) had been diag-
nosed before pregnancy, and 47 lesions (87.0%) including
all the aneurysms, 92.0% of AVMs, and 60.0% of moya-
moya diseases had remained undiagnosed before stroke
onset. Fourteen obstetric complications were identified,
including pregnancy-induced hypertension, HELLP
(hemolysis, elevated liver enzymes, and low platelet
count) syndrome, eclampsia, and disseminated intravas-
cular coagulation. Because 2 of these complications were
accompanied by bleeding from the AVM and moyamoya
disease, they were categorized as “baseline CVDs,” and
the other 12 cases were categorized as “obstetric compli-
cation” in Figure 1. The cause could not be determined
in 31 cases (32.0%). Figure 1, B illustrates the causes of
hemorrhage in each period. The CVD detection rate was
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71.7% for hemorrhage during pregnancy, 23.1% at deliv-
ery, and 33.5% during puerperium. Twenty-three of 25
AVM ruptures (92.0%) were detected during pregnancy,
and none were detected during puerperium. Aneurysmal
rupture occurred in all periods, but 13 of 16 ruptures
(81.3%) were detected during pregnancy. All 6 hemor-
rhages related to obstetric complications were seen after
the 32nd week of gestation.

Gestational Age at Onset and Cause of Hemorrhage
during Pregnancy

Figure 2 shows the gestational age at onset of hemor-
rhagic stroke during pregnancy. Hemorrhagic strokes re-
markably increased in number at a later gestational age.
Although hemorrhagic strokes before and after the 32nd
week of gestation were equal in number (30 cases each),
the detection rate of baseline CVDs reached 90.0% (27 of
30) before the 32nd week of gestation, which was signifi-
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Figure 2. Distribution of hemorrhagic strokes with and without deter-

mined baseline. CVDs by gestational age at onset. Abbreviation: CVD, cere-
brovascular disease.

CVDs complications

cantly higher than that after the 32nd week (53.3%,
P =.0017 in Fisher exact probability test). Hemorrhagic
stroke without baseline CVDs occurred significantly later
than that with CVDs (mean 33.7 * 8.7 weeks versus
25.3 * 9.6 weeks, respectively; P <.001 in Mann-Whitney
U test).

Figure 3 compares AVMs and cerebral aneurysms in
terms of the gestational age at the onset of hemorrhage.
The mean ages at the onset of AVM rupture and aneurys-
mal rupture were 24.6 = 9.2 and 27.4 * 10.4 weeks of ges-
tation, respectively. More specifically, 13 of the 23 AVM
ruptures (56.5%) occurred during the latter half (after
the 22nd week) of pregnancy, whereas 10 of the 13 aneu-
rysmal ruptures (76.9%) occurred during that same pe-
riod. Although not statistically significant, aneurysmal
rupture had a greater tendency to occur during the latter
half of pregnancy than did AVM rupture (P = .195, Fisher
exact probability test).
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Figure 3. Distribution of hemorrhagic strokes caused by AVMs and aneu-
rysms by gestational age at onset. Abbreviation: AVM, arteriovenous mal-
formation.
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Table 2. Therapeutic approaches for pregnancy-associated
hemorrhagic stroke

AVM (n = 25)

Emergent surgery 15
Nidus removal 8
Hematoma removal
Ventricular drainage 1

Delayed surgery (nidus removal)

Surgery in unknown period (nidus removal)

Embolization in unknown period

Nonsurgical treatment

Unknown

Aneurysm (n = 16)

Emergent neck clipping 11

Emergent embolization

None (dead on arrival) 1

Moyamoya disease (n = 10)

Emergent surgery 3
Hematoma removal 1
Ventricular drainage

Nonsurgical treatment 7

Other CVDs (n = 3)
Emergent hematoma removal
Nonsurgical treatment
Hemorrhage without baseline
CVDs (n = 43)

Emergent surgery 16
Hematoma removal 10
Ventricular drainage 6

Nonsurgical treatment 27

N N S )

DO

Abbreviations: AVM, arteriovenous malformation; CVDs, cere-
brovascular diseases.

Therapeutic Approaches and Modes of Delivery

Table 2 summarizes the therapeutic approaches applied
to hemorrhagic stroke. Among all cases, 55 (56.7%) re-
quired surgical treatment (direct surgery or endovascular
surgery) and at least 50 (51.5%) were performed emer-
gently. Eight of 25 AVMs were emergently removed by cra-
niotomy, whereas in the other 7 cases hematoma removal
or ventricular drainage was performed without nidus
resection. All the aneurysms were emergently clipped or
embolized except for 1 case found to be dead on arrival.

Figure 4 shows the methods of delivery adopted in 60
cases of hemorrhagic stroke during pregnancy. Before
the 22nd week, induced abortion was selected in 36.8%
of the cases, whereas gestation was continued until the
elective delivery in 52.6%. When hemorrhage occurred
after the 32nd week, 90% of the patients underwent emer-
gent delivery, 96.3% of which were carried out by cesar-
ean section.

Clinical Outcomes of Patients and Children

Figure 5 illustrates the maternal clinical outcomes.
Poor outcome (mRS score at discharge = 3) was ob-
served in 35 patients (36.1%). Fatal cases totaled 10,
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Figure4. Methods of delivery adopted after the onset of hemorrhagic stroke
during pregnancy.

making the mortality rate to be 10.3%. Hemorrhage with-
out baseline CVDs showed a higher rate of poor outcome
(mRS score = 3) than did that associated with detected
CVDs (41.9% and 32.1%, respectively), but the difference
was not statistically significant (P = .22, Fisher exact
probability test).

Analysis of the prognosis for the children revealed that
81 (83.5%) were normal, whereas 1 (1.0%) had some se-
quelae and 1 (1.0%) died with the mother. There were 8
cases of abortion (8.2%): 7 were forced abortions after
stroke at an early gestational age and 1 was an elective
abortion followed by a fatal hemorrhage within 24 hours
postpartum. Prognosis of 6 (6.2%) children was not
reported.

Discussion

Pregnancy-associated intracranial hemorrhage is a rare
but potentially devastating event. A large population-
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Figure 5. Maternal outcomes after hemorrhagic stroke with and without
determined baseline CVDs. Abbreviations: CVD, cerebrovascular disease;
mRS, modified Rankin Scale.
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Table 3. Recent studies on pregnancy-associated hemorrhagic stroke
Causes of hemorrhage
Rate of
Reference Country Total number AVM AN MMD  Other CVDs NoCVD  CVDs (%)
Simolke et al'®  United States 6 1 1 0 0 4 33.3
Sharshar et al’>  France 16 2 2 0 2 10 375
Kittner et al® United States 14 3 0 0 0 11 214
Witlin et al'”* United States 6 1 2 0 0 3 50.0
Jaigobin et al® Canada 13 5 3 0 0 5 61.5
Witlin et al*® United States 5% 1 0 0 0 4 20.0
Jeng et al* Taiwan 22 5 3 0 0 14 36.4
Liang et al' Taiwan 21 4 2 0 0 15 28.6
Scott et al’ United Kingdom 12 1 3 0 0 8 333
Present series Japan 97 25 16 10 3 43 557

Abbreviations: AN, aneurysm; AVM, arteriovenous malformation; CVDs, cerebrovascular diseases; MMD, moyamoya disease.

*Confined to postpartum stroke.

based epidemiologic study in Sweden conducted by re-
trospective International Classification of Diseases, Ninth
Revision, code analysis revealed its incidence to be 6.2
(2.4 for subarachnoid hemorrhage and 3.8 for intracerebral
hemorrhage) per 100,000 deliveries.'” A more recent sur-
vey in the United States also based on the International
Classification of Diseases, Ninth Revision, codes reported
the incidence of intracerebral hemorrhage to be 6.1 per
100,000 deliveries."! In the study in Taiwan, on the other
hand, much higher incidence has been reported (31.4 per
100,000 deliveries for all the intracranial hemorrhage)."

Causes of the hemorrhage emphasized in the previous
studies have been rather different between one and an-
other. In the earlier mentioned survey in the United
States, various risk factors including pre-eclampsia/
eclampsia, hypertension, and coagulopathy were pointed
out and emphasized,” but the pre-existing CVDs were
not analyzed in detail. A study from France particularly
emphasized eclampsia that accounted for 44% of intrace-
rebral hemorrhage although rupture of vascular lesions
was found in 37%.'% Several studies have described
CVDs as the cause of hemorrhage, with the detection
rate ranging from 21.4% to 61.5% (Table 3), but CVDs
were not analyzed deeply, presumably because of the
scarcity of such cases in these studies."**>”#'*'5 To the
authors’” knowledge, the present study of 97 cases is the
first to undertake detailed analysis of baseline CVDs in
pregnancy-associated stroke.

This study has revealed 2 important findings: first,
hemorrhagic stroke conceals baseline CVDs at high fre-
quency, especially before the 32nd week of gestation,
and most had not been diagnosed until the bleeding had
occurred. It can also be said that CVD-unrelated hemor-
rhages caused by obstetric complication or unknown eti-
ology occur significantly later than those related to
CVDs. The cause of this phenomenon has not been
proven, but it is likely that the remarkable physiological
changes occurring in late gestation are related to the in-

crease in CVD-unrelated hemorrhage. As to the absolute
CVD detection rate, the authors must clearly acknowledge
the possibility of inclusion bias: this being a survey of neu-
rosurgical institutes, it is possible that hemorrhagic cases
diagnosed as having CVDs in the previous hospital could
have been transferred selectively. An examination of the
patient transfer state, however, revealed that 55.0% of
the pregnant patients with intracranial hemorrhage were
directly admitted in the surveyed institutes and that
36.7% had been transferred from the obstetric institution
immediately after the diagnosis of hemorrhage without
advanced examination of cerebral vascular lesions. This
indicates that a total of 91.7% of our cases were free
from this bias. Another highly possible bias is that patients
with mild hemorrhage were treated by obstetricians or
neurologists without a neurosurgeon being consulted
and were thus excluded from the present study. Although
there has been no evidence that severe hemorrhages are
likely to be accompanied with CVDs and mild ones are
not, the authors must admit the limitation of the present
study with regard to this point. Accordingly, it might be
proper to discuss the significant difference in CVD detec-
tion rate between the period before and the period after
the 32nd week, rather than to argue the absolute value it-
self. At any rate, it is essential that patients presenting
with intracranial hemorrhage during pregnancy be care-
fully examined for underlying CVDs.

The second novel finding is that AVMs are the predom-
inant bleeding source, being 1.8 times more frequent than
cerebral aneurysms during pregnancy. In the general pop-
ulation, AVM rupture is approximately one tenth as fre-
quent as aneurysmal rupture’®’’; even when confined
to young adults, it is still one third as frequent as
bleeding from an aneurysm.”® These findings strongly
suggest that physiological changes during pregnancy
have a significant impact on the vasculature of AVMs,
and ruptures during pregnancy are by no means coinci-
dental. A review of the literature by neurosurgeons once
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counted the number of past cases of pregnancy-related
hemorrhage from aneurysms and AVMs and described
the predominance of aneurysms compared with AVMs
(77% versus 23%, respectively),W but these data were
compiled from different countries and times and in-
cluded many old case reports before the CT era. Recently,
several studies showed the predominance of vascular
malformations as shown in Table 2."*"" The small
number of cases, however, precluded a robust
conclusion about their prevalence. The present survey
has clearly disclosed the predominance of AVMs at least
in the Japanese population. Because no study proves
a higher prevalence of AVMs in Asians than in
Caucasians, the authors believe that this predominance
is also applicable to Western populations.

All the aneurysms in the present series were emer-
gently clipped or embolized except for 1 case found to
be dead on arrival. This strategy apparently follows the
recent recommendation that ruptured aneurysms should
be managed in the same way as in the nonpregnant pop-
ulation.'””" Management of ruptured AVMs during
pregnancy, on the other hand, has not yet been
discussed in depth. Unlike cerebral aneurysms, AVMs
exhibit a wide diversity in their amenability to surgical
resection, from small resectable lesions in a noneloquent
cortex to huge, deep-seated ones that cannot be re-
moved.'** Consequently, various surgical approaches
were applied in the present study, including emergent
nidus resection, ventricular drainage, and hematoma
removal leaving the nidus unresected. The authors
believe that ruptured AVMs should also be managed
in the same manner as they are in the nonpregnant
population, even during gestation. The mode and
timing of surgery should be determined according to
the size and location of the nidus, anatomical pattern of
drainage, and volume of the intracerebral hematoma."”**

This survey detected 10 hemorrhages caused by moya-
moya disease, which accounted for 10.3% of all cases. Re-
cently, pregnancy-associated stroke in moyamoya disease
was closely studied in Japan, and the significance of both
ischemia and hemorrhage has been emphasized.™ The
authors believe that the findings regarding moyamoya
disease are applicable at least to other Asian countries.

A poor prognosis was identified in 36.1% of all the
cases, with mortality reaching 10.3% despite aggressive
treatment. This raises the question of whether it is possible
to avoid these tragedies. Pre-existing CVDs, as described
earlier, play a significant role in pregnancy-associated
hemorrhagic stroke, and most remain undiagnosed until
stroke onset. Certainly, nonpreventable strokes can occur
in the absence of CVDs. Some obstetric complications
might also be unavoidable. Clearly, however, one key
to prevent a tragic hemorrhage is to detect the underlying
CVDs before gestation. A routine brain checkup with MR
angiography before pregnancy might reveal these lesions,
but implementing such a strategy is not realistic from the
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viewpoints of medical economics, social and ethical issues
surrounding marriage, and morbidity resulting from ther-
apeutic intervention for CVDs that have remained asymp-
tomatic. The familial occurrence of cerebral aneurysms,
however, is well recognized, although most AVMs are
sporadic.”"" The incidence of familial intracranial
aneurysms (at least 2 affected first-degree relatives in the
same family) among the patients of subarachnoid hemor-
rhage is 6%-10%,”*" and the relative risk for cerebral
aneurysms among first-degree relatives in familial intra-
cranial aneurysms families has been reported to be 4.2.%*
Moyamoya disease is also known to have genetic compo-
nents,”’ and a lot of highly aggregated families with moya-
moya disease has been reported.” Therefore, it should not
be unreasonable to consider a medical checkup with brain
MR angiography, at least for women anticipating preg-
nancy who have dense familial history. Although much
discussion is needed, a poor maternal prognosis demands
that we continue to address ways to prevent tragic
pregnancy-associated strokes.

Conclusions

A nationwide survey revealed that underlying CVDs
play an important role in hemorrhagic stroke associated
with pregnancy, among which AVM is the predominant
bleeding source. Careful examination for vascular lesions
is, therefore, essential when dealing with intracranial
hemorrhage, especially before the 32nd week of gestation.
As maternal prognosis after hemorrhagic stroke has been
proved to be poor, a greater effort should be made to pre-
vent tragic pregnancy-associated stroke.
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