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Interventional treatment for Kasabach-Merrit syndrome in children:a report of 7 cases. Huang Wenya,
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[ Abstract] Objective To evaluate the clinical outcomes of Kasabach-Merrit syndrome and examine its
interventional treatments. Methods This retrospective study was conducted for 7 patients with Kasabach-Mer-
rit syndrome receiving selective arterial embolization by DSA ( digital subtraction angiography). Results The
sites included maxillofacial region (n =1) ,trunk (n =3),shoulder (n =2) and neck (n =1). The count of
platelet 7 x 10°/L to 60 x 10°/L. The outcomes were cure (n =4) and improvement (n =3). Conclusion At an
early stage,this disease may be treated interventionally with an excellent prognosis. However, generalized primary
vascular malformations are not eradicated in most cases. The prognosis is poor for combined platelet reduction. In-

terventional surgery of jaw-face,neck and trunk area of KM syndrome is effective and have few side effects. It is

worthy of wider promotion.
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Table 1 Clinical data of 7 patients with KM syndrome
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Fig. 1 Pre-operative MRI images of Case No.7 of KM syndrome (left parotid hemangioma)

Fig.2 Case No.7 of KM syndrome

(left parotid hemangioma) was followed by 3 months follow-up MRI images at Month 3 (left parotid area hemangioma smaller than be-

fore and platelet recovered to 216 x 10°/L)
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Fig.3 For case No.7 of KM syndrome (left parotid hemangioma) ,DSA images were collected during embolization. a, Preoperative

angiography of left carotid artery; b, Arterial tumor staining period using catheter; c, Arterial tumor staining using microtubule ; d, Dur-
ing the period of the postoperative ,most staining areas disappeared on carotid angiography.
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