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IINNTTRROODDUUCCTTIIOONN

Haemangiomas are the most common tumors of infancy. The true

incidence of infantile haemangiomas is unknown. Although they are classically

said to occur in up to 10 percent of Caucasian infants, 4 to 5 percent is

probably a better estimate. Infantile haemangiomas are generally noticed

within the first few days to months of life (Kilcline and Frieden, 2008).

Although most haemangiomas occur sporadically, familial transmission

in an autosomal dominant fashion has been reported. In one series of

136 patients/families, 34 percent had a family history of infantile

haemangiomas, most often in first-degree relatives (Castrén and Salminen,

2016).

Known risk factors include low birth weight, Caucasian ethnicity, female

gender, advanced maternal age, and a variety of prenatal complications

including placenta previa and pre-eclampsia (Haggstrom et al., 2007).

The exact pathogenesis of Infantile Haemangioma is incompletely

understood, though markers not expressed in normal dermal or subcutaneous

tissues are frequently detected in IH. In particular, vascular endothelial growth

factor (VEGF), glucose transporter-1 (GLUT-1), and placenta-associated

vascular antigens (i.e., FcγRII, merosin, and Lewis Y antigen) are highly

expressed in the endothelial cells of IH throughout both the rapid growth phase

and the involution phase.Interestingly, the only other vascular tissue known to

share a similar expression profile is from placental chorionic villi. Some

current experimental evidence proposes that IH may derive from clonal

proliferations of endothelial cells through the de novo formation of primitive

blood vessels from angioblasts (Barnés et al., 2005).
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Increased numbers of mast cells and levels of tissue metalloproteinase

(an inhibitor of new blood vessel formation), upregulation of interferon-

induced genes, and decreased quantities of fibroblast growth factor (FGF) have

been identified as potential molecular mediators of IH involution (Ritter et

al., 2006).

Infantile haemangiomas are common, particularly in female, white

children of low birth weight, with approximately 6% affected. They are often

present at birth, although may not be noticed until a few weeks later when the

lesion begins its proliferative phase. The lesions grow rapidly in the first few

months of life before stabilizing and finally involuting. There are no reliable

indicators to predict the degree and rate of involution (Skrobal and Haderer,

2014).

The mainstay of therapy for IH is active nonintervention (i.e., watchful

waiting) as most lesions are uncomplicated and will involute spontaneously

without significant sequel (Metry and Hebert, 2000).

First reported on the use of topical treatment for Infantile Haemangioma

using a non-selective beta-blockers solution and the curative effect was

obvious (Guo et al., 2010).

Timolol maleate used topically is effective and safe for treating

superficial haemangiomas. We began to treat then with timolol maleate applied

topically in October 2012 (Ye et al., 2012).
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AAIIMM OOFF TTHHEE WWOORRKK

he aim this study was to evaluate the role of topical beta-blocker

solution (Timolol maleate 0.5%ml gel forming solution) in the

treatment of superficial cutaneous infantile hemangiomas.
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