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Incidence of KD: Thailand

6.31

Children < 5y (million)

M Annual incidence

2000 2002 2004 2006 2008 2010
Durongpisitkul 2002

Wanitkun 2012

Epidemiology

Incidence 10-223/100,000 (worldwide)

Japan 223/100,000

Hongkong 156/100,000

Korea 117/100,000

Taiwan 69/100,000

China 60/100,000

Singapore 32/100,000

Thailand 10/100,000

Malysia 84 cases/4 years

The Philippines 1526 cases/5 years
/100,000

Canada 2

Europe 10/100,000

Australia 3.7/10

Diagnostic Criteria

® Fever > 5 days

* Presence of = 4/5 features
-Bilat Conjunctival injection
—-Changes in lips & oral cavity
-Cervical lymphadenopathy
-Polymorphous exanthem
—-Changes in extremities

¢ Exclusion of other diseases with similar findings

Newburger et al. Circulation 2004;110:2747

Evaluation of Suspected Incomplete Kawasaki Disease (KD)'

Assess Patient Characteristics”

Consistent
with KD

P

Assess Laboratory Tests
CRP <3.0 mg/DL
and ESR < e
Follow Daily

Fever
rasolves

No  Typical
Peeling Pealing®

Echo® Fover  Fover 7

KD
Repeat Echo
Consult Uniiely

Inconsistent  Persistent
with KD Fever

th
KD
Unlikely
CRP 23.0 mg/DL
and/or ESR 240 mm/hy,

<3 Supplemental 23 Supplemental
Laboratory Criteria® Laboratory Criteria®

vr.-:':w

KD Expert

17/07/57




17/07/57

Supplemental lab Positive echo

® Z-score LAD or RCA >2.5
* Albumin < 3 g/dL ® Aneurysm criteria

o * >
® Anemia for age =3 of

® Perivascular echo brightness
O T alanine aminotransferase ® Lack of tapering

° wlr LV function
® Mitral regurgitation
*WBC = 15,000/mm? ® Pericardial effusion
® Z-score 2-2.5

® Platelet after d7 = 450,000/mm°®

® Urine = 10 WBC/HPF

Genetics: What we know?

WW = m

rs1801274  rs113420705  rs2857151 rs2254546  rs28493229  rs4813003

Japanese 0.79 0.37 0.75 0.71 0.16 0.67

Taiwanese  0.63 0.31 0.73 0.81 0.054 0.68

European 0.54 0.73 0.58 0.88 0.15 0.87
Normal Coronary aneurysm Learn background genetic risk polymorphism!

Onouchi 2012

‘ All patients :n=414
Application of genetics knowledge

initial IVIG (2g/kg)

I Resistant to initial IVIG: n=100 (24.2%)

® ITPKC pathway: cyclosporine suppress T-cell : ”m"ml VG ek |

activation |

® [dentify risk allele for coronary aneurysm: additional Responders - n-65 (6574 [ Resistant 1o additional IVIG: 035 (35%) ]
treatment on top of standard IVIG

Responders: n=314 (75.8%)
(CAL: 0/314)

Dil:(-) Dil:(+)*

@ (less than four months)

microorganism at the onset =Ty [=esw]  [Fvicezer

® |dentify children at risk and attempt to capture

(CAL 2/30: 4mm. Smm) (CAL 3/3: 6mm. 10mm, 8mm) (CAL 072)

CAL=5/414 (1.2%)

® Create animal model for pathogenesis and new
treatment study

Suzuki 2012
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® Perivascular echo brightness

® Evaluate baseline coronary artery dimensions

® Helpful to establish Dx in incomplete KD ® Ectasia
® Serial follow up: ® Aneurysm: saccular, fusiform
® At Dx ®Small: < 5 mm

®2 wks ® Medium: 5-8 mm

2 mo. ® Giant: > 8 mm

® Coronary stenosis

A 08 @ = o=
s | BEE vov: | BT PAGELAYOUT  FORMULAS  DATA REAE
g X Tohoma T ca s == -
0o
Pa o Format Peinker ITu-|#-|2-4-|S==|es
oo o - .
® Japanese Mnistry of Health & Welfare B —
1 Weght (kg) 10
o8 2 BSA (m') 047
®<5 yr— < 3 mm ! 5 Measured LAD (mm) 3
& LAD z score 5.509508807
E© 7
®-5 yr —> < 4 mm 10|Measured RCA (mm) 2.5
: 3 11 RCA z score 2.674734798
12
15 Measured LMCA/LCA (mm) 3
16 LMCA/LCA 2 score 2318285311
17
18 Weight (kg) 10
19 Heght (cm) 75

Perivascular echo brightness (PEB)

fult Echo

e

- =

20 BSA (m?)
23 Measured LAD {mm)
24 LAD 7 score

5
28 Measured RCA (mm)
29 RCA 2 score

easured LMCA/LCA (mm)
34 LMCA/LCA 2 score

0.463505168

3
5.562542604
2.717599752

3
2.356689167

v




17/07/57

Pericardial effusion Giant coronary aneurysm
v

Coronary artery thrombosis

® IVIG 2 g/kg infusion in 12 hr(within 10 d)
¢ Chlorpheniramine 0.1 mg/kg IV

® Start 0.6 mL/kg/hr, double rate g 15-30 min,
max 4.8 mL/kg/hr

® Record V/S, BP

Long-term outcome of Kawasaki disease in 594 patients: a 10- to 21-vear follow-up study.
Acute H.ﬁszﬂl disease
i

¢ Aspirin 80-100 mg/kg/day QID until afebrile or for 2 /l\
wks (baby ASA) R CEREE Cmem

then

Aspirin 3-5 mg/kg/day QD for 6-8 wks if no CAL.,
continue indefinitely if CAL+

® Postpone live vaccine for 11 m (MMR, varicella, JE)

Kato H et al. Circulation. 1996;94:1379-1385  Copyright © American Heart Assodiation, Inc. Al ights reserved.
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oronary revascularization I e

| (normal coronary) ASA 8 wks CVSriskq 5y
° o 0
Percutaneous transluminal coronary angloplasty Il (transient ectasia) ASA 8 wks CVSrisk q 3-5y
(PTCA)
Il (small-medium aneurysm)  ASA until normal coro Echo+ECG g 1y
® Rotational atherectomy Exercise test q 2 y
® Stent IV (giant aneurysm) ASA + warfarin Echo+ECG q 6 m
Exercise testq 1y
[ Caronary ar.tery bypaSS gl’aft Cto:)nary angiogram at first 6-12 m
of lliness
V (coronary obstruction) ASA + warfarin Echo+ECG q 6 m
Beta blocker Exercise testq 1y

Coronary angiogram as clinical

indicated

Strategies to improve outcome of KD Strategies to improve outcome of KD
® Enhance education for early recognition and early ® Encourage heart healthy life style

treatment
® Adequate and accessible effective treatment

® Research and implement genetics knowledge to
identify high risk patients

® Develop new treatment based on discoveries in
basic science of KD

® Attempt to identify etiologic microbial agent(s)

Conclusions

® Majority of KD can be diagnosed clinically

® Cardiovascular complications of Kawasaki

® Kawasaki disease registry . . .
disease are serious long term issue

® Search for etiologic agent
gicag ¢ Echocardiography plays supporting role

® Genetics study .
® Heart healthy life style should be encouraged

in all KD patients




