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Comparison of acute phase reactant levels of Kawasaki
disease patientswho visited with lessthan 5 days
duration of fever and with 5 daysor longer
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Departments of Pediatrics, Gyeongsang National University Changwon Hospital,
Gyeongsang National University School of Medicine, Changwon; *Department of Emergency Medicine,
Gyeongsang National University Hospital, Gyeongsang National University School of Medicine, Jinju, Korea

Purpose: Kawasaki disease (KD) is a common, acute systemic vasculitis in children. Acute phase reactants (APRs) have
been used to assist diagnosis, and to predict outcome in children with KD. However, it remains unknown on levels of APRs
depending on duration of fever. We aimed to compare APR levels of children with KD who visited with < 5 days duration of
fever and with > 5 days.

Methods: Children (< 15 years) with complete KD who visited the emergency department were enrolled from March 2012
through February 2018. The children were divided into the early (fever < 5 days) and late (fever > 5 days) presenters. The
baseline characteristics, APR levels, such as platelet count, and outcomes were compared between the 2 groups.

Results: A total of 145 children with complete KD were enrolled. Median age was 27.0 (interquartile range [IQR], 12.0-46.5)
months, and boys accounted for 60.0%. The early presenters (63 [43.4%]) had a younger age (17.0 [IQR, 7.0-45.0] vs. 32.5
[IQR, 14.0-48.0] months; P = 0.006), shorter duration of fever (3.0 [IQR, 2.0-4.0] vs. 6.0 [IQR, 5.0-7.0] days; P < 0.001), and a
lower platelet count (336.7 + 105.2 [x 10%uL] vs. 381.6 + 121.8 [x 10%.L], P = 0.02) than the late presenters. The other
APR levels, and frequency of resistance to intravenous immunoglobulin and coronary artery abnormalities showed no
differences between the 2 groups.

Conclusion: Children with KD who visited with < 5 days duration of fever had a lower platelet count compared to those with >
5 days. No differences were found in the other APR levels and the outcomes. It may be necessary to consider the differences
in APR levels depending on duration of fever when treating children with KD.
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Patients with suspected Kawasaki disease (N = 208)

Discharge from emergency department (N =10)

Admitted patients with suspected Kawasaki disease (N = 198)

Incomplete Kawasaki disease (N = 22)

Not diagnosed as Kawasaki disease (N = 20)
Recurrence of Kawasaki disease (N = 6)
Unclear fever duration (N = 3)

Transferred after intravenous immunoglobulin use (N = 2)

Admitted patients with complete Kawasaki disease (N = 145)

Early presenter (N = 63)

N\

Late presenter (N = 82)

Fig. 1. Flowchart for the selection of the study patients.

Table 1. Baseline characteristics of the study children

W S (T HS5FW/dFH(left main coronary
T 7 2ol glileh v 9

Characteristic Early presenter (N = 63) Late presenter (N = 82) Pvalue
Age, mo 17.0(7.0-45.0) 32.5(14.0-48.0) 0.006
Boys 44 (69.8) 43 (52.4) 0.04
Duration of fever, d 3.0(2.0-4.0 6.0 (5.0-7.0) <0.001
KD features at presentation 1.0 (0.0-4.0) 4.0(3.0-4.0) <0.001
Bilateral conjunctival injection 25 (39.7) 70 (85.4) <0.001
Oropharyngeal changes 28 (44.4) 67 (81.7) <0.001
Peripheral changes 21 (33.3) 53 (64.6) <0.001
Polymorphous rash 28 (44.4) 65 (79.3) <0.001
Cervical lymphadenopathy 20 (31.7) 50 (61.0) <0.001
KD features at final diagnosis 4.0 (4.0-5.0) 4.0 (4.0-5.0) 0.41
Bilateral conjunctival injection 59 (93.7) 78 (95.1) 0.73
Oropharyngeal changes 63 (100) 79 (96.3) 0.26
Peripheral changes 49 (77.8) 66 (80.5) 0.69
Polymorphous rash 61 (96.8) 74 (90.2) 0.19
Cervical lymphadenopathy 36 (57.1) 57 (69.5) 0.16
Values are expressed as median (interquartile range) or number (%).
KD: Kawasaki disease.
Pediatric Emergency Medicine Journal 13



Pediatr Emerg Med J 2019;6(1):11-16

ARAZLE 27 WEZNA o AATHGIANEASE o7 2L AR
W9, 2.4-5.79] vs. 2. 8AMHEE W9, 16-4.291 B ATOIH /W EZE B39 ol ofelx, wEa}
P = 0.00) (T.0UKHESIS W9, 6.0-8.09] vs. 6.0 = QAW7Z 47t How $F4 ARzl o 49
ALAHESIS W9, 5.0-7.090: P = 0.003) (Table 2. th. ol Ak ojelgo2 A% AR/ 5712 A
o ZPSRAY RG2S BESA S Al THE
QB AR US43 WA 5, BaW S, C-

i = oty AYLARLEE So| 98P B oo

AN HE A7ZI(S 54 oI o]F)of wE wid

2 Ao A WA 59 o] do] WESL oA Bxp c-whewma AETAALEE] T 2 7k 2ol fgle
7} 59 ol Fo] WG SRR B Be BAW 5 BY 5 o FAVINSEN AAE uNwe) $48 4 9l
Ak, o8 G478 A dle &el7t gl 2E = 2ot
i o] AL A IVIGE H 27]9 Fof@A|nt, IVIG & Hh 3 5 oo ek 2Rk R da
S 0 WAEY T R o7t YUT AR/ T RS BEIE AR YL A0 2HA
<> 289 o Al H, A71=0Y 3 HaLste] ThepAr oA davh

FFopb7Ie) Ak G471, okFA, BBs1E U & felskA AT, A4 89 Wl <3367 + 105.2
o 5437100 €S ZT ddSAFel TAskaL, oA [10°/mm’])o]l FEFTH?, o]= & AFoA F o d4&
7o Eat Aol AetA 7] AlAtstH | BlET7| =2 ofof e YT Aolg EYANE 2 A Wl R
Atk G710 BT 5, c-whswhd v AE2Y foks 43 JUASIT oeby Fan o 247 7
AEETL M B, obAYlel Bam 47k by dxwke] Folvt Wasith A4 20179 W@r)20lA A
won s|E7|o Y2 57F 7P wrkal gAY, £ ARt S ZHpA Y darE gl mEH, WE 7Y o]
AollA F4710 S7kete A7 EES &+ 1t ol ARt Aot 5 Fgafof sttt e g ¢
Zpol7b YAIRE, 2 (kg4 7ol F7he =71 % IVIGO] et Aoy TS T ASole dAdr =
waol A FosHAl Al ol dautFrisoel F-3lst Wol o]-&=aL Irp* g5 o] FAof gt F7F A7}
Al 982 HAg710E", @ A&7t wheh Eag o A st}

Table 2. Comparison of acute phase reactant levels and outcomes

Variable Early presenter (N = 63) Late presenter (N = 82) P value

White blood cell count, 103/mm? 15.7 + 5.9 142 + 5.3 0.11

Absolute neutrophil count, 10¥mm? 106 + 5.0 95+ 46 0.17

Segmented neutrophils, % 67.2 + 13.2 65.6 + 15.1 0.51

Lymphocytes, % 255+ 124 26.8 + 12.7 0.52

Hemoglobin, g/dL 115+ 1.2 11.6 + 0.8 0.30

Platelets, 10/mm? 336.7 + 105.2 381.6 + 121.8 0.02

C-reactive protein, mg/L 51.0 + 38.3 64.5 + 44.0 0.06

ESR, mm/h 55.0 + 285 66.9 + 26.2 0.05

Albumin, g/dL 41 + 04 40 + 0.3 0.05

Sodium, mEg/L 136.3 + 24 137.0 + 2.3 0.09

AST, IU/L 37.0 (28.0-55.0) 35.0 (27.0-87.0) 0.90

ALT, IU/L 22.0(16.0-121.0) 28.0 (14.8-119.5) 0.93

Duration of fever at start of IVIG, d 5.0 (4.0-5.0) 6.0 (5.0-7.0) <0.001

IVIG resistance 7(11.1) 8(9.8) 0.79

EDLOS', h 3.9(2.4-5.7) 2.8(1.6-4.2) 0.001

Hospital LOS, d 7.0 (6.0-8.0) 6.0 (5.0-7.0) 0.003

Coronary artery abnormalities 1(1.6) 6 (7.3) 0.14

Values are expressed as mean + standard deviation, median (interquartile range), or number (%).
ESR: erythrocyte sedimentation rate, AST: aspartate aminotransferase, ALT: alanine aminotransferase, 1VIG: intravenous
immunoglobulin, ED: emergency department, LOS: length of stay.
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