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BACKGROUND

Kawasaki disease (KD) is an immune vasculitis where
Myocardial inflammation is omnipresent, at various
degrees. * Mean age at diagnosis: 5.7 = 4.4 years

RESULTS

e 45 of 696 total new-onset KD admissions to CHU Ste-Justine
required PICU management and met inclusion criteria (6.4%)

Typically treated on regular wards, it rarely requires
Intensive Care Unit hemodynamic management.

Table I. Descriptive data of the 45 retained subjects with KDSS
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Retrospective study: to describe presentation and Yearly cases 2 [0-5]

outcomes of KD Shock Syndrome (KDSS) patients admitted (D diagnostic eriteri 5 [3-6
at a tertiary Pediatric ICU (PICU).

Length of PICU stay 4 days [0.5-12]

Delay between fever onset & PICU admission 6 days [1-13]

Delay between fever onset & diagnosis of KD 6 days [2-12]

Delay between fever onset & IVIG treatment 6 days [1-11]

pata %

Probable, incomplete or atypical case presentation 24.4% (11)

METHOD

* (Cases reviewed for KD PICU admission between 1995 & 2018.
* Diagnosis of KDSS defined as sustained presence of:
e systolic hypotension for age
 decrease in systolic BP from baseline of 220%
* clinical signs of poor perfusion regardless of measured BP
-» causing initiation of volume expansion, administration of vasoactive

Resistance to IVIG requiring between 2 and 6 doses 15.6% (7)
Hemodynamic instability requiring PICU monitoring only 15.6% (7)
Corticosteroid therapy to prevent adrenal shock 2.2% (1)

Transfusion reaction to IVIG 8.8% (4)

Figure 1. Breakdown of KD PICU admissions.
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Figure 2. Interventions of the 42
KDSS/pre-KDSS cases identified

o 24/42 (57%): between the months of October and
January — with annualized prevalence of 6.0% £4.3%

* Coronary aneurysms: in 11/42 (26%) KDSS/pre-KDSS

e 7/42 (16%) were giant aneurysms

agents, or PICU transfer for HD surveillance

* Pre-KDSS: cases receiving preventive treatment to avoid KDSS
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Acute KD diagnosis
(incl. probable, incomplete, atypical)

Past KD diagnosis

Required either of the following: Reasons for PICU admission:
-fluid resuscitation -myocardial infaction
-inotropic support -coronary intervention
-ventilator support -extra-cardiac reasons for PICU

-hemodynamic monitoring management
J

CONCLUSIONS

Average prevalence of KDSS in the past 24 years was higher than the
reported incidence rate of 1.45 % in Taiwan and comparable to the 2.60-
6.95% in Western countries (France, US, Mexico, Switzerland).

Seasonal cluster of KDSS was similar to Taiwan, but not reported from
western countries.

Findings deserve a larger Canadian/North American scale study: to better
understand triggers and outcomes of KDSS.

Future interest: series looking into clinical, metabolic, and inflammatory
variants comparing cases with & without capillary leak syndrome
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