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Abstract
Background: Kawasaki disease (KD) is the most frequent cause of coronary artery aneurysm (CAA) in children. This study tried to
evaluate the accuracy of different KD scores developed for prediction of CAA, in an Iranian population.
Methods: This is a cross-sectional retrospective investigation on pediatric patients with a diagnosis of KD. Clinical manifestations,
laboratory, and echocardiographic data were recorded. Five Kawasaki scores, including Kobayashi, Egami, Sano, Nakano, and
Harada, were assessed and analyzed in relation to CAA and intravenous immunoglobulin (IVIG) resistance.
Results: During five years, we recruited 121 cases of KD under 13 years of age. The rates of CAA and IVIG resistance were 16.5%,
and 13.2% respectively. The IVIG resistance group was significantly younger than responder patients. All five scores had low
sensitivity in predicting CAA or IVIG resistant cases; the highest sensitivity pertained to the Harada score with 50% sensitivity and
59% specificity (the area under the curve: 0.545, with a 95% confidence interval: 0.423 to 0.667) in predicting CAA, which is
lower than the usual acceptable criteria for a screening test. The specificity of all other scores were more than 85% in predicting
CAA or IVIG resistance. Gender, fever before therapy and laboratory data showed no significant difference between the groups.
Conclusion: The Kobayashi, Egami, Sano, Nakano and Harada scores have limited usefulness in the Iranian population to predict
high risk patients for coronary artery involvement or IVIG resistance; in our study, age under one year was a risk factor for IVIG
resistance.
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Introduction
Kawasaki disease (KD) is the most frequent cause of
medium size autoimmune vasculitis with coronary artery
involvement, ranging from arterial wall brightness to giant
aneurysms. Coronary complications, with a prevalence
of 10% to 25% of untreated patients in different
populations, are the most important long-term morbidity
of KD.1-3 Due to the importance of coronary involvement
in KD and description of treatment protocol, many
investigators have attempted to present a risk score for
coronary artery involvement and criteria for intravenous
immunoglobulin (IVIG) resistance.4-7 The aim of these
studies was determination of IVIG resistant in refractory
cases, presuming that IVIG resistance might increase the
risk of coronary artery involvement and mandate other
treatment strategies or more aggressive therapy as the first
step. These investigations have resulted in development of
various KD scores.
Some of the well-known KD scoring systems are
Kobayashi, Egami, Sano, Nakano and Harada scores
from Japan.5,7-11 These scoring systems are presented in
the complementary section at the end of the article. All of
these systems try to identify IVIG resistance cases, who are

at high risk for coronary artery aneurysm (CAA), based on
a combination of clinical and laboratory data.10,12
Each system chooses a specific combination of certain
parameters such as age, ESR, CRP, WBC, sodium,
platelet, aspartate aminotransferase and total bilirubin and
then use the aggregate score to predict the risk for each
patient. Most of the parameters are common among all of
these systems.10,12
Nevertheless, studies in different populations have
yielded controversial results in terms of the sensitivity and
specificity of these scoring systems, suggesting that these
systems do not seem to have the same predictive value
across different populations. Therefore, previous studies
have recommended them to be individually investigated
in each country.6,13,14
The Iranian population has a relatively high rate of
CAA in addition to early treatment with IVIG.2,14-16
Some epidemiologic studies from Iran report a CAA rate
of about 15% to 20%, which goes even as high as 47%
in a few studies.2 Thus, identifying the high risk group
among these patients may change our treatment policy
and decrease the rate of CAA.
This study tried to evaluate the accuracy of these
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well-known KD scoring systems in a southern Iranian
population in predicting high risk patients.
Material and Methods
This is a cross-sectional retrospective investigation
conducted from 2012 to 2017 on pediatric and adolescent
patients with a diagnosis of KD or incomplete KD based
on the American Heart Association guideline who were
admitted to the hospitals of Shiraz University of Medical
Sciences, Shiraz, Iran, the referral centers of pediatric
diseases in southern Iran.17 The patients’ clinical data were
reviewed and the relevant data were recorded for analysis.
We checked the relevant data for each patient, including
age and sex, clinical signs especially duration of fever before
IVIG treatment, laboratory data such as CBC, ESR, LFT,
BUN, Cr, Na, K, and urine analysis. We also evaluated
echocardiography data for coronary artery involvement
like wall brightness, thickening, aneurysm formation
(number, size and location of the abnormalities), and
other cardiac anomalies such as valvular regurgitation and
alteration in left ventricular function. All patients were
followed for 6 weeks based the on standard protocol for
KD management.
Criteria of the CAA were defined as diameter more
than 3 mm in patients aged under 5 years, diameter more
than 4 mm in patients aged 5 years or more, or a localized
coronary artery dilatation 1.5 times compared to the
adjacent coronary segment.17 Other forms of incomplete
criteria for coronary involvement such as coronary artery
dimension z-score between 2 and 2.5, coronary wall
brightening, tubular dilatation and lack of tapering, also
labeled as early stages of coronary artery involvement, and
all patients with any coronary artery involvement were
labeled as the high risk group in statistical analysis. The
time of detection of CAA during 6 weeks of follow-up did
not matter, and all patients with aneurysm at any time
were categorized in the CAA group.
Echocardiographic assessments were done with
2-dimentional, M-mode and Doppler methods.
M-mode data included the inter-ventricular septum,
and left ventricular posterior wall diameter in systole and
diastole and we evaluated ejection fraction and fractional
shortening in long-axis view. We performed M – mode
echocardiography for ejection fraction at the site of mitral
valve leaflets.18
In addition, we investigated treatments including IVIG
dosage and frequencies and use of steroids or Infliximab.
The IVIG resistant group was defined as patients who
needed more than 2 g/kg IVIG to stop fever, recurrent
fever and any patient who needed steroid or Infliximab to
control the disease.
Then, we calculated the Kobayashi, Egami, Sano,
Nakano, and Harada scores across the two groups
(Resistant vs. Responder to IVIG and also No CAA
vs. CAA) to investigate the accuracy of these scores in
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prediction of CAA formation and IVIG resistance. For
details of these scores, refer to the complementary data at
the end of the article.
We excluded patients who did not have a thorough
follow-up.
The initial clinical and laboratory data were used to
calculate the disease scores. Any CAA during the followup period was included in this study as a case with positive
CAA. All data were analyzed using SPSS, IBM software
windows version 24. We analyzed the sample using
statistical tests including independent t test, chi-square
test, ANOVA test and ROC curve.
Factors pertaining to each of these scores are presented
in complementary data (Table S1) at the end of this article.
The format of the table was imported from an article by
Rigante et al reviewing these scores.11
Results
All the patients enrolled with impression of KD with
complete follow-up for 6 weeks were 121 cases; the age
range of all cases was 4 months to 13 years with 57% male
and a M/F ratio of 1.3; while 101 patients had normal
coronary arteries (83.5%), 20 patients developed coronary
involvement (16.5%).
The most common involved coronary arteries were the
left anterior descending with 60% involvement, followed
by the left main coronary artery (50%) and then the right
coronary artery (40%). Involvement of the left circumflex
artery was not observed in this study. Coronary artery
involvement persisted in three patients after the 6th weeks
of follow-up in spite of IVIG therapy in the right time.
One patient developed CAA one month after treatment:
this case had no CAA during hospitalization and had
undergone appropriate treatment.
Only one patient needed prednisolone in addition to
two doses of IVIG to stop fever, while all the other patients
were treated with only IVIG.
The patients were stratified based on normal coronary
arteries and coronary involvement as shown in Tables
1-4; they were also categorized with regard to being IVIG
responder or resistant, as illustrated in Tables 5-7.
We categorized our patients in three age groups and
the rate of aneurysm in each group was determined.
Chi-square test did not show any significant statistical
difference in CAA among the three age groups.
Laboratory data are presented in Table 2, showing no
difference between the two groups of CAA.
M-Mode data also showed no significant difference
between the two groups of patients.
In the next step, we calculated the five scores for each
of the two groups and analyzed the accuracy of each score
in detecting high risk patients for CAA. These data are
presented in Tables 3 and 4.
None of the scores could predict the high risk patients
and all the results showed non-significant difference.

Kawasaki Disease Scoring Systems
Table 1. Demographic Characteristics in Two Groups (with and without
Coronary Artery Involvement) Based on Echocardiography
Variables

No Coronary
Involvement
n = 101

Coronary
Involvement
n = 20

56 (55.4)

13 (65)

Sex

0.430

Male
Female
Age (mean ± SD)
Fever (range)

P Value

45 (44.6)

7 (35)

3.64 ± 2.7 (0.33–13)

2.8 ±1.9 (0.33–7)

0.211

9.3 ± 6.4 (1–45)

8.5 ± 5.4 (1–60)

0.305

Age (y)

0.532

<1

11 (10.9)

4 (20)

1 ≤ age <5

69 (68.3)

12 (60)

≥5 age

21 (20.8)

4(20)

No Coronary
Involvement
(Range or SD) n = 101

Coronary Involvement
(Range or SD)
n = 20

P Value

14300 (5300–22500)

10600 (6700–33000)

0.975

56.6 (17.5)

51.1 (19.8)

0.285

Hct

31.2 (23–38.5)

29.8 (23.7–35.6)

0.591

Plt

397477 (198197)

460150 (240087)

0.215

0.4 (0.2–4.3)

0.4 (0.2–1.57)

0.717

0.21 (0.35)

0.18 (0.14)

0.680

35.44 (22.59)

36.94 (18.53)

0.791

WBC
Neutrophil
count

T.Bili
D.Bili
AST

No Coronary
Involvement,
No. (%) (n = 101)

Coronary
Involvement,
No. (%) (n = 20)

Low risk

80 (81.7)

18 (18.3)

High risk

13 (93)

1 (7)

0 (0)

1 (100)

Low risk

90 (84)

17 (16)

High risk

11 (78.6)

3 (21.4)

Low risk

91 (83.5)

18 (16.5)

High risk

10 (83.3)

2 (16.7)

Low risk

59 (85.5)

10 (14.5)

High risk

41 (80.4)

10 (19.6)

Scoring System
Kobayashi

Very high risk

ALT

20.5 (3–226)

25 (11–302)

0.736

Na

137.21 (3.62)

137.26 (3.51)

0.956

K

4.49 (0.75)

4.29 (0.71)

0.297

T.Pro

7.34 (1.37)

7.61 (1.42)

0.492

Alb

3.71 (0.66)

3.48 (0.52)

0.194

ESR

67.85 (30.94)

73.95 (31.31)

0.435

CRP

66.24 (46.80)

54.19 (52.37)

0.316

BS

97.57 (22.93)

92.33 (25.27)

0.390

M-Mode Echocardiography Data
EF

69.38 (5.55)

68.50 (5.91)

0.528

FS

37.58 (7.33)

37.11 (4.68)

0.786

WBC, white blood cell; Hct, hematocrit; Plt, platelet; T.Bili, total bilirubin;
D.Bili, direct bilirubin; AST, aspartate aminotransferase; ALT, alanine
aminotransferase; Na, sodium; K, potassium; T.Pro, total protein; Alb,
albumin; ESR, erythrocyte sedimentation rate; CRP, C-reactive protein; BS,
blood sugar; EF, ejection fraction; FS, fractional shortening.

These analyses showed very low sensitivity for all of the
scores in detecting high risk patients as well as low positive
predictive value. The best specificity was pertained to the
“Sano” score.
Furthermore, the IVIG resistance rate was also evaluated
and reanalyzed with the five scores to evaluate the power
of prediction of resistant cases in each system. Table 5
shows that we had 13.2 % resistant cases, defined as IVIG
>2.0 g/kg or need for steroid therapy to control fever.
In demographic data, age showed a significant statistical

P Value
0.056

Egami

0.6

Sano

Table 2. Laboratory Data and M-Mode Echocardiography Data in the Two
Groups (with and without Coronary Artery Involvement)
Variables

Table 3. Different Scores in the Groups with and without Coronary Artery
Involvement

0.989

Harada

0.457

Nakano

0.364

Low risk

89 (82.4)

19 (17.6)

High risk

12 (92.3)

1 (7.7)

difference between the IVIG responsive and resistant
groups (Table 5).
Analysis of the five scores in terms of IVIG response is
shown in Table 6. None of the scores could differentiate
between resistant and non-resistant cases or predict
resistance in our patients.
Sensitivity and specificity analysis in these settings
also revealed low sensitivity and high specificity for all
the scores in predicting IVIG resistance. The Kobayashi
score had the highest specificity (100% positive predictive
value).
Discussion
KD is a medium-sized vasculitis of unknown etiology,
which is most probably due to infectious and immunologic
etiology; and it is the leading cause of CAA in the pediatric
age group.1,19 The main problem is coronary artery
involvement and many investigators have tried to evaluate
the patients to find the risk of coronary artery involvement
and identify patients at high risk of complications.12,20-22
The Japanese scoring systems are the most well-known
criteria for finding high risk patients.10,12 However, since
the applicability of these scores in different countries is
unknown, researchers have recommended to evaluate the
scores in other countries individually.13,14 This study aimed
to evaluate these scores in an Iranian population.
In the present study, the rate of aneurysm in spite of
appropriate treatment was relatively high (16.5%);
this finding has been reported in some other studies
on Iranian populations.2,15,16 In comparison to other
countries, Iranian studies have a higher rate of coronary
artery involvement.1,3,19 This may be related to the multifactorial nature of KD and the genetic background in
Arch Iran Med, Volume 23, Issue 1, January 2020
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Table 4. Calculation of Sensitivity, Specificity and Predictive Values of Different Scores in Predicting Coronary Artery Involvement Based on Five Scores
Risk Scores

Sensitivity

Specificity

PPV

NPV

Accuracy

Kobayashi

5

86

100

81.63

71.68

AUC -- 95% Confidence Interval
0.5 -- 0.42 to 0.531

Egami

15

89.1

21.43

84.11

76.86

0.521 -- 0.435 to 0.606

Sano

10

91.1

16.67

83.49

75.21

0.5 -- 0.427 to 0.574

Harada

50

59

19.61

85.5

57.5

0.545 -- 0.423 to 0.667

Nakano

5

88.12

7.7

82.40

74.38

0.5 -- 0.41 to 0.523

PPV, positive predictive value; NPV, negative predictive value; AUC, area under curve.

Table 5. Demographic Data of the Patients in Terms of IVIG Resistance
IVIG Response
Variables

Responder
n = 105 (86.8%)

Resistance
n = 16 (13.2%)

57 (54.3%)

12 (75.0%)

Sex

P Value
0.122

Male
Female

48 (45.7%)

4 (25.0%)

3.66 ± 2.6 (0.33–13)

2.53 ± 2.5 (0.33–8)

0.02

10 ± 6 (1–45)

8 ± 5 (1–20)

0.3

<1 years

10 (9.5%)

5 (31.3%)

1 ≤ age <5

73 (69.5%)

8 (50.0%)

≥5 age

2 (15.2%)

3 (18.8%)

Age (range)
Fever (range)
Age category

0.046a

IVIG, intravenous immune globulin.
a
Under-1-year group had a different proportion.

Table 6. IVIG Resistance and Kawasaki Disease Scores
IVIG Response
Scoring system

Responder, No. (%)
(n = 105)

Responder, No. (%)
(n = 16)

Kobayashi

97

16

Low risk

84 (86.6)

14 (87.5)

High risk

13 (13.4)

1 (6.3)

Very high risk

0 ( 0.0 )

1 (6.3)

Egami

105

16

Low risk

94 (89.5)

13 (81.3)

High risk

1 (10.5)

3 (18.8)

Sano

105

16

Low risk

94 (89.5)

15 ( 93.8 )

High risk

11 (10.5)

1 ( 6.3 )

Harada

104

16

Low risk

59 (56.7)

10 (62.5)

High risk

45 (43.3)

6 (37.5)

105

16

Low risk

9 (89.5)

14 (87.5)

High risk

11 (10.5)

2 (12.5)

Nakano

P value

0.036

0.41

0.6

0.56

0.6

IVIG, intravenous immune globulin.

Iranian populations.1,23 Regarding this finding, we tried
to evaluate our patients for the risk of coronary artery
disease and IVIG resistance based on other investigations
in KD score.
Most studies indicate that the age under 1 year or above
5 years is a risk factor for development of CAA,7,24,25
although in our study there was not any difference in
the incidence of CAA among infants and older patients.
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However, patients with lower age had more IVIG resistance
(mean age 3.66 ± 2.6 vs 2.53 ± 2.5 in responders vs. nonresponders; P value: 0.046, Table 5). This result has been
confirmed by some other investigators.8,10,26 Thus, this age
group might be prone to IVIG resistance.
Non-significant age difference for CAA may be related
to the paucity of case numbers or to the awareness of
pediatricians regarding KD and prompt therapy. In the
past, some patients with age under 1 year had delayed
diagnosis of KD due to nonspecific or atypical presentation
in this age group; so, they were at risk of delayed treatment
and increased complications. Nowadays, the pediatricians
usually consider KD as a differential diagnosis of prolonged
fever in infancy and childhood.
Some related para-clinical data such as albumin,
hemoglobin and urine analysis are useful for diagnosis of
KD.1 However, in our study, analysis of these lab data did
not reveal any predictive value for patients regarding either
CAA or IVIG resistance (Table 2). Some investigators
use these factors in combination with other data to
predict complications and a few studies have proposed a
relationship between them and disease complications.5,7,27
It seems that a combination of these factors along with
clinical data would be a more acceptable method to
categorize the risk of complications.
Therefore, a combination of para-clinical and clinical
data in five KD score systems was calculated in our
study.4,5,7-9,28 We evaluated all these scores for each patient,
but we could not find good sensitivity for any of them
in predicting either CAA or IVIG resistance. The low
sensitivity of these factors has been reported by some
investigators.12,14,29 It seems that there is conflicting data
regarding the efficacy of these scores in predicting KD
complications which may be dependent on many factors
such as race and genetic background.22,23 Most Southeast
Asian articles are in consensus with these scores and at least
one of these scores has been useful in their population; but
other areas have reported greater controversies.3,26,29 In the
Iranian population, few studies have focused on evaluating
these scores’ sensitivity and specificity. Raeeskarami et al
evaluated the Kobayashi score in an Iranian population
and concluded that these scores could not predict the high
risk group for CAA.14 Our study evaluated multiple scores
for the first time in an Iranian population and found very
low sensitivity for all scores in finding high risk patients

Kawasaki Disease Scoring Systems
Table 7. Sensitivity and Specificity of the Five Kawasaki Scores in Predicting IVIG Resistant Cases
Risk Scores

Sensitivity

Specificity

PPV

NPV

Accuracy

Kobayashi

6.25

97.53

100

84.95

75.47

AUC -- 95% Confidence Interval
0.5 -- 0.405 to 0.595

Egami

18.75

89.54

21.43

87.73

78.57

0.541 -- 0.438 to 0.644

Sano

6.25

89.58

8.3

86.2

77.67

0.521 -- 0.453 to 0.589

Harada

37.5

56.74

11.7

85.5

52.25

0.529 -- 0.397 to 0.660

Nakano

12.5

89.5

15.3

87

79.36

0.510 -- 0.421 to 0.599

PPV, positive predictive value; NPV, negative predictive value; AUC, area under curve.

for either CAA or IVIG resistance. On the other hand,
the analysis showed good specificity for all scores, which
has been confirmed in some similar studies.12-14 Good
specificity means that these scores could find actual
negatives, but they miss many high risk patients with low
sensitivity. This leads to limited usefulness of the score
for screening in our population, especially when we wish
to identify the few high risk patients from among many
patients.
Among all of the mentioned scores, Harada had the
highest sensitivity for predicting CAA. This score was
initially introduced to find patients who might benefit
from IVIG treatment, at the time when IVIG was not used
for all cases of KD. It includes two clinical (age, gender)
and five para-clinical items to categorize the patients
as low risk or high risk for CAA. In this study, Harada
score had the best combination of sensitivity (50%) and
specificity (59%) and it may be the most reliable scoring
system for the Iranian population to predict CAA and,
with less sensitivity, IVIG resistance. Nevertheless, the
sensitivity and specificity of this score are lower than the
usual acceptable criteria for a screening test in clinical
settings.
In conclusion, the Iranian people have a high rate of
coronary artery involvement with KD. The Japanese KD
scores have limited usefulness in the Iranian population and
cannot be used to predict high risk patients for coronary
artery involvement or IVIG resistance. Age under 1 year is
a risk factor for IVIG resistance and should be considered
in management of KD.
Authors’ Contribution
Main idea and proposal prepration: MRE, HM, HA and NM; Data
gathering and data entering: MG, NM, ED and KK; Data analysis:
MRE, HM, NM, GA and MB; Writing: HM, MG, HA, MRE and RB;
Finalization and review: MB, GA, MRE and RB.
Conflict of Interest Disclosures
There no conflict of interest to declare.
Ethical Statement
This research was evaluated by ethics committee of Shiraz
University of Medical Sciences and was found to be in accordance
to the ethical principles and the national norms and standards
for conducting Medical Research in Iran and was registered with
Approval ID IR.SUMS.MED.REC.1397.253.
Supplementary Materials
Supplementary file 1 contains Table S1.

References
1. McCrindle BW, Rowley AH, Newburger JW, Burns JC, Bolger
AF, Gewitz M, et al. Diagnosis, treatment, and long-term
management of kawasaki disease: a scientific statement for
health professionals from the American Heart Association.
Circulation.
2017;135(17):e927-e99.
doi:
10.1161/
CIR.0000000000000484.
2. Mohammadzadeh I, Noei S, Babazadeh K, Zamani H, BarariSavadkoohi R, Alizadeh-Navaei R. Comparison of early and
late intravenous gamma globulin treatment of Kawasaki
disease on fever and cardiovascular complications. Caspian J
Intern Med. 2016;7(3):211-6.
3. Uehara R, Belay ED. Epidemiology of Kawasaki disease in Asia,
Europe, and the United States. J Epidemiol. 2012;22(2):79-85.
doi: 10.2188/jea.je20110131.
4. Skochko SM, Jain S, Sun X, Sivilay N, Kanegaye JT, Pancheri
J, et al. Kawasaki disease outcomes and response to therapy
in a multiethnic community: a 10-year experience. J Pediatr.
2018;203:408-15.e3. doi: 10.1016/j.jpeds.2018.07.090.
5. Kobayashi T, Inoue Y, Morikawa A. [Risk stratification and
prediction of resistance to intravenous immunoglobulin in
Kawasaki disease]. Nihon Rinsho. 2008;66(2):332-7.
6. Bar-Meir M, Kalisky I, Schwartz A, Somekh E, Tasher D,
Israeli Kawasaki G. Prediction of resistance to intravenous
immunoglobulin in children with kawasaki disease. J Pediatric
Infect Dis Soc. 2018;7(1):25-9. doi: 10.1093/jpids/piw075.
7. Nakano H, Ueda K, Saito A, Tsuchitani Y, Kawamori J, Miyake
T, et al. Scoring method for identifying patients with Kawasaki
disease at high risk of coronary artery aneurysms. Am J Cardiol.
1986;58(9):739-42. doi: 10.1016/0002-9149(86)90348-6.
8. Egami K, Muta H, Ishii M, Suda K, Sugahara Y, Iemura M, et
al. Prediction of resistance to intravenous immunoglobulin
treatment in patients with Kawasaki disease. J Pediatr.
2006;149(2):237-40. doi: 10.1016/j.jpeds.2006.03.050.
9. Sano T, Kurotobi S, Matsuzaki K, Yamamoto T, Maki I, Miki
K, et al. Prediction of non-responsiveness to standard highdose gamma-globulin therapy in patients with acute Kawasaki
disease before starting initial treatment. Eur J Pediatr.
2007;166(2):131-7. doi:
10.1007/s00431-006-0223-z.
10. Navaeifar MR, Rezai MS. Intravenous immunoglobulin
resistant Kawasaki disease. J Pediatr Rev. 2013;1(1):44-52.
11. Rigante D, Andreozzi L, Fastiggi M, Bracci B, Natale MF,
Esposito S. Critical overview of the risk scoring systems to
predict non-responsiveness to intravenous immunoglobulin
in Kawasaki syndrome. Int J Mol Sci. 2016;17(3):278. doi:
10.3390/ijms17030278.
12. Qian W, Tang Y, Yan W, Sun L, Lv H. A comparison of efficacy
of six prediction models for intravenous immunoglobulin
resistance in Kawasaki disease. Ital J Pediatr. 2018;44(1):33.
doi: 10.1186/s13052-018-0475-z.
13. Tewelde H, Yoon J, Van Ittersum W, Worley S, Preminger T,
Goldfarb J. The Harada score in the US population of children
with Kawasaki disease. Hosp Pediatr. 2014;4(4):233-8. doi:
10.1542/hpeds.2014-0008.
Arch Iran Med, Volume 23, Issue 1, January 2020

35

Edraki MR et al
14. Raeeskarami S-R, Tahghighi F, Ziaee Bigdeli AH, Assari R,
Ziaee V, Aghighi Y, et al. Role of Kobayashi Risk Scoring for
Determining Refractory Kawasaki Disease. J Compr Pediatr.
2018;9(4). doi: 10.5812/compreped.67116.
15. Asadi-Pooya AA, Borzoee M, Amoozgar H. The experience
with 113 patients with Kawasaki disease in Fars Province, Iran.
Turk J Pediatr. 2006;48(2):109-14.
16. Moradinejad MH, Kiani A. Kawasaki disease in 159 Iranian
children. Iran J Pediatr. 2007;17(3):241-6.
17. Newburger JW, Takahashi M, Gerber MA, Gewitz MH,
Tani LY, Burns JC, et al. Diagnosis, treatment, and longterm management of Kawasaki disease: a statement for
health professionals from the Committee on Rheumatic
Fever, Endocarditis and Kawasaki Disease, Council on
Cardiovascular Disease in the Young, American Heart
Association. Circulation. 2004;110(17):2747-71. doi:
10.1161/01.CIR.0000145143.19711.78.
18. Amoozgar H, Salehi M, Borzoee M, Ajami G, Edraki MR,
Mehdizadegan N, et al. Balloon Valvuloplasty for Pulmonary
Stenosis in Children: Immediate Outcome and Cardiac
Remodeling during Midterm Follow-up. Iran J Pediatr.
2017;27(6):e10058. doi: 10.5812/ijp.10058.
19. Kim GB, Park S, Eun LY, Han JW, Lee SY, Yoon KL, et al.
Epidemiology and Clinical Features of Kawasaki Disease in
South Korea, 2012-2014. Pediatr Infect Dis J. 2017;36(5):4825. doi: 10.1097/INF.0000000000001474.
20. Ogata S. Kawasaki Disease Diagnosis and Complication Rates
in the United States and Japan. In: Saji B, Newburger J, Burns
J, Takahashi M, eds. Kawasaki Disease. Tokyo: Springer; 2017.
p. 215-22. doi: 10.1007/978-4-431-56039-5_24.
21. Kato H, Sugimura T, Akagi T, Sato N, Hashino K, Maeno
Y, et al. Long-term consequences of Kawasaki disease. A
10- to 21-year follow-up study of 594 patients. Circulation.
1996;94(6):1379-85. doi: 10.1161/01.cir.94.6.1379.
22. Kuo HC, Wong HS, Chang WP, Chen BK, Wu MS, Yang KD, et

23.

24.

25.

26.

27.

28.

29.

al. Prediction for Intravenous immunoglobulin resistance by
using weighted genetic risk score identified from genome-wide
association study in Kawasaki disease. Circ Cardiovasc Genet.
2017;10(5). doi: 10.1161/CIRCGENETICS.116.001625.
Assari R, Aghighi Y, Ziaee V, Sadr M, Rezaei A, Rahmani F,
et al. Interleukin-4 cytokine single nucleotide polymorphisms
in kawasaki disease: a case-control study and a review
of knowledge. Int J Rheum Dis. 2018;21(1):266-70. doi:
10.1111/1756-185X.12968.
Nakamura Y, Yashiro M, Uehara R, Sadakane A, Tsuboi S,
Aoyama Y, et al. Epidemiologic features of Kawasaki disease
in Japan: results of the 2009-2010 nationwide survey. J
Epidemiol. 2012;22(3):216-21. doi: 10.2188/jea.je20110126.
Kitano N, Suzuki H, Takeuchi T, Suenaga T, Kakimoto N,
Shibuta S, et al. Epidemiologic features and prognostic factors
of coronary artery lesions associated with Kawasaki disease
based on a 13-year cohort of consecutive cases identified
by complete enumeration surveys in Wakayama, Japan. J
Epidemiol. 2014;24(5):427-34. doi: 10.2188/jea.je20140018.
Tang Y, Yan W, Sun L, Huang J, Qian W, Ding Y, et al. Prediction
of intravenous immunoglobulin resistance in Kawasaki
disease in an East China population. Clin Rheumatol.
2016;35(11):2771-6. doi: 10.1007/s10067-016-3370-2.
Lee SM, Lee JB, Go YB, Song HY, Lee BJ, Kwak JH. Prediction
of resistance to standard intravenous immunoglobulin therapy
in kawasaki disease. Korean Circ J. 2014;44(6):415-22. doi:
10.4070/kcj.2014.44.6.415.
Harada K. Intravenous gamma-globulin treatment in
Kawasaki disease. Acta Paediatr Jpn. 1991;33(6):805-10. doi:
10.1111/j.1442-200x.1991.tb02612.x.
Sleeper LA, Minich LL, McCrindle BM, Li JS, Mason W,
Colan SD, et al. Evaluation of Kawasaki disease risk-scoring
systems for intravenous immunoglobulin resistance. J Pediatr.
2011;158(5):831-5e3. doi: 10.1016/j.jpeds.2010.10.031.

© 2020 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.
org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

36

Arch Iran Med, Volume 23, Issue 1, January 2020

