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TOM TAT KAWASAKI GUIDELINE AHA 2024

1. Téng quan
-Bénh sét cap tinh chu y&u tré <5 tudi , nguyén nhan dan dén bénh tim méac phai & tré em
-Néu khdéng dugc diéu tri , # 25% tré sé tién trién thanh gian vanh (coronary artery dilation ) hoac phinh DMV
(CA aneurysms)
-Ti l& 18-25 tré /100.000 tré <5 tudi, ti l& nay cao gap 10-30 lan & qudc gia nhu Nhat Ban, Han Quéc, Trung Quéc
va Pai Loan
-Sinh bé&nh hoc KD van chua ré va chan doan dya trén cac tiéu chuan lAm sang.
-So vdi nhitng khuyén cdo AHA 2017, khéng c6 su khac biét vé tiéu chuédn chan doan , chan doan sém KD rat
quan trong dé gidm nguy co CAAs .
-Tiéu chuén xac dinh bénh nhan cé nguy co cao phat trién CAA (ngudi ma cd Lgi ich khi diéu tri tich cuc)
-Nhirng tién b vé hinh anh hoc tim mach da cai thién kha nang phat hién hep CA & tré KD nhung tan suét lam
hinh anh hoc va pp hinh anh hoc nao t8t nhat dé xac dinh &'tré c6 nguy cd nhdi mau co' tim (MI) van con chua rd
2. Chan doan kawasaki ? nhirng van dé chinh can quan tdm ?
-Can nhan manh chan doan kawasaki du'a vao ldm sang (lu'u dd) gém KD hoan toan & khéng hoan toan
+ Can A KD trong 10 ngay tir khi khdi phat sét, ly twdng 4-5 ngay déi vs thé KD hoan toan (complete KD) va cang
s@m cang t8t va trong vong 10 ngay tir khi khdi phat sét ddi vs thé khéng hoan toan (incomplete KD)
+Piéu trji trong vong 10 ngay tir khi khdi phat s6t c6 lién quan chat ché tdi nguy co gidn vanh va phinh DMV thap
hon
+Xd tré c6 nguy ca cao CAA tai thdi diém chan doan cho phép diéu tri tich cuc khang viém —>cai thién két cuc CA
+ Mac du xac dinh tat ca tré KD c6 nguy co phat trién CAA trong quan thé da sac tdc (multiethnic population) van
con thach thire, 1 vai tiéu chuén cho tré Bac Mi da dugc cong b6 .
_Chan doan phan biét kawasaki (thudng pb MIS-C)
-Chuy dén thé nang of KD :
*KD shock syndrome hiém nhuwng la 1 thé lam sang nang vs biéu hién : Shock gian mach, ha huyét ap, giam
twdi mau ngoaivi, +/- suy chirc nang co'tim
* Vi khdng c6 XN dac hiéu cho KD , KD va h/c shock lién quan t6i KD c6 thé khé dé pb véi cac rdi loan lam
tang phan i'ng viém khac.
3. Tré KD cé6 nguy co’' phat trién CAA (CA aneurysms )?
-Tré <6 thang tudi va CA Z score = 2.5 trong lan SA dau.
-Tré <1 tudi c6 nguy ca cao han phat trién CAA so vs tré l6n
-Tilé CAAs & tré tr 6-12 thang (40%) va <6 thang (68%)
-Céac nghién cltu da chi ra rang tré <6 thang c6 nguy co cao dac trung cho phat trién CAAs vdi gan 50% tré c6 SA
tim vGi CA Z score = 2.5 thdi diém ban dau
- Tiéu chuén diém nguy co dk xac dinh (Son et al) & quan thé Bac Mi bao gdm : tudi <6 thang, chiing tdc Chau A,
CA Z score >2 ( SA ban dau) va CRP >13 mg/dL (mdi tiéu chuédn dk cdng 1 diém , tiéu chuan CA dk cong 2 diém).
Diém nguy co 23 tién doan manh CAA vao khoang 8w sau dgt cap

CHAN DOAN KAWASAKI

A XN CAN LAM SANG
CTM, VS, CRP, panel chuyén héa co ban, ALT, GGT, Bil total, TPTNT 10 thong s6 ( tui hirng or gitra dong) , soi
nudc tiéu.

B DANH GIATIM MACH
Siéu amtim va ECG
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c TIEU CHUAN CHAN POAN KD HOAN TOAN

e S8t it nhat 4 ngay (ngay 1= ngay khdi phat s6t) + it nhat 4/5 tiéu chudn [d&m sang tai bat ki thai diém nao
trong dot bénh (khéng can xuat hién déng thai)
e Hong ban da dang (polymorphous rash)
e Sung huyé&t két mac méat hai bén , khédng xuét tiét
e Triéu chitng 8 miéng : Hong ban va nit moi, lwdi dau hoac héng ban niém mac miéng hau
o Sung huyétva phu tay chan trong giai doan cép va/hoac bong da dau chi, bong da lan toa giai
doan ban cép
e Hachcé:thudng 1 bén, hodc 1 dam hach=1.5cm
Khéng nghi dén bénh khac phu hgp vs triéu chirng ldm sang

D TIEU CHUAN CHAN POAN KD KHONG HOAN TOAN

e S&t kéo dai khong giai thich dugc va 2-3/5 tiéu chuan lam sang HOAC tré nhii nhi sét 7 ngay khong giai
thich dugc ( ngay 1 = ngay khai phat s&t) VA CLS phl hop hodc dau hiéu trén SA tim

o CRP=3mg/dL hoac ESR =40 mm/h, hoac ca hai;
Kém =3 d4u hiéu dudi day
-Thiéu mau theo tudi
-Tiéu cau = 450,000
-Albumin <3 g/dL
Tang ALT
-Tang WBCs 215,000/mm3
-WBCs niéu =10/hpf ( ti€u bach cau vé khuan)

o LAD CAhoac RCA=2.5Zscore

o Hoé&c =3 tiéu chudn goiy : chirc nang that trai d,h& 214, tran dich mang ngoai tim (pericardial
effusion) hoac LAD hoac RCA 2-2.5Z score

e <6thang
e LAD hodc RCACA=2.5z-score &siéu dm lan dau (baseline)
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Kawasaki Disease Evaluation and Management

KD suspected in the pediatrician's
office or emergency department

v

Perform laboratory testing® and consult infectious
disease/rheumatology/cardiology or local KD team for evaluation

| !

{ Complete KD criteria met® ¢ } [ Suspected incomplete KD® P

l

[ 1. First-line treatment: IVIG and aspirin J

Consider repeat
evaluation if
fever persists
Exit Pathway

Decision
to treat per KD
team?

l L 2. Assess for high-risk features
h Tyﬁ m NO .| Reevaluation at 36 h after
e o) 7| completion of first dose of IVIG
present?t

YES

Intensification of inital therapy (see Table 3)
Clinical and laboratory monitoring by KD experts
Repeat echo Q2-3 d or as per cardiology

See Figure 2 for management of
evolving coronary arteries

v

* Discharge home

* Transition to low-dose aspirin

* No live vaccination for 11 mo post IVIG

* Follow-up cardiology visit with echo within
7-14 d or sooner for high-risk (confirm
date with cardiology or KD team at discharge)

* Provide KD educalion (return precaution for
fever or return of KD symptoms)

Exit Path
\\ xit Pathway //

4. VAan dé diéu tri kawasaki ?

Phan nhém | Pinhnghia | Pidu tri Luuy

Diéu tri ban dau (Initial therapy)
—IVIG +Aspirin
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(1)Tré KD hoan
toan/ KD
khong hoan
toan VA khéng
c6 yéu té nguy
co’'cao

Thoda tiéu
chuén KD
hoan toan
hoac KD
khéng hoan
toan

*IVIG 2g/kg truyén trong 8-12h

Thai gian
30 phat dau
tién

30 phut tiép
theo (néu BN
dung nap)
30 phut tiép
theo (néu BN
dung nap)

T6c do truyén

0.6 ml/kg/h (theo
kinh nghiém BVND1
chi nén khé&i dau vs
0.3 ml/kg/h)

1.2 mUkg/h

2.4 ml/kg/h

Téc d6 truyén duy tri c6 thé nhanh
hon, max 4mU/kg/gi®

*P/w lic truyén : nhire dau, én
lanh, dau co, kho khé, nhip tim
nhanh, buén nén, tut HA - truyén
cham lai hoac ngung thudc

*Aspirin liéu trung binh (30-50
mg/kg/ngay) hoéc lieu cao (80-100

mg/kg/ngay)

*Aspirin liéu thap : 3-5 mg/kg/ngay

*IVIG

-IVIG thudng dung nap tét

-Thi€u mau tan huyét la bién chiing phu thuéc
lidu khi ding IVIG (thuong gap &' tré nhém mau
A, B, AB)

-Tré béo phi dé nghj dung khéi long nac (lean
body mass) — giam nguy co’thiéu mau tan
huyét

-IVIG cé6 thé gdy VMN vé khuén (aseptic
meningitis) thuong thodng qua va khong dé lai
dichdng

-T4t ca vac-xin s8ng : s&i, quai bi, rubella va
thdy dau nén dk tri hodn 11 thang sau khi
truyén IVIG ( vi cé thé gidm hiéu qué cua
nhing vx séng nay)

_VS (ERS) ting sau khi truyén IVIG, do dé VS
khéng la marker dang tin danh gia phan tng
viém sau khi truyén IVIG .

**Aspirin

-Aspirin dk chi dinh trong giai doan cép
-Aspirin tru'dc kia dk dung ligu trung binh (30-
50 mg/kg/ngay) hoéc ligu cao (80-100
mg/kg/ngay) nhu' 1 liéu phap khang viém va
hiéu qud chéng ngung tap ti€u cdu cho dén
khi tré hét s6t 48-72h

-Ligu thép aspirin (3-5 mg/kg/ngay ) dung 1 l&n
dé chéng ngung tap tiéu cdu sau khi hét s6t va
tiép tuc 6-8w tir khi khdi phat bénh

-Ngay cang cé nhiéu bang chiing vé dung
aspirin liéu TB hoac liéu cao trong phase cap
cO vé khéng lién quan tdi cai thién két cuc
DMV .

-BN di ing hoac khang tri vdi aspirin ,
clopidogrel hoac dipyridamole c6 thé dk st
dung.

-Liéu phdp | khdng ti€u cdu kép (dual) c6 thé
dk can nhac & nhing VN cé CA Zscore =5,
mac du st dung aspirin va clopidogrel thi dk
ngoai suy tir ngu'oi [dn ??? (can thém céc tho
nghiém ngéu nhién )

Diéu tri tich cyc (Intensification therapy)
—IVIG ( c6 thé can IVIG liéu thi’ 2) + Corticosteroids/ Etanercept /Infliximab / Anakinra/ Cyclosporine

(1)Tré KD hoan
toan/ KD
khong hoan
toan VA c6
yéu td nguy co
cao

(2) Khang IVIG

-Tré sét dai
dang hoac
sOt tai phat
= 36h sau
khi hoan
thanh truyén
IVIG liéu dau
— Khang

-Corticosteroids :

+Prednisolone (Corticosteroids

as per RAISE) IV, 2mg/kg/ngay chia
mdi 8h x 5 ngay (maximum 60
mg/ngay) trong tg nhap vién, sau dé
Prednisolone 2mg/kg/ngay chia mbi 8h
uong ; giam dan lieu trong 15 ngay (
maximum 30 mg/liéu ) khi CRP vé binh

-Thang diém Kobayashi va Egami tir Nhat Ban
giup tién doan kha nang khang IVIG , tuy nhién
c6 thang diém nay c6 dé nhay va dé dac hiéu
thap & nhirng khu vuc ngoai NB

(RAISE, Randomized Controlled Trial to
Assess Immunoglobulin Plus Steroid Effcacy
for Kawasaki Disease)

-Famotidine c6 thé cho dé ngan nglra loét da
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IVIG thuong. day
-<6 thang +Methylprednisolone(Corticosteroids
hoac LAD as per North American studies)
hodc RCA IV, 2mg/kg/ngay chia mdi 12h x 5 ngay (
CA=2.5z- maximum 60 mg/ngay) trong thai gian
score SA nhap vién; sau do prednisone
baseline 2mg/kg/ngay chia mdi 12h uéng, khi
— Nguyco | CRP<1mg/dl, corticosteroids dk giam
cao dan trong 2-4 tuan vdi giam % lidu mébi
5 ngay .

Piéu tri bé sung cho kawasaki khang tri (Additional therapy for refractory disease)
—Cyclosporine/ Anakinra/ Second dose of IVIg/ Cyclophosphamide

KD Shock

-KD kém d&u hiéu HA thap, tudi mau ngoai bién thap hodc suy chirc nang co tim — Hdi chirng Shock KD : thudng biéu
bién véi tang CRP, ha albumin mau va gidm tiéu cau khi so sanh vdi KD khéng séc.

-Huyét dong khéng 6n dinh thudng dk cai thién nhanh chéng khi diéu tri IVIg,do nguy co tdng cao d&i vdi

tinh trang khang IVIg va b4t thudng CA, can can nhac diéu tri tich cuc IVIg ban dau kém vs liéu phap chdng viém th hai

Egami Risk Score [16]

A cut-off point =3 identifies patients with Kawasaki syndrome at high risk of being resistant to intravenous immunoglobulin

Points
Age <6 months 1 point
Days of illness <4 1 point
Platelet count <300 x 10°/L 1 point
C-reactive protein >8 mg/dL 1 point
Alanine aminotransferase =>80IU/L 2 points

Kobayashi Risk Score [17]

A cut-off point =4 identifies patients with Kawasaki syndrome at high risk of being resistant to intravenous immurnoglobulin

Points
Sodium £133 mmol/L 2 points
Days of illness at initial treatment <4 2 points
Aspartate aminotransferase =100IU/L 2 points
Percentage of neutrophils =80% 2 points
C-reactive protein =10 mg/dL 1 point
Age <12 months 1 point
Platelet count <300 x 10°/L 1 point

Table 1. The latest scoring systems evaluating non-responsiveness to treatment with intravenous immunoglobulin
in children with Kawasaki syndrome: the Egami and Kobayashi scores were primed in 2006, the Sano score in 2007
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Table 3.

Kawasaki Disease, and Additional Therapies for Refractory Disease

Initial Therapy, Intensification Therapy for Intravenous Immunoglobulin-Resistant or High-Risk Patients With

Initial therapy
Vg Pooled IV, 2 gfkg given over B-12 h; consider slower infusion in | Risk for hemolytic anemia in patients with obesity unless
polyclonal KD shock or myocardial dysfunction; consider lean body | using ideal lean body weight
immunoglobulin | mass for dosing in patients with obasity
Aspirin Acetylsabcylic PO, 30 to 50 mgfkg per d* divided every 6 h; PO 3-5 Do not administer with NSAIDs as efficacy is reduced
acid mgfkg per d once afebrile for 48—72 h; used in many
canters although prospective investigation underway to
determine the approprate dosa
Intensification tharapy
Frednisolone Corticosteroids | IV, 2 mg/fkg per d divided every 8 h for 5 d (maximum 80 | Famotidine is given to prevent gastric ulcer
as per RAISE mgfd) while hospitalized; then PO prednisolone 2 mg/kg
per d divided every 8 h; slow tapering over 15 d (mai-
mum 30 mg/dose) once CRP normalized
Mathylprednisolone | Corticosteraids | IV, 2 mgfkg per d divided every 12 b for 5 d (maximum Famotidine is given to prevent gastric ulcer
as per North 60 mg/d) while hospitalized; then PO prednisone 2 mg/
Amaerican kg per d divided every 12 h; once CRP <1 mg/dl, cor-
studies ticosteroids are tapered over 2—4 wk with the dose cut
in half every 5 d
Infliximaky Monoclanal IV, 10 mg/kg given over 2 h
antibody against
THFa
Etanercept Soluble receptor | SC, 0.8 mg/fkg weekly %3 doses
that binds TMFu
and TNFf
Additional therapy for refractory disease
Cyclosporine Inhibitor of PO, 5 mg'kg per d divided every 12 h; check 2 h leval Use Meoral (not generic cyclosporine, due to variable
calcineurin— after 3rd dose (goal of 300-600 ng/mL); start to taper absorption); Mg protein complex (133 mg) supplementa-
MFAT pathway {by 10% every 3 d) once patient afebrile, clinically tion must be given once daily while on cyclosporine to
improving, and CRP 1.0 mg/dL or 10 d of therapy, prevant hypomagnesemia; should not be administered
whichever is longer with statins given both are metabolized by cytochrome
P450, which may increase side effects
Anakinra Recambinant IV/SC, 10 mglkg per d (IV divided q12 h preferred to
imterleukin- SC) while hospitalized; wean ance ready for discharge
1b receptor (5 mglkg per d for 1 d, then stop)
antagonist
Second dose of IV, 2 gfkg given over B—12 h Increased risk of hemolytic anemia with A, B, and AB
IWlg blood types
Cyclophosphamide | Alkylating IV, 10 mgikg per d in 1 or 2 doses Adequate hydration needed; consider rheumatology
agents block consult
DMNA replication

“Used in many centers though prospective investigation underway to determine the appropriate dose.
CRP indicates C-reactive protein; IV, intravenous; Vg, intravenous immunoglebuling KD, Kawasaki disease; NFAT, nuclear factor of activated T cells; NSAID, nonste-
roidal anti-inflammatory drug; RAISE, Randomized Controlled Trial to Assess Immunaglobulin Plus Steroid Efficacy for Kawasaki Disease; and TMF, tumor necrosis factor.

2021 American College of Rheumatology/Vasculitis Foundation Guideline for the Management of Kawasaki Disease
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Key recommendations for the treatment of Kawasaki disease (KD)

~Kawasaki disease with clinical features ofw / Kawasaki disease without clinical e
\ high risk for poor outcome* features of high risk for poor outcome* )

! | !

IVIG with GC or IVIG
IVIG with non-GC d tice stat t
Immunomodulatory agent /28] [PIEE B Sy

Presentation

Disease status \
decision point

Fever persists or returns within 36 hours
after completion of IVIG infusion
N,

*ld’, \O

Daily monitoring for fever at
Second course of IVIG over GC
Treatment option | home for 1-2 weeks

Strong recommendation ' l

Assessed disease status

Treatment option
Conditional recommendation

Fever persists or returns
within 36-48 hours

&
Ve

LTEEGEE [PEEOn SEEmaTs Daily monitoring for fever at
Consider treatment with GC or horr?le ) w?eeks
non-GC immunomodulatory agent

* Clinical features of high risk for poor outcome are any of the following: Z score of 22.5 for left anterior
descendingor right coronary artery at the time of initial echocardiogram, age < 6 months

IVIG = intravenousimmunoglobulin; GC = glucocorticoid

5. Huwéng dan didu tri CAA trong GIAI DOAN CAP

Siéu 4m tim tai thoi diém chan doan hodc giai doan sau cua bénh : Hinh dnh phinh déng mach vanh ( coronary

artery aneurysms)
Can nhac héi chan chuyén gia tim mach
Nho Trung binh
(Zscore=2.5-<5) (Z score 25 - <10, va kich thwéc tuyét
(Mirc d6 nguy co 3) déi<8 mm)
(Mdrc d6 nguy co' 4)

Diéu tri khang viém
Lap lai siéu &m tim méi 2-3 ngay cho dén khi kt DMV 6n dinh
Can nhac dung an than khi siéu 4m tim néu tré <3 tuéi
Zscore=2.5-<5 Z score =25-<10
Liéu phap khang tap tiéu cau don | Diéu tri khang tiéu cau kép (DAPT)
: Aspirin liéu thap Aspirin liéu thap +/- clopidogrel




https://trungtamthuoc.com/

Néu hét sét 236h va KT CAA 6n dinh & 2 1dn siéu &m hodc CAA dang céi thién
Xuétvién vé nha
Theo d6i tim mach (trong 1 tuan)
Phinh mach khéng L6
e Siéu amtim it nhat 1 [An mai tuan trong 45 ngay dau trir khi kich thudc phinh da dk tai cu tric vé murc trung
binh hodc nhéd , sau d6 mbi thang cho dén thang th( 3 sau khi khdi phat bénh

e Dan do ngudinha céc triéu chirng thi€u mau cuc bd ca tim (Ml)
Hudng dan cach CPR

Key points

>

1. Diéu tri tich cyc vs liéu phap khang viém (diéu tri kép) c6 thé cé loi ich & tré KD cé nguy co cao
2. Tré CAAs Lén doi héi khang két tap tiéu cau va khang dong
3. DOACs méi khéng bi anh huwéng béi Vit K nap vao co thé nhu warfarin va khong doi héi theo doi diéu tri
nhw warfarin hoac LMWH
DOACs thuantién & an toan hon warfarin hoac LMWH
5. Canthém cac nghién citu trong tuong lai dé xac dinh an toan va hiéu qua cta liéu phap DOAC & tré KD

6. Quan ly ladu dai, dw phong huyét khéi va diéu tri néi khoa KAWASAKI ?
Huwéng dan cu thé (table 2)

Table 2. Long-Term Management, Thromboprophylaxis, and Medical Therapy for Kawasaki Disease
Assess-
Follow-up frequency after the ment for
patient has stable coronaries inducible
or improved dimensions at dis- | myocardial
Classifica- Description charge from hospital: history; ischemia® Physical
tion of risk | of coronary physical examination; ECG; (stress Advanced coronary Antiplatelet Anticoagu- | activity
level arteries echocardiogram tests) imaging therapy lation counseling
1 (£ score Mo coronary 1-2 wk {consider 4- to G-wk Mone Mone Low-dose Mot Promaotion
<) involvement at follow-up if coronary artery imag- aspirin for indicated counseling at
any point ing is suboptimal or laboratory & wk, then every visit
markers of inflammation are abnor- discontinue
mal at 1+ to 2-wk follow-up); may
discharge between 4 wkand 1 y
2 (Z score Dilation only, 1-2 wk (consider visit at 6 wk if MNone Mone Low-dose aspi- | Mot Promotion
2-2.5) resolves within | abnormal at 1-2 wk); 1 y; may rin for & wk; if indicated counseling at
Bwkto 1y discharge after 1 y if normal; as- normal coronar- every visit
sese every 2-5 y if persisting ies at 6 wk, then
discontinue
3 (Z score 3.1 Small Within 1 wk (if progressive Assess ev- | Consider coronary Low-dose Mot Promaotion
2.5-<5) aneurysm, enlargement, then recommend ery3-by CTA at 1 y as baseline; | aspirin indicated counseling at
current or close follow-up once a wk until may consider every every visit
persistent stable coronaries); 6 wk; 6 mo; 3-5y
12 mo; yearly
3.2 Small aneu- | Within 1 wk; 8 wk; 1 y; 5 y, may Assess Consider coronary Low-dose aspi- | Mot Promation
rysm, regressed | discharge provided stress test every 5y CTA at 1 y as baseline; | rinis continued | indicated counseling at
to dilation only | and coronary CTA are normal may consider if there is | until normal every visit
or normal inducible ischemia dimensions
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to normal or
dilation only

coronaries); 6 wk; 3 mo; 6 mo; 9
mo; 12 mo, then every 1-2 y

3-5y

4t (Zscore | 4.1: Medium Within 1 wk (if progressive Assess ev- | Consider coronary Low-dose Mot Promotion
5=<10and | aneurysm, dilation, then recommend close ery 2=y CTA at 1 y as baseline; | aspirin plus indicated counseling
absolute current or follow-up once a wk until stable may consider every clopidogrel at every visit;
dimension persistent coronaries); 6 wk; 3 mo; 6 mo; 2-5y consider re-
<8 mm) 12 mo; yearly stricting con-
tact; self-lirmit
4.2: Medium Within 1 wk; 6 wk; 6 mo; 12 mo; | Assess ev- | Consider coronary Low-dose Mot Promotion
aneurysm, yearly ery3-by CTA at 1 y as baseline; | aspirin indicated counseling at
regressed to may consider every every visit
small aneurysm 3-5y
4.3: Medium Within 1 wk; 8 wk; 6 mo; 12 mo; | Assess ev- | Consider coronary Low-dose Mot Promotion
aneurysm, every 2y ery4-5y CTA at 1 y as baseline, | aspirin indicated counseling at
regressed may consider if there is every visit
to normal or inducible ischemia
dilation only
5t (Zscore | 5.1: Large or Within 1wk (if progressive dila- Azgzess Consider baseline Low-dose Warfarin, Promaotion
210 0r giant aneurysm, | tion, then recommend close every 6-12 | coronary CTA within aspirin; dual LMWH, or counseling at
absolute current or follow-up once a wk until stable mo 2-6 mo; may consider | antiplatelet DOAC every visit; re-
dimension persistent coronaries); 6 wk; 3 mo; 6 mo; 9 every 1-5 y, or may therapy with strict contact;
>8 mm) ma; 12 mo, then every 6=12 mo consider invasive coro- | clopidogrel may selflimit
nary angiography be considered
6.2: Large or Within 1 wk (if progressive Assess ev- | Consider coronary Low-dose Warfarin, Promaotion
giant aneurysm, | dilation, then recommend close ery2-5y CTA at 1 y as baseline; | aspirin; dual LMWH, or counseling at
regressed follow-up once a wk until stable may consider every antiplatelet DOAC every visit; re-
to medium coronaries); 6 wk; 3 mo; 6 mo; 9 2-5y therapy with strict contact;
aneurysm ma; 12 mo, then every 6-12 mo clopidogrel may selflimit
be considerad
5.2: Large or Within 1 wk (if progressive Assess ev- | Consider coronary Low-dose Warfarin, Promaotion
giant aneurysm, | dilation, then recommend close ery2-5y CTA at 1 y as baseline; | aspirin; dual LMWH, or counseling at
regressed follow-up once a wk until stable may consider every antiplatelet DOAC every visit; re-
to medium coronaries); 8 wk; 3 mo; 8 mo: 9 2-5y therapy with strict contact;
aneurysm mo; 12 mo, then every 6=12 mo clopidogrel may self-limit
be considered
5.3: Large or Within 1 wk (if progressive Assess ev- | Consider coronary Low-dose Warfarin, Promaotion
giant aneurysm, | dilation, then recommend close ery3-6y CTA at 1 y as baseline, | aspirin; dual LMWH, counseling at
regressed to follow-up once a wk until stable may consider every antiplatelet or DOAC every visit; re-
small aneurysm | coronaries); 6 wk; 3 mo; 6 mo; 9 3-5y therapy with may be strict contact;
mo; 12 mo, then yearly clopidogrel may | considered self-limit
be considered
5.4: Large or Within 1 wk (if progressive Assess ev- | Consider coronary Low-dose Mot Promotion
giant aneurysm, | dilation, then recommend close ery3=6y CTA at 1 y as baseline, | aspirin indicated counseling at
regressed follow-up once a wk until stable may consider every every visit; re-

strict contact;
self-limit

CTA indicates CT angiography; DOAC, direct oral anticoagulant; and LMWH, low molecular weight heparin.
“If symptoms, then can perform stress test earlier.
tp-blockers and statins may be considered.

Adapted from McCrindle et al.’ Copyright © 2017 American Heart Association, Inc.
Key Points

1. Can giam sat lau dai tré KD kém CAA, dac biét tré phinh DMV khéng 16 hodc I6n 1 ndm sau khi khéi phat KD. C6
thé dk thu'c hién vs CTA bic xa thap (low-radiation CTA), céng hu'dng tir(MRI) véi ferumoxytol hodc chup mach
xam l4n phu thuéc vao tinh huéng ldm sang va su’ phic tap DMV cua bénh nhan cing nhw nguén luc y té
(institutional resources)

2.Tién b cua CTA mach vanh néng cao vdi it birc xa khi cé thé cé thé dk st dung nhu’ co’'sé dé theo déi tré KD kém
CAA va xac dinh hep DMV (CA stenoses)

3. Sw’tién b cda céng huéng tir tim da giup danh gia tré KD kém CAA ma khéng cé birc xa, méc du hinh dnh céng
hwéng tir tim tét hon cho phan tich chirc ndng co’ tim ngoai hinh dnh twéi mau gang sirc nhu’ mét phuong thirc
chan doan thiéu mau cuc bé co’'tim
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4. Siéu 4m tim gang su'c c6 thé dk st dung dé danh gia tré KD kém CAA vé thiéu mau cuc bé
5. Chup mach vanh xam lan cung cap sw’ mé ta ré nhat vé cau tric mach vanh va viéc chi dinh phai dk can bang

cac nguy co’ cua thu thuit xam lén trén co’ sé bénh nhén va céc yéu té vé nguén luc . Chup mach vanh xam léan dk
chi dinh cho tré thiéu mau cuc bé co’'tim va cén can thiép cho téi théng mach mau (revascularization)

6. D6ingl y khoa cham séc tré KD kém CAA can thiétlap ké hoach chuyén déi chdm séc sirc khée khi tré tru’dng
thanh.

7. Quan ly thiéu mau cuc bé co’'tim (MI) ?

Nguy co’'ctia Ml &tré KD c6 CAA cao nhat trong 2-3 thang dau sau khi khéi phat KD

Mdc du nguy co Ml bat dau giam dan sau 2 ndm tir khi khéi phat bénh, tuy nhién nguy co'van tiép dién dai dang &
nhém tré c6 CAA I6n hodc khéng [ trong subt cudc ddi cua bénh nhén.

Ml cép la mét cap cutvu nbi khoa. Quan ly Ml cap dk chia thanh 2 nhém ST chénh va khéng ST chénh.

Thiéu mau cuc b co tim (Myocardial Infarction -Ml )

Thiéu mau cuc bé co’'tim c6 ST chénh ( STEMI) Thiéu mau cuc bé co’tim khéng ST chénh (Non-
STEMI)
e Khitdc nghén dét ngdt hoan toan DMV — thiéu e Dau nguc, tdng Troponin va thay doi ST, song T
mau cuc bd cao tim — tén thuong co tim hodc khéng dac hiéu
hoai tir . e Didu nay bi€u hién mot sy mat can xirng gitra nhu

cau oxygen culia ca'tim va luu lugng mau —tén
thuong co tim kem tang troponin nhung khéng cé
hoai t&r co tim lan rong lién quan tGi STEMI

*Hoi chirng vanh cap (ACS) 6'tré KD c6 biéu hién khac so vs MI & ngu'di lén ¢6 xo' vira déng mach
(atherosclerosis)
% Nhi nhiva tré nhé : dau nguc khong dac hiéu, diém dau khu trd nghéo nan, khoc khéng giai thich dk, kich
thich , xanh xao bt thudng, d6 mo héi.
% Trél6n c6 thé dau nguc, tay hodc dau bung, khé thd, nén hodc thay déi mau sac da (skin discoloration)

**Chién luoc quan ly liét ké & hinh 3 dk ngoai suy tir nhitng hu'éng dan & ngudi I6n .

<% Bénh nhan c6 STEMI va dén phong théng tim (cardiac catheterization laboratory) vs 1 chuyén gia can thiép cé
kinh nghiém trong 90 phut, can thiép mach vanh qua da( percutaneous coronary intervention)cé thé dk thuc
hién

% NEu khong thé, diéu tri ndi khoa vs tiéu sgi huyét (thrombolysis) dk khuyén céo, thudng & nhirng BN nhoé KD vi
kh c6 catheters phu hgp

% Non-STEMI c6 thé tién trién thanh STEMI , dac biét trong vai thang dau sau khdi phat KD. Liéu phap khang tiéu
cau va chéng dong dk chi dinh sau Ml cap. Chen beta (B-blockers) , statins, va tc ché men chuyén
(angiotensin-converting enzyme inhibitors) cé thé dk can nhac .

Key Points
1. Nguy co thi€u mau cuc bd co tim (Ml) & tré KD kém phinh DMV (CAA) c6 nhat trong 2-3 thang dau sau
khé&i phat KD

2. Nhirng triéu chirng vanh cap & tré KD cé thé biéu hién khac ngudi Llén Ml do xo vira
3. Trungtam theo ddi tré KD c6é phinh DMV khdng 16 can cé ddi ngii tim mach da nganh va mét protocal dé
giai quyét nhirng bién cd tim mach bat loi .
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SUSPECTED CARDIAC EVENT: SYMPTOMS

Infants and young children: Older children and adolescents:
Nonspecific pain, poorly localized, unexplained crying, Chest, arm, or abdominal pain (may be absent),
restlessness, unusual pallor, sweating breathlessness, vomiting, discoloration of skin

Emergency Department
Vital signs, obtain IV access, troponin, blood coagulation and chemistry, chest radiograph,
give aspirin, give oxygen if saturation is low, give morphine if chest pain, call pediatric cardiologist on duty to discuss
transfer to experienced cardiac surgical center

STEMI NSTE-ACS
(elevated hs troponin, nonspecific ST-T wave changes)

T T

.. ' ] |

Time to cath lab =90 min

Start heparin, serial hs troponins, ECGs, and
or PCI not possible urgent imaging with echao/CTA
due to small patient |

! } [ ]

Urgent transfer to ] [GDnsidsr thrombnlysis] | If thrombus: l

Time to cath lab
=80 min

If stenosis:

cath lab for PCI or CABG PCI or thrombolysis PCIl or CABG if necessary

NO

Thombeolysis protocol, pediatric dosing

« Administer tPA at 0.05 mg'kg'h to 0.1 ma/kg/h for
6—12 h, max dose is 2 mg'h

Start positherapy 1 = Check fibrinogen =150 mafdl; if low, give fresh frozen

consideration plasma 10-20 mlL/kg

* Then give unfractionated heparin bolus 75 U/kg
followed by 20 U/kg/h

Posttherapy considerations: * Check antithrombin 11l level and replace to maintain

* Clopidogrel 1 mg/kg daily — (max 75 mg daily) level of BO%=120% of normal activity.

* Eptifibatide (eqg, Integrilin) 180 ng/kg IV bolus, * Once tPA is stopped, increase heparin to achieve the
then 2 pg/kg/m infusion for 12 h target activated clotting time of 200-250 s

¢ Continue aspirin 3—5 mg/kg daily * Repeat tPA for 2 subseguent days and redose
= Start (-blocker, statin, and angiotensin-converting ant?;mmbin i 9 ys

enzymae inhibitors within 24 h . T ik .
= If nonoceluding thrombus diagnosed, ;ﬁgg;?::g‘?;:fg%ﬂ?ﬁgg?& a libflita receptor

reevaluate anticoagulation




