Role of Aspirin therapy in the Acute Treatment of Kawasaki Disease
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Kawasaki Disease (KD) is an acute, self-limited systemic vasculitis of unknown etiology. Coronary artery aneurysms(CAA) develop in 15-25% of untreated patients. Those with CAA are at risk for coronary thrombosis and myocardial infarction (Saulsbury 2002). Prior to the 1980’s aspirin was the primary therapy for KD. High dose ASA (80-100mg/kg/day) provides anti-inflammatory and antipyretic effect during acute period, followed by lower doses to inhibit platelet aggregation during convalescent phase. In the mid 1980’s the beneficial effects of IVIG in the reduction of CAA incidence in children with Kawasaki Disease was reported by Furusho et al and further validated with other studies. Current American Heart Association guidelines recommend high dose IVIG with high dose ASA, followed by low dose ASA (3-5mg/kg/day) is given in the convalescent phase once fever ceases. Low dose ASA is continued until patient shows no evidence of coronary changes by 6-8wks after onset of illness. Aspirin however is not without adverse effects such as gastritis, GI bleeding, tinnitus, Reye’s Syndrome. Studies have been probing whether aspirin therapy in the acute phase of Kawasaki Disease affect clinical outcome in the IVIG era.
Therefore, a review of recent literature was performed to assess role of aspirin in the acute phase of KD. The PubMed MeSH Database was utilized for search terms “Kawasaki Disease” and “aspirin.” Four studies were included in this analysis. The studies included a systematic review, retrospective and cohort studies. Endpoints were correlation between ASA use, therapeutic dose on incidence of CAA and /or fever in children with diagnosis of Kawasaki Disease. The studies reviewed found no statistical significant difference in clinical improvement +/-ASA use in the acute phase of KD. The studies evaluating dose related effect of ASA and CAAs found no difference in CAA incidence with varying dose. Some studies evaluating influence of ASA use and length of fever found shorter duration of fever with its use, others found no difference. None of the studies evaluated were prospective. Many of the results were imprecise, with small sample sizes making generalizability questionable.  If a prospective study with a control group were performed and had similar reproducible, generalizable results, this then would be more impactful in changing current treatment plans for KD.
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