7

BA] ) T 7E )1 U 28 1ok B3 97 o 2 42 570 8 A 3R

kg, x|t F4g0, FE BURRY, KT, X RAET @y LEER, afiFR bRRE, 75% 710003)

E: BEY AR MR SRR E A Z I 8] ARG ST 316 RST 2 #vd, IS ERM RGN ZH R, FE A
A ETRAZ 8 A S RALIHIR 2022 5 3 A—5 AAEFCEY 150 B0 #5558 5% 4] BEAT W B AT o ARAE T 8] I AR A Z R E 424 3 41
JAEA (>50mg-kg'-d") . P A EL (30~50 mg-kg -d") Fedk A F 4L (<30 mg-kgd ). PLEk 3 BB ILB AT R, FdEEk
FAORBREER, RHREBFRET AR RRR L AFE, & | RARRRLHNET, 3ALEFRBMELENE
FARGHFEL; BFZHINLAREOLRE, 3UNE2FALITFEL, BT, 345 )ILEH 498 (white blood cell,
WBC) it# . f2 4& (blood platelet, PLT) it#k . C R k% & (C-reactive protein, CRP) it#bik, % %—i%ﬂ'%’t SL; %

J7 )G, 34%)L WBC, PLT vA% CRP it# iﬁéméf FAH R E, ZFALTFEL(P<0.05); 128657 )6 3MBF0 LR
ARfgARLE, ZRALITFEL, RAPT. A EMHE EKE 7’?, ,i*i)tﬁi)ufﬁfifﬁﬁﬁiiiiﬂo Fig eEREYG
RARE R I 8] AR TR A BAF8 7 8Ok, FRFIN Ao RPAGTN, FICRRRNEL ST %,
KR NEgm; Ma Ak, LEAREOLRE; RRMNE
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Discussion on the Optimal Dose of Aspirin in the Treatment of Acute Stage of Kawasaki’s Disease

MI Jie*, LIU Zhuo®, LI Yuan®, LI Yang®, DUAN Ziyun®, ZHANG Wenwen®, LIU Jiahua® (Xi’an Children’s Hospital,
a.Department of Pharmacy, b.Department of Clinical Laboratory, Xi’an 710003, China)

ABSTRACT: OBJECTIVE To study the effect of different doses of aspirin on clinical efficacy in acute stage of Kawasaki’s
disease, and to explore the optimal dose of aspirin. METHODS A total of 150 patients suffered from Kawasaki’s disease were
randomly selected by hospital information system from March to May 2022 for retrospective analysis. According to different doses
of aspirin, they were divided into three groups: high dose group(>50 mg-kg'-d™"), medium dose group(30—50 mg-kg '-d") and low
dose group(<30 mg-kg'-d™"). The antipyretic time, the incidence of non-response to intravenous human immunoglobulin,
the improvement of laboratory indexes and prevalence of adverse drug reaction were compared among the three groups.
RESULTS  There was no significant difference in body temperature recovery among the three groups under different doses of
aspirin. There was no significant difference in patients with non-response to intravenous human immunoglobulin among the three
groups. Before treatment, there were no significant differences in white blood cell( WBC) count, blood platelet(PLT) count and C-
reactive protein(CRP) concentration among the three groups. After treatment, the count of WBC, PLT and CRP in the three groups
was significantly improved compared with that before treatment, and the difference was statistically significant(P<0.05). However,
there was no significant difference in the above indexes among the three groups after treatment. There was a higher incidence of
adverse reactions in children treated with medium or high dose aspirin. CONCLUSION  Different doses of aspirin combined with
intravenous human immunoglobulin have good therapeutic effect on Kawasaki’s disease, but considering the safety and economy of
aspirin, low dose administration is recommended.

KEYWORDS: Kawasaki’s disease; aspirin; non-response to intravenous human immunoglobulin; different doses
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57, ABHENE A 08 e . [EAMER O HE
A7 IR 2 1300 BT ] DE AR 1 30~50 mg kg '-d™
oY 80~120 mgkg'-d'. FEEEH, & F&H (80~
120 mg-kg'-d™") BT mI VC AR B H e i )32 5 fEH
A, FEBN YR ENE R, HHEE AR R
(30~50 mg-kg'-d ") Bl &) VT AR, A I R S i
H, BlE] DE AR Z SR H AR i (30~50 mgkg d )
HAEFE (<30 mg-kg-d), VTAESR, KTFFE T
MRE S A R AR SR e AR, ELBAT =] DT MO ) 1] iR
LS O & R BT M B R G e,
I, ASHHFFEIEEE) s BOLAE s X 42, it
WLEEFNGE T Ho 8 33K 2 11 B AN [R) 591 2t ] ] DR AR 463
24577 22 N A8 L RRE AR 35 17 0 F1 S5 9 =
FEPRAF LA, BRI Ve £8 L BAT =] DT A A4
G, BENZJE GRS R0
1 &EREREE
1.1 R

I FH B2 BE 4 2 25 S04 I AL b 3B (5 B[]
202243 H 1 H—20224E 5 A 30 H, Wig T
i JLEE BE e 2 W IR 1Y) 150 48] 8 ) Ll PR 9%
Blo GIARRE: FFE)NERIZWARES ;. PIhG4s 2
T7 SRS N Bk T (2 kg d ) BEA BT
RIVCAR . HEBRARIE : Tovk BHAA VA R e e Bk 8 11 A
TR S TE S A (TCTEHERR B 5/ B2 ) 4
) MHOCTORIRSERE . AR IR 43 Be & LR Do
A, ARIERT R TR AR SR 3 4 R
4 (>50 mg-kg'-d"). HiIEL (30~50 mg-kg'-d™)
AR 2H (<30 mg-kg '-d") . ARUFFREEH FTE
BBt (V5% LB B B ) B 2= A0 B ZE 1 & W A W)
{HEES . 20230058).
1.2 MBS
1.2.1 L 3 2 LR AR [A] 9 S AN [R] 5 o el
FIVCHIGIT G 24, 48 hB B ILEIEL, DURIR
FZE<37.0 °C FFLERFIEH /K F->48 h WARifE.
1.2.2 ic sk 3 4L R BRER O JC O 1 kA
% e R U JC RN SR FR IR T 5 58 S e Ik
EEEA o & =36 h, BRI (7=
38.5 €)Y,
1.2.3 JRITHIE SCR E R UGEE L TR
J7 R J5 A 3 20 £ L A 40 B (white blood cell,
WBC) 1144 . 1fil./Mi (blood platelet, PLT) i1%( M
C Wi % H (C-reactive protein, CRP) 144, H#
IRITRIE LI E bR AR, AR B ERYT AT
J& 3 S EARPRIZE S

o E IR 22 2024 4F 2 H 4 41 355 3 14

124 ARWVHEE e 34BILAHZE B
AR KRR, 4 TR B Bl DEAMA AN R R
WATEANE . FDIRESE R . BERG, HRZR A ESE .
1.3 S

K H SPSS 20.0 447430, 8 TR
¥+ s RN, 3 Z I ECR AR E 7 2= 080T
(FRIE); 2 4] F Bk FBCAAEAS R, 115K
TERILL [n(%)] #7n, R 2 K28, DL P<0.05 k22
SAEGIEE L.
2 R
2.1 — TR

RE AL 2022 45 3 H—5 AEBERY 150 £)1]
W . L B 88 i, 2 62 fl, Bkt
F1.42 15 RIFER M2 H 28d~14% 6 H, &
WEAERE g 2~5 %, ULEE 15 3 4L LAYAERS . 1R
Pk 2, 3 dlmIZERIGEI=E L. MERE
FESPAGTEL M NBHFI R RE, W3k 3,
w1 )iEmE LR 8K L

Tab. 1  Gender and age composition ratio of children with
Kawasaki’s disease

iR % B4 /4l Hit AR A AL L/ %
<1 8 6 14 9.33
1-2 21 14 35 23.33
2~5 43 32 75 50.00
=5 16 10 26 17.33
&t 88 62 150 100

F2 3ARIILEH. EALEK
Tab. 2 Comparison of age and gender among the children of
three groups

o . /(%)

205 SRR/ % 7 %
[l 3.39+1.68 5(71.43) 2(28.57)
2 2.83+1.47 48(59.26) 33(40.74)
IR 4 3.47+2.02 35(56.45) 27(43.55)
FlEME 2.436 0.607
P 0.091 0.738

&3 )IlEEBILR LA EM A&
Tab. 3  Proportion of department composition of children
with Kawasaki’s disease

iR =E N ] R /%

YR} 9 6.00
HER 38 25.33
N AR} 3 2.00
EERr 8 533
A PR 81 54.00
TP EERE 11 7.33
At 150 100
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2.2 BHEN
3HBILEARRMGZT:0F, BIURRKE
IEHEEN, 3 A EER s E X, k4,

x4 3HRBIIABERETEELLEK

Tab. 4 Comparison of returning to normal temperature
among the children of three groups
IR ]/n(%)
415 B/
<24h 24~48 h >48 h
[oplE el 7 4(57.14) 2(28.57) 1(14.29)
A 81 59(72.84) 13(16.05) 9(11.11)
fFEH 62 50(80.65) 8(12.90) 4(6.45)
e} 2.682
Pl 0.612

2.3 RRERREE IO A A DL
e 0] 2 R K A R BR AR O RO A

2, A 1961, RFEAEILA 76,
% 70 & 4] % % Bk B JE RN R AR R A IR

(11.29%). ANFBZHET, PEERE A IO R
JLBIEILER 5, 3 dHl] 2255 Tegeit2Fm L
£S5 FRAASHEEIAERE LT L EBRLE

Tab.5 Comparison of intravenous immunoglobulin resistance
of children under different administration

4 BIU] SERRE ICR N/ G BRER 1 TG BOR /%

[k 7 2 28.57
plEA 81 19 23.46
fREH 62 7 11.29
Valch 3.898
Pl 0.142

2.4 3 HBILEEKETE IR
BYTRT, 3418 )L WBC. PLT. CRPi#klt
B, ZREGHFEL; A, 3418JL WBC,
PLT VI J CRP iU BIGIF AT Wk, 2254
Guit=EE X (P<0.05); {H 3 4IGI7 5 I k45 1mids

PrEbES, 2RISR, W& 6~8,
Fzo6 3HEILEITHEEEEITHRILEK

Tab. 6 Comparison of white blood cell count before and after
treatment among the children of three groups

15 44/ x10%- L i Pl
TRITTHT RITE
[pnlEs e 13.18+4.38 8.76+4.11 2.73 0.034
LA 13.08+4.46 7.72+3.17 10.11 0.001
R 12.22+4.89 8.94+5.17 4.39 0.001
FlE 0.639 1.551
PfH 0.529 0.216

&7 3HEBILETEEM/MUT IR

Tab. 7 Comparison of platelet count before and after
treatment among the children of three groups
a5 JI[LTJW)E#?&/XIOQ-L" i " Pl
v Egii] wITIE
A 466.71£146.16  349.86+110.38 3239 0.018
FPRRZ] 486.89+148.85 3458412122  —7.717  0.001
A 500.84+193.52  369.87+158.70  —4.773  0.001
FfH 0.201 0.543
PfH 0.818 0.582
8 3ARIETHE C REZEITHILE

Tab. 8 Comparison of C-reactive protein count before and
after treatment among the children of three groups
p—
wp — CHEEOLL
TRYTT RITE
i A 47.35+27.43 9.48+3.99 3792 0.009
rhfl e 2H 73.57+57.57 13.16£14.08 10317 0.001
i) 2l 56.68+52.77 12.68+16.68 7.568 0.001
FlH 2.073 0.199
PfH 0.130 0.820

2.5 AR LA

= A g R L B E il e Gl . IRt
W . WSR2 1, PR (s . T
HMPEIRFE . B HESE) G b E AR ILE S
Jor i g 7, SRR 3, EUR N (K
1202 1515 ARG L IS W s g 4 1, i
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WRG Y ()1 B, . SRR A RO &

ARETGEA, Wk 9.

®9 TREMAAEBAHEK

Tab.9 Comparison of adverse drug reaction n(%)
a9 AR GRS R s
m?ﬁJ 2(28.57) 1(14.29) 3(42.86)
EF;*.IJ 7(8.64) 3(3.70) 2(2.47)  12(14.80)
e
f&FH 4(6.45) 1(1.61) 5(8.06)
pEedil

3 Wie

U5 J8 = LB UL A R Tk 286 P bk 2L 45 25
IGIRFRIN B E. IRES R maE, I
WA 955 H LT A £ 47 WBC . PLT 2 CRP % J& 7t
B0 AR I RN A A RARYT, AT RE|
K EE O M I AE, FEGER SO, &R

JUAE A e 4 o i PR T R R G 3 Bk B 5 P )
VEARIRSY, BEMEA U UL, IR A SGAE

P IR 22 2024 4F 2 H 45 41 355 3 14



NP | STVl G 1 N 4 B2 S A | SR 23
P o8 D T ) AR ) 500 e 1O LA R A5 ol ] D
R A A AR S

A BVNE b o i o Nl () 7TV € S
A AU, A FH B E] DT AR 80~100 mg-kg'-d™!
(4 1 R 95 FB L & A T ) R 1) R A1, T
FLA ] F & IR S st () 0 . Teo 26U A AF 5T B
7N, 30 mg-kg '-d " BT E] D AR A A XE G T T 06
A RS BH . >50 mg kg '-d ' B R VEARZH . S A 35
28N R R BT R VAR 2 S BOUR LI RE
HLBAT & VT AT AN RE TR AR sl kg AR 10T, g 2
T T R S 4 R R AR A 30~50 mgrkg '
SR, WA A SRR . AR Rt
JNIEER R LG TR Y7 B, /N3R5 v 351 kB ) DG A [
BEATRC, A o Bl ] DC AR B AR AL Stk 20 o 4 &
R,

PG 2T L B B 3 4 A 24 245 O 6 /B LGB
PEBRT , B 57.14% 9 LTE 24 h K
VK IEH, 85.71% M & JLAE 48 h WARIRIK &
EH . W4 72.84% i 8 LTE 24 h NAAIEK
RIEH, 88.89% I JLAE 48 h PIRIRMKZ 1EH .
fIGFIE4 80.65% Y B LFE 24 h PIIARTRMKE IE %,
93.55% M9 BB LFE 48 hIN IR IR K E IE# . 34
LIRS 25 Bgit#E X, BILHH
o B8 BR IR TG R Y K AR R A B R 28.57%,
23.46% 1 11.29%, 3 a1 2% R Tgit¥ 2 L. ih
J7)a 3 AL LIAH G E AR AR B B R, 2
SAGTEE L (P<0.05). ABFRES RN 3 44
27 SR AT DLk BARGF (G IRIGI T 45 )7, BT 2%
fif LR BIER, ARk £ L WBC, PLT K&
CRP 144

PG 2T L3 B2 B S BN ROV KR
i, AR LI BT R R @4 ). B imiE
A& (9. 9% (2 ) AN RO R A3 50 R
14.80%, 42.86%, f TARFIEAL (8.06%), SCHkHHR
R BRIV SR ILE i AE . FEE
S H RITE W SR RSN, L BAT ] DS AR 5 RS 43
1 5 MR 7R PIAR SR X A K e ol i e 4
o5 7 B Y A LA FH BT R DE ARG 2 5 i B R 25
fiE, LT H B A I, T ] B
Y, NakEG . JLEE & AR R L DK A e Gk )
PURHEZZ BT R VAR T L ERY, N & Z LT
I e AR LA R BRI VC MG R TS s

o E IR 22 2024 4F 2 H 4 41 355 3 14

W, FFEThRe R . HALE TG M EE K
I A2 98 K B8 1ML 3y 76 I A5 9 s %) 107 2% ) T )
AR,

2021 4F 38 [ WUR IR 24 24 H i ko 93 A S
BRE AR PILG . AREIRIT %, %
JEBRER Pl BT R 2 R I R 2
P, IR 2 AT I H 0 22RO TR
G B 0 R SR Sl kR RN O LB 0 J g, T 4
REBREE (A AT 06 S 0E Sy . A GIE R . R
TERBIBKCY, RAESCEIER . BT KGR R
) DC AR BBV A ) R 38 22 k 30 A8 JRRE R g, (L
75 BEAC e bR 2 s A8 A 6 28 BR 2R 1 TG I g ) &
RABAFAEG L R, BT 22 11 2 3 5% BT )
CARI I R A 3t P e . BEAFSERT 48, BT
A DCARTE 0895 2t 3R 7 I A o i U0 1 25
Ak, b BT ] DT MR R IR L

ZE LRTIR, S ER A B AN [ 57 2t B) ] DT
ML 2575 5832 F 1 )1 IR0 36 7 349 M LA IBCASH s 2 1)
BITRCR, YRR BLE PIEIR, BB G
B Aahn. A2 R, BILH BN LIE
JHFREAS B s o RS s, FH 24 22 fdH o ok
Hit, ZREH BRI HAL 2. AEME
PR, WU 2 6 7 R AR ) Bl ] e
Mo IS IRHEREDY, A )1 A8 L2t I
F 3~5 mg-kg '-d' BT R] DE AR, FELE R 6~8 .
ARFFE AL Z AL« A E T fg [l BT A 5
MHEie, BRI a id 53K
B, nTREMFEB IR A 4. 5T REUE 27
RERIE 5 DL 22 v /i B 00 BE AL BE SR 56 14—
HWFITIESE
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