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Objective. To explore the levels of matrix metalloproteinase-9 (MMP-9), platelets (PLTs), C reactive protein (CRP), and
erythrocyte sedimentation rate (ESR) and their predictive values in Kawasaki disease (KD) with cardiovascular injury. Methods.
128 children were diagnosed with KD in the Lanzhou University Second Hospital. 75 patients had coronary artery lesion (CAL),
while 53 patients did not. �e levels of MMP-9, PLTs, and CRP and ESR in the two groups were determined. �e area under the
curve (AUC) of the receiver-operating characteristic (ROC) curve and the Youden index (YI) were used to evaluate the e�cacy of
MMP-9, PLTs, ESR, and CRP for predicting CALs in KD. Results. �e mean age of the patients was 2.7± 2.03 years (range,
2 months to 11 years). �ere were 87 boys (67.97%) and 41 girls (32.03%). In contrast to the NCAL group, the CAL group had
obviously higher levels of MMP-9, PLTs, and CRP and an obviously higher ESR (P< 0.05). MMP-9 showed a linear positive
correlation with ESR (P< 0.05) and CRP (P< 0.05). �e AUC of the combined detection of the four indicators was 0.877, the
sensitivity was 85.07% and the speci¢city was 78.95%. Conclusion. MMP-9, PLTs, ESR, and CRP are important indicators for
a CAL in KD.�e e�cacy of the combined detection of MMP-9, PLTs, ESR and CRP is better than that of any single indicator for
predicting a CAL in KD.

1. Introduction

Kawasaki disease (KD), also known as mucocutaneous
lymph node syndrome, is a self-limiting disease whose major
symptom is systemic arteritis. Doctor Tomisaku Kawasaki
described KD for the ¢rst time in Japan in 1967 [1]. �e
highest incidences are seen in Japan, Korea, and Taiwan [2].
KD was also reported in China in the 1970s [3–5]. Currently,
the disease has been reported worldwide [6–10]. Since the
¢rst report on KD was made 50 years ago, the etiology and
pathogenic mechanism of KD remain unclear. �e clinical
manifestations of this disease include fever, a polymorphous
rash, lymph node swelling in the neck, bilateral bulbar
conjunctival congestion, alterations in the oral mucous
membrane, and peripheral limb changes.

KD is pathologically characterized by the systemic in-
§ammation of the walls of both small and medium-sized

blood vessels, particularly the coronary arteries, and of
multiple organs and tissues [11]. KD most frequently a©ects
children under the age of ¢ve years [12]. Coronary artery
lesions (CALs) are the most serious complication of KD and
may last for many months or many years. Coronary artery
dilatation and coronary artery aneurysm (CAA) are common
in the acute phase, and the proportion of coronary artery
stenosis gradually increases after convalescence [13, 14]. A
large number of follow-up studies showed that approximately
50% of CAAs subsided within 1–2 years after onset, 80% of
mild to moderate CAAs subsided within 5 years after onset
[15–19], CAA diameter >5mmmay progress to stenosis, and
that larger coronary artery abnormalities are associated with
a greater possibility of stenosis [20]. Coronary artery ab-
normalities lead to potential hazards that are associated with
ischemic heart disease (IHD),myocardial infarction (MI), and
even sudden cardiac death (SCD) [21, 22].
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Currently, CALs caused by KD have become one of the
major causes of acquired heart diseases in children in
Western countries and in China [23]. Studies have shown
that children with KD have a higher risk of cardiovascular
disease in adulthood, which is closely related to SCD in
young adults and to coronary atherosclerosis in adults
[17, 24]. Early exposure to high doses of intravenous im-
munoglobulin can reduce the incidence of CALs from 20%
to 25%, and then to <5% [4].

It has been 50 years since the first report on KD was
published in 1967 [12, 25]. KD has become a greater concern
to an increasing number of pediatricians and cardiologists in
recent years [24, 26] because KD patients show functional
and structural alterations as adults due to coronary artery
sequelae [28–30]. )ese patients may have coronary artery
events in adulthood, long after the acute illness [5, 18, 31].
)erefore, the early diagnosis and treatment of KD is es-
pecially important. )e purpose of this study was to find
laboratory indicators with high sensitivity and specificity
and to improve the early diagnosis and treatment of KD [32].

Matrix metalloproteinase-9 (MMP-9), an important
member of the MMP family, may be involved in multiple
inflammatory reactions. MMP-9 is considered to be very
closely associated with vascular lesions in multiple diseases
[33]. Studies have shown that MMP-9 plays an important
role in the occurrence and development of vascular in-
flammation and can be used as a biochemical marker for the
prediction and early diagnosis of CALs [34]. Platelets (PLTs),
erythrocyte sedimentation rate (ESR), and CRP are classic
inflammatory indicators in the peripheral blood for the early
diagnosis of inflammatory diseases in clinical practice. Since
KD is essentially a kind of vasculitis, these indicators have
become increasingly meaningful in the clinical diagnosis of
KD [35]. )us, the present study aimed to examine the
values of MMP-9, PLTs, ESR, and CRP for predicting CALs
in KD via the combined detection of their levels.

2. Materials and Methods

2.1. Research Subjects. )is study included 128 children who
were diagnosed with KD based on clinical symptoms and
color doppler echocardiography who were hospitalized from
November 2015 to December 2018 at Lanzhou University
Second Hospital. )e age of the onset ranged from 2 months
to 11 years old. )ere were 87 boys and 41 girls, with a male/
female ratio of 2.12 :1.)e present research was approved by
the Medical Ethics Committee of this hospital. )e chil-
dren’s parents had signed the informed consents before the
implementation of the study.

2.2. Diagnostic Criteria. )e diagnostic criteria for the
complete Kawasaki disease (CKD) were based on the 5th
revised edition of the Kawasaki Disease Research Committee
of Japan [36]. )e diagnostic criteria for the incomplete
Kawasaki disease (IKD) were based on the criteria developed
by the American Heart Association (AHA) in 2004 [21]. )e
diagnostic criteria for CALs in KD were based on the 2015
diagnostic criteria for KD, as described in Zhu Futang Pe-
diatrics (8th Edition) [37].

3. Methods

After all the patients were admitted and their diagnosis was
confirmed, 3∼5ml of peripheral venous blood was collected
and stored in an anticoagulation tube (EDTA) before 8 AM.
After settling, the blood was centrifuged at 3000 r/min for
15min to collect the upper layer of the serum. )e serum
MMP-9 level was detected by a double-antibody sandwich
enzyme-linked immunosorbent assay (ELISA). An MMP-9
kit was purchased (Elabscience Biotechnology Co. Ltd.,
Wuhan, China), and the assay was executed in strict ac-
cordance with the instructions of the kit. )en, MMP-9
levels were detected by using an Infinite F200 Multifunc-
tional Microplate Reader (Tecan, Sweden). )e ESR was
determined by the Westergren method, and the levels of
PLTs and CRP were detected by using an ADVIA70 Au-
tomatic Hematology Analyzer (Bayer, Germany). )e levels
of albumin (ALB) were detected by using an ADVIA
Chemistry XPT Fully Automatic Biochemical Analyzer
(Siemens, Germany).

3.1. StatisticalMethods. )e data obtained were analyzed by
SPSS 22.0 software and GraphPad Prism 8.0 software.
Measurement data with a normal distribution are expressed
as the mean± the standard deviation (SD). Group com-
parisons were made by two independent-samplet tests. )e
categorical data was expressed as n (%), and the comparison
of categorical data were performed by the chi-square test.
Correlations between two variables were analyzed by the
Spearman correlation analysis. )e area under the curve
(AUC) of the receiver-operating characteristic (ROC) curve
and the Youden index (YI) were used to evaluate the efficacy
of MMP-9, PLTs, ESR, and CRP for predicting CALs in KD.
As the AUC gets closer to 1, the diagnostic efficacy increases.
(P< 0.05) was considered statistically significant.

4. Results

)e mean age of the patients was 2.7± 2.03 years (range,
2 months to 11 years). )ere were 87 boys (67.97%) and 41
girls (32.03%), with a male/female ratio of 2.12 :1. Among
the patients, the incidence of KD in infancy was obviously
higher than that in other age groups, and 55 (43.0%) patients
were under the age of one year. )e details of the de-
mographic data of the study participants are shown in
Table 1 and Figure 1. All patients were treated with the
regular medications, and 75 (58.59%) had a CAL. According
to the clinical manifestations and coronary artery injury
status, the patients were divided into the CKD group and the
IKD group. A total of 56 patients had CKD (43.8%), and 72
(56.2%) patients had IDK. A comparison of the sex and age
characteristics between the CKD and IKD groups is shown
in Table 2. )ere was no significant difference in the age and
gender between the two groups (P> 0.05).

Of the 56 patients with CKD, 27 patients (48.21%) had
a CAL and 29 patients (51.69%) had NCALs (no coronary
artery lesions). Among the 72 patients with IKD, 48 patients
(66.67%) had a CAL and 24 patients (33.33%) had NCALs.
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)e difference between the two groups was statistically
significant (X2 � 4.421, P � 0.036, P< 0.05), indicating that
the incidence of CALs was significantly higher in the IDK
group than in the CKD group (Figure 2).

4.1. Comparisons of the Levels ofMMP-9, PLTs, CRP, andALB
and ESR between the CAL Group and the NCAL Group.
)e statistical analysis of laboratory indicators in the CAL
group and the NCAL group showed that the levels of MMP-
9, PLTs, and CRP and the ESR were much higher in the CAL
group, and ALB was lower in the NCAL group; these dif-
ferences were statistically significant (P< 0.01). Compared
with IKD, CKD had a significantly higher concentration of
MMP-9, and this difference was statistically significant
(P< 0.05) (Figure 3).

4.2. Correlations of MMP-9 with PLTs, ESR, and CRP.
Spearman correlation analysis suggested that MMP-9
showed a linear positive correlation with the ESR
(r� 0.224, P< 0.05) and CRP (r� 0.352, P< 0.05) (Figure 4);
the PLT levels were not obviously correlated with MMP-9.

4.3. 3e Results of the ROC Curve Analysis for MMP-9, PLTs,
ESR, and CRP. )e AUCs of the ROC curves for MMP-9,
PLTs, ESR, and CRP were 0.636 (95% CI 0.532∼0.741), 0.681
(95% CI 0.589∼0.772), 0.762 (95% CI 0.671∼0.853), and
0.657 (95% CI 0.564∼0.750), respectively,
(ESR˃PLT˃CRP˃MMP-9). )e YIs of MMP-9, PLTs, te ESR,
and CRP were 0.372, 0.408, 0.530, and 0.330, respectively,
(ESR˃PLT˃MMP-9˃CRP). From the perspective of the best
diagnostic cut-off value, whenMMP-9 was set to 1120.74 ng/
mL, the sensitivity and specificity for CALs and NCALs in
KD were 58.21% and 78.95%, respectively. When the PLT
cut-off was set to 424.5×109/L, the sensitivity and specificity
for CALs and NCALs in KD were 42.67% and 98.11%, re-
spectively. When the ESR cut-off was set to 74.5mm/h, the
sensitivity and specificity for CALs and NCALs in KD were
81.3% and 71.7%, respectively. When the CRP cut-off was set
to was 82.5mg/L, the sensitivity and specificity for CALs and
NCALs in KD patients were 38.67% and 94.34%, respectively
(Table 3).

Table 1: Age and sex composition at onset in KD (n%).

Age (y) Male (n%) Female (n%) Total (n%)
≤1 y 39 (44.8%) 16 (39.0%) 55 (43.0%)
1∼3 y 31 (35.6%) 13 (31.7%) 44 (34.4%)
>3 y 17 (19.5%) 12 (29.3%) 29 (22.7%)
Total 87 (100.0%) 41 (100%) 128 (100.0%)

< 1y
43%

1-3y
34%

> 3y
23%

< 1y

1-3y

> 3y

Figure 1: Age composition ratio of children with KD.

Table 2: Comparison of general characteristics between CKD and
IKD.

Items CKD IKD X 2 P value
Sex
Male 37 (66.1%) 50 (69.4%) 0.165 0.685
Female 19 (33.9%) 22 (30.6%)

Age (y)
≤1 y 24 (42.9%) 31 (43.1%) 0.001 0.982
1∼3 y 23 (41.1%) 21 (29.2%) 3.440 0.064
>3 y 9 (16.1%) 20 (27.8%) 2.463 0.117

Total 56 (100%) 72 (100.0%) 3.204 0.201
Note. P< 0.05 was considered statistically significant.
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Figure 2: Comparison of the incidence rate of CAL between CKD
and IKD.
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To make up for the limitation of a single diagnostic
index, we determined the optimal cut-off values of MMP-9,
PLTs, ESR, and CRP by using the ROC curves. )e four

values were converted into different combined indicators by
the multiple factor logistic regression, and the regression
equation of the combined indicators for diagnosis was
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Figure 3:)e CAL and NCAL groups regarding the serum levels of MMP-9, PLTs, CRP, ESR, and ALB and the concentration of MMP-9 in
CKD and IKD. )e level of statistical significance was set at P< 0.05.
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Figure 4: MMP-9 showed a linear positive correction with the (a) ESP (r� 0.224, P< 0.05) and the (b) CRP (r� 0.352, P< 0.05).
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expressed as log(P)� 0.0001∗MMP-9−0.005∗PLT−0.036∗
ESR−0.019∗CRP−4.791. )e predicative factor P � 1/(1 +
e – (0.001 ∗ MMP-9−0.005 ∗ PLT−0.036∗ ESR−0.019∗
CRP−4.791)) was obtained after performing a conversion. A
ROC curve was drawn with the predicative factor P as the
indicator for the analysis of the combined factors for di-
agnosis. )e AUC of the combined detection of the four
indicators was 0.877, the SD was 0.034, the sensitivity was
85.07%, and the specificity was 78.95%. )e AUC for the
combined factor diagnosis yielded the following results:
compared with the AUC of MMP-9 for diagnosis, Z� 3.84
and P< 0.05; compared with the AUC of PLTs for diagnosis,
Z� 3.40 and P˂0.05; compared with the AUC of the ESR for
diagnosis, Z� 2.00 and P< 0.05; and compared with the
AUC of CRP for diagnosis, Z� 3.76 and P< 0.05; these
differences were statistically significant (P< 0.05). )ese
results show that the AUC, sensitivity, and specificity of the
combined diagnosis with four indicators were superior to
those of the single indicators. )us, the combination of the
four indicators was considered the most effective way to
distinguish CALs and NCALs, as the efficacy was superior to
that of the single indicators, and the rate of missed diagnoses
and misdiagnoses was lower (Figure 5).

5. Discussion

KD, a kind of disease whose major symptom is vascular
inflammation, mostly occurs in children. It is difficult to
distinguish these conditions from infectious febrile diseases
in the absence of specific laboratory diagnostic indictors
[38, 39]. )us, the early diagnosis and prediction of CALs in
KD is of great significance for understanding the develop-
ment, progression, and severity of this illness [40].

MMPs are zinc-dependent proteases that were first
discovered in 1962 that play an important role in the car-
diovascular disease [41–45]. In the MMP family, MMP-9 is
the member that is most closely associated with vascular
lesions [46–50], including acute MI, atherosclerosis, heart
failure, and aortic aneurysm [51, 52]. MMP-9 activity
contributes to the decomposition of elastin, and blocking
this activity can decrease coronary artery inflammation in
KD animals [53, 54]. In our study, we found that MMP-9
was not only upregulated in KD but was also significantly
correlated with CALs, which is consistent with a report by
Kuo et al. [55].

Elevations in MMP-9, PLTs, ESR, and CRP in children
should be given adequate attention in clinical practice, thus
avoiding the occurrence or further development of CALs.
Lai [56] found that serum MMP-9 was positively correlated
with serum CRP and the ESR in CALs based on partial

correlation analysis, which may be explained by the fact that
the ESR is mainly affected by changes in immunoglobulins
and fibrinogens in the blood. MMP-9 may be activated by
neutrophil elastase, plasminogen activators, and fibrin
plasmin in the inflammatory response, further accelerating
ECM degradation and leading to the destruction of the
vascular wall [57]. )us, there is a mechanism through
which the ESR and MMP-9 can simultaneously increase,
leading to the positive correlation of these factors. CRP is
involved in the entire process of the inflammatory response,
as it activates complement proteins and increases the ability
of monocytes to release [58], while monocytes are stimulated
by IL-1β to produce prostaglandin E2 and, therefore, to
generate MMP-9 [59]; in addition, CRP is synthesized and
secreted by hepatocytes that are stimulated by cytokines,
such as IL-6 and IL-1β, revealing the interaction between
CRP and MMP-9. CRP is able to induce an increase in the
MMP-9 expression. Hence, there is a certain correlation
between CRP and MMP-9.

)e combined detection of MMP-9, PLTs, ESR, and CRP
is superior to the detection of any single indicator for
predicting CALs in KD.)e etiology and pathogenesis of KD
are not fully understood, and clinicians lack specific labo-
ratory criteria for diagnosis, making it difficult to make an
early diagnosis of KD. Moreover, many KD patients come to

Table 3: Evaluation of the detection indicators (PLTs, ESR, CRP, and MMP-9) for predicting CALs.

AUC SE AUC (95% CI) Cut-off value Youde n index Sensitivity (%) Specificity (%) P

PLT 0.681 0.047 0.589∼0.772 424.5 0.408 42.67 98.11 0.001
ESR 0.762 0.047 0.671∼0.853 74.5 0.530 81.30 71.70 0.000
CRP 0.657 0.048 0.564∼0.750 82.5 0.330 38.67 94.34 0.003
MMP-9 0.636 0.053 0.532∼0.741 1120.74 0.372 58.21 78.95 0.021
Note. P< 0.05 was considered statistically significant.
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Figure 5: )e ROC curve analysis for MMP-9, PLTs, EST, and
CEP.
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the hospital for medical treatment because of a fever of an
unknown cause and have no typical clinical characteristics.
)e progressive aggravation of inflammation leads to the
persistence of a vascular inflammatory response that in-
creases in severity, thus causing CALs [60]. )erefore, KD
should be considered in patients with a fever of an unknown
origin in the acute stage if the index of the appeal is ab-
normally increased.

Because CAL in KD usually appears two weeks after the
onset of the disease, it is more difficult to make an early di-
agnosis of IKD [61]. PLTs, ESR, CRP, and other inflammatory
indicators have been increasingly useful for the clinical di-
agnosis of KD and have beenwidely recognized by themajority
of clinicians. However, reports comparing the efficacy of these
indicators in the early diagnosis and prediction of CALs are
rare. )e detection results of MMP-9, PLTs, ESR, and CRP in
this study showed that the ESR has good sensitivity and
specificity, while PLTs, CRP, andMMP-9 have lower sensitivity
and higher specificity, and thus have limited diagnostic values.
After combining the four indicators into a singer diagnostic
indicator by logistic stepwise regression, the ROC analysis
suggested that the sensitivity and specificity has improved.
)erefore, combined detection was considered to have a higher
efficacy for predicting CALs in KD and to perform better than
single-indicator detection, suggesting that both missed di-
agnoses and the misdiagnosis rate would be reduced.

)ere are some limitations in this study. )is study was
a single center clinical study, with limited sample size and less
variables. In the future, large sample and long follow-up studies
are needed to verify the role of MMP-9, PLTs, ESR, and CRP
levels in Kawasaki disease with cardiovascular injury.

6. Conclusions

In conclusion, the combined detection of MMP-9, PLTs,
ESR, and CRP is of great significance for predicting CALs in
children with KD and provides a theoretical basis for cli-
nicians to achieve the early diagnosis of KD.

Data Availability

)e data used to support the findings of this study are
available from the corresponding author upon request.

Ethical Approval

A corresponding approval from the Lanzhou University
Second Hospital ethics committee was obtained.

Conflicts of Interest

)e authors declare that they have no conflicts of interest.

Acknowledgments

)is work was supported by the Natural Science Foundation
of Gansu Province (20JR10RA599) and Cuiying Scientific
and Technological Innovation Plan of Lanzhou University
Second Hospital (2020QN-22). )is study received funding

from the government (item number: 18JR3RA323) from the
Natural Science Foundation of Gansu Province.

References

[1] Y.W. Park, I. S. Park, C. H. Kim et al., “Epidemiologic study of
kawasaki disease in Korea, 1997-1999: comparison with
previous studies during 1991-1996,” Journal of Korean
Medical Science, vol. 17, no. 4, pp. 453–456, 2002.

[2] M. T. Lin and M. H. Wu, “)e global epidemiology of
kawasaki disease: review and future perspectives,” Global
Cardiology Science & Practice, vol. 2017, no. 3, Article ID
e201720, 2017.

[3] K. Matsushita, T. Tamura, M. Nishiga, K. Kaitani, C. Izumi,
and Y. Nakagawa, “Acute myocardial infarction and 30-year
coronary aneurysm follow-up by serial angiography in
a young adult with kawasaki disease,” Cardiovascular In-
tervention and 3erapeutics, vol. 30, no. 2, pp. 142–146, 2015.

[4] J. W. Newburger, M. Takahashi, M. A. Gerber et al., “Di-
agnosis, treatment, and long-term management of kawasaki
disease: a statement for health professionals from the com-
mittee on rheumatic fever, endocarditis and kawasaki disease,
council on cardiovascular disease in the young, american
heart association,”Circulation, vol. 110, no. 17, pp. 2747–2771,
2004.

[5] J. B. Gordon, A. M. Kahn, and J. C. Burns, “When children
with kawasaki disease grow up: myocardial and vascular
complications in adulthood,” Journal of the American College
of Cardiology, vol. 54, no. 21, pp. 1911–1920, 2009.

[6] S. Singh, A. Bansal, A. Gupta, R. M. Kumar, and B. R. Mittal,
“Kawasaki disease: a decade of experience from north India,”
International Heart Journal, vol. 46, no. 4, pp. 679–689, 2005.

[7] R. P. Khubchandani and C. Khemani, “Kawasaki disease
registries reap results experience in Mumbai,” Indian Journal
of Pediatrics, vol. 73, pp. 545-546, 2006.

[8] D. K. Paul, A. Gupta, and M. Lahiri, “Kawasaki disease in
Calcutta,” Indian Pediatrics, vol. 37, no. 11, pp. 1264-1265,
2000.

[9] S. N. Narayanan and K. Sabarinathan, “Kawasaki disease,”
Indian Pediatrics, vol. 34, no. 2, pp. 139–143, 1997.

[10] N. Suresh, V. V. Varadarajan, and M. S. Ranjith, “Kawasaki
disease in south India: a prospective, case-control study,”
Annals of Tropical Paediatrics, vol. 27, no. 4, pp. 277–283,
2007.

[11] S. Amano, F. Hazama, H. Kubagawa, K. Tasaka, H. Haebara,
and Y. Hamashima, “General pathology of kawasaki disease:
on the morphological alterations corresponding to the clinical
manifestations,” Pathology International, vol. 30, no. 5,
pp. 681–694, 1980.

[12] T. Kawasaki, F. Kosaki, S. Okawa, I. Shigematsu, and
H. Yanagawa, “A new infantile acute febrile mucocutaneous
lymph node syndrome (MLNS) prevailing in Japan,” Pedi-
atrics, vol. 54, no. 3, pp. 271–276, 1974.

[13] Y. Lu, L. Wu, F. Liu, X. Hu, X. Liang, and X. Ma, “Long-
termfollow-up assessment of coronary artery complications in
children with kawasaki disease: a comparision between
echocardiography and coronary angiography,” Chinese
Journal of Evidence Based Pediatrics, vol. 05, no. 6, pp. 430–
435, 2010.

[14] E. Tsuda, T. Kamiya, Y. Ono, K. Kimura, and S. Echigo,
“Dilated coronary arterial lesions in the late period after
kawasaki disease,” Heart, vol. 91, no. 2, pp. 177–182, 2005.

[15] T. Akagi, V. Rose, L. N. Benson, A. Newman, and
R. M. Freedom, “Outcome of coronary artery aneurysms after

6 Evidence-Based Complementary and Alternative Medicine



kawasaki disease,” 3e Journal of Pediatrics, vol. 121, no. 5,
pp. 689–694, 1992.

[16] H. Kato, T. Sugimura, T. Akagi et al., “Long-term conse-
quences of kawasaki disease. a 10- to 21-yearfollow-up study
of 594 patients,” Circulation, vol. 94, no. 6, pp. 1379–1385,
1996 Sep 15.

[17] R. M. R. Tulloh, R. Mayon-White, A. Harnden et al.,
“Kawasaki disease: a prospective population survey in the UK
and ireland from 2013 to 2015,” Archives of Disease in
Childhood, vol. 104, no. 7, 2020.

[18] J. C. Burns, H. Shike, J. B. Gordon, A. Malhotra,
M. Schoenwetter, and T. Kawasaki, “Sequelae of kawasaki
disease in adolescents and young adults,” Journal of the
American College of Cardiology, vol. 28, no. 1, pp. 253–257,
1996.

[19] J. Fukushige, N. Takahashi, K. Ueda, T. Hijii, H. Igarashi, and
A. Ohshima, “Long-term outcome of coronary abnormalities
in patients after kawasaki disease,” Pediatric Cardiology,
vol. 17, no. 2, pp. 71–76, 1996.

[20] A. Suzuki, T. Kamiya, Y. Arakaki, Y. Kinoshita, and
K. Kimura, “Fate of coronary arterial aneurysms in kawasaki
disease,” 3e American Journal of Cardiology, vol. 74, no. 8,
pp. 822–824, 1994.

[21] J. W. Newburger, M. Takahashi, M. A. Gerber et al., “Di-
agnosis, treatment and long-term management of kawasaki
disease: a statement for health professionals from the com-
mittee on rheumatic fever, endocarditis, and kawasaki disease,
council on cardiovascular disease in the young, American
heart association,” Pediatrics, vol. 114, no. 6, pp. 1708–1733,
2004.

[22] L. Huiling, L. Yaping, and H. Xiufen, “Prediction of the risk of
coronary arterial lesions in kawasaki disease by N-
terminalpro-brain natriuretic peptide,” Chinese Journal of
Pediatrics, vol. 53, no. 4, pp. 300–303, 2015.

[23] J. Fuyong, Kawasaki Disease, People’s Publishing House,
Beijing, China, 2014.

[24] R. Fukazawa and S. Ogawa, “Long-term prognosis of patients
with kawasaki disease: at risk for future atherosclerosis,”
Journal of Nippon Medical School, vol. 76, no. 3, pp. 124–133,
2009.

[25] T. Kawasaki, “Acute febrile mucocutaneous syndrome with
lymphoid involvement with specific desquamation of the
fingers and toes in children,” Arerugi, vol. 16, no. 3,
pp. 178–222, 1967.

[26] Y. Mitani, Y. Okuda, H. Shimpo et al., “Impaired endothelial
function in epicardial coronary arteries after kawasaki dis-
ease,” Circulation, vol. 96, no. 2, pp. 454–461, 1997.

[27] R. Yamakawa, M. Ishii, T. Sugimura et al., “Coronary en-
dothelial dysfunction after kawasaki disease: evaluation by
intracoronary injection of acetylcholine,” Journal of the
American College of Cardiology, vol. 31, no. 5, pp. 1074–1080,
1998.

[28] Y. Mitani, H. Sawada, H. Hayakawa et al., “Elevated levels of
high-sensitivityC-reactive protein and serum amyloid-A late
after kawasaki disease: association between inflammation and
late coronary sequelae in kawasaki disease,” Circulation,
vol. 111, no. 1, pp. 38–43, 2005.

[29] Y. Mitani, H. Ohashi, H. Sawada et al., “In vivo plaque
composition and morphology in coronary artery lesions in
adolescents and young adults long after kawasaki disease:
a virtual histology-intravascular ultrasound study,” Circula-
tion, vol. 119, no. 21, pp. 2829–2836, 2009.

[30] K. Suda, N. Tahara, Y. Kudo et al., “Persistent coronary ar-
terial inflammation in a patient long after the onset of

kawasaki disease,” International Journal of Cardiology,
vol. 154, no. 2, pp. 193-194, 2012.

[31] E. Tsuda, T. Abe, and W. Tamaki, “Acute coronary syndrome
in adult patients with coronary artery lesions caused by
kawasaki disease: review of case reports,” Cardiology in the
Young, vol. 21, no. 1, pp. 74–82, 2011.

[32] L. B. Daniels, M. S. Tjajadi, H. H.Walford et al., “Prevalence of
kawasaki disease in young adults with suspected myocardial
ischemia,” Circulation, vol. 125, no. 20, pp. 2447–2453, 2012.

[33] D. M. Hovsepian, S. J. Ziporin, M. K. Sakurai, J. K. Lee,
J. A. Curci, and R. W. )ompson, “Elevated plasma levels of
matrix metalloproteinase-9 in patients with abdominal aortic
aneurysms: a circulating marker of degenerative aneurysm
disease,” Journal of Vascular and Interventional Radiology,
vol. 11, no. 10, pp. 1345–1352, 2000.

[34] Q. Peng, T. F. Zhou, C. Chen et al., “Clinical value of serum
matrix metalloproteinase-9 and tissue inhibitor of
metalloproteinase-1 for the prediction and early diagnosis of
coronary artery lesion in patients with kawasaki disease,”
Chinese Journal of Pediatrics, vol. 43, no. 9, pp. 676–680, 2005.

[35] B. Li and X. Zhang, “Diagnosis and differential diagnosis of
kawasaki disease,”Chinese Pediatrics Of Integrated Traditional
and Western Medicin, vol. 8, no. 2, pp. 125–128, 2016.

[36] M. Ayusawa, T. Sonobe, S. Uemura et al., “Revision of di-
agnostic guidelines for kawasaki disease (the 5th revised
edition),” Pediatrics International, vol. 47, no. 2, pp. 232–234,
2005.

[37] H. Yamei and J. Zaifang, Zhufutang Practical Pediatrics,
People’s Health Publishing House, Beijing, China, 2015.

[38] S. Singh, A. K. Jindal, and R. K. Pilania, “Diagnosis of
kawasaki disease,” International Journal of Rheumatic Dis-
eases, vol. 21, no. 1, pp. 36–44, 2018.

[39] S. Singh, P. Vignesh, and D. Burgner, “)e epidemiology of
kawasaki disease: a global update,” Archives of Disease in
Childhood, vol. 100, no. 11, pp. 1084–1088, 2015.

[40] J. M. Zhao and X. H. Wang, “Clinical significance of anti-
neutrophil cytoplasmic antibodies and anti-endothelial cell
antibodies in children with kawasaki disease,” Chinese Journal
of Contemporary Pediatrics, vol. 16, no. 7, pp. 740–744, 2014.

[41] G. M. Longo, W. Xiong, T. C. Greiner, Y. Zhao, N. Fiotti, and
B. T. Baxter, “Matrix metalloproteinases 2 and 9 work in
concert to produce aortic aneurysms,” Journal of Clinical
Investigation, vol. 110, no. 5, pp. 625–632, 2002.

[42] S. L. Parsons, S. A. Watson, P. D. Brown, H. M. Collins, and
R. J. C. Steele, “Matrix metalloproteinases,” British Journal of
Surgery, vol. 84, no. 2, pp. 160–166, 1997.

[43] E. Hopps and G. Caimi, “Matrix metalloproteinases in
metabolic syndrome,” European Journal of Internal Medicine,
vol. 23, no. 2, pp. 99–104, 2012.

[44] G. Berg, V. Miksztowicz, and L. Schreier, “Metalloproteinases
in metabolic syndrome,” Clinica Chimica Acta, vol. 412,
no. 19-20, pp. 1731–1739, 2011.

[45] E. Hopps and G. Caimi, “Matrix metalloproteases as a phar-
macological target in cardiovascular diseases,” European
Review for Medical and Pharmacological Sciences, vol. 19,
no. 14, pp. 2583–2589, 2015.

[46] S. R. Mirhafez, A. Avan, M. Tajfard et al., “Relationship be-
tween serum cytokines receptors and matrix metal-
loproteinase 9 levels and coronary artery disease,” Journal of
Clinical Laboratory Analysis, vol. 31, no. 5, Article ID e22100,
2017.

[47] T. A. A. El-Aziz and R. H. Mohamed, “Matrix
metalloproteinase-9 polymorphism and outcome after acute

Evidence-Based Complementary and Alternative Medicine 7



myocardial infarction,” International Journal of Cardiology,
vol. 227, pp. 524–528, 2017.

[48] McE. C. M. Yasmin, S. Wallace, C. M.McEniery et al., “Matrix
metalloproteinase-9 (MMP-9), MMP-2, and serum elastase
activity are associated with systolic hypertension and arterial
stiffness,” Arteriosclerosis, 3rombosis, and Vascular Biology,
vol. 25, no. 2, pp. 372–378, 2005.

[49] E. Furenes, M. Trøseid, E. Hjerkinn et al., “Prediction of
cardiovascular events by matrix metalloproteinase (MMP)-9
in elderly men,” 3rombosis & Haemostasis, vol. 103, no. 03,
pp. 679–681, 2010.

[50] M. Li, G. Yang, B. Xie, K. Babu, and C. Huang, “Changes in
matrix metalloproteinase-9 levels during progression of atrial
fibrillation,” Journal of International Medical Research,
vol. 42, no. 1, pp. 224–230, 2014.

[51] A. Briasoulis, D. Tousoulis, N. Papageorgiou et al., “Novel
therapeutic approaches targetingmatrix metalloproteinases in
cardiovascular disease,” Current Topics in Medicinal Chem-
istry, vol. 12, no. 10, pp. 1214–1221, 2012.

[52] H. Cai, Y. Ma, L. Jiang et al., “Hypoxia response element-
regulated MMP-9 promotes neurological recovery via glial
scar degradation and angiogenesis in delayed stroke,” Mo-
lecular 3erapy, vol. 25, no. 6, pp. 1448–1459, 2017.

[53] A. C. Lau, T. T. Duong, S. Ito, and R. S. M. Yeung, “Matrix
metalloproteinase 9 activity leads to elastin breakdown in an
animal model of kawasaki disease,” Arthritis & Rheumatism,
vol. 58, no. 3, pp. 854–863, 2008.

[54] A. C. Lau, T. T. Duong, S. Ito, G. J. Wilson, and
R. S. M. Yeung, “Inhibition of matrix metalloproteinase-9
activity improves coronary outcome in an animal model of
kawasaki disease,” Clinical and Experimental Immunology,
vol. 157, no. 2, pp. 300–309, 2009.

[55] H. C. Kuo, S. C. Li, L. H. Huang, and Y. H. Huang, “Epigenetic
hypomethylation and upregulation of matrix metal-
loproteinase 9 in kawasaki disease,” Oncotarget, vol. 8, no. 37,
pp. 60875–60891, 2017.

[56] Y. Lai, “Changes of matrix metalloproteinase-9 and tissue
inhibitors of metalloproteinase-1 in the patients with acute
coronary syndrome,” Journal of Chinese Practical Diagnosis
and 3erapy, vol. 23, no. 1, pp. 17–19, 2009.

[57] S. Ye, C. R. Gale, and C. N. Martyn, “Variation in the matrix
metalloproteinase-1 gene and risk of coronary heart disease,”
European Heart Journal, vol. 24, no. 18, pp. 1668–1671, 2003.

[58] T. Chen and J. Gao, “Expression and correlation of IL-6, hs-
CRP and TNF-α in patients with acute myocardial infarction,”
Hebei Medical Journal, vol. 40, no. 24, pp. 3725–3728, 2018.

[59] F. Cipollone, M. L. Fazia, A. Iezzi et al., “Association between
prostaglandin E receptor subtype EP4 overexpression and
unstable phenotype in atherosclerotic plaques in human,”
Arteriosclerosis, 3rombosis, and Vascular Biology, vol. 25,
no. 9, pp. 1925–1931, 2005.

[60] T. Kim, W. Choi, C. W. Woo et al., “Predictive risk factors for
coronary artery abnormalities in Kawasaki disease,” European
Journal of Pediatrics, vol. 166, no. 5, pp. 421–425, 2007.

[61] X. Wang, X. Wang, W. Wang, and W. Dong, “Changes in
heart type fatty acid binding protein and brain natriuretic
peptide of children with kawasaki disease and their re-
lationship with heart function,” Chinese Journal of Applied
Clinical Pediatrics, vol. 32, no. 9, pp. 705–707, 2017.

[62] J. Zhang, C. C. Li, W. Zhao et al., “Association between sleep
quality and cardiovascular damage in predialysis patients with
chronic kidney disease,” BMC Nephrology, vol. 15, no. 1,
p. 131, 2014.

[63] A. S. Hussain, M. H. Shah, M. Lakhdir et al., “Effectiveness of
transcutaneous bilirubin measurement in managing neonatal
jaundice in postnatal ward of a tertiary care hospital in
Pakistan,” BMJ paediatrics open, vol. 1, no. 1, Article ID
e000065, 2017.

[64] S. Xiu-Yu, H. Jia-Yu, H. Qiang, and D. Shu-Hui, “Platelet
count and Erythrocyte Sedimentation Rate are good pre-
dictors of kawasaki disease: ROC analysis,” Journal of Clinical
Laboratory Analysis, vol. 24, no. 6, pp. 385–388, 2010.

8 Evidence-Based Complementary and Alternative Medicine


