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Maladie de Kawasaki



Kawasaki – Les points clés

• Maladie décrite en 1967 – à peine 60 ans de recul !
• Vascularite systémique qui touche essentiellement les 

artères de moyen calibre avec un tropisme électif pour les 
artères coronaires (gravité de la maladie) 

• Les complications coronaires surviennent dans 15 à 25 % des 
cas chez les enfants non traités

• L'administration précoce d'immunoglobulines humaines par 
voie intraveineuse a transformé le pronostic en diminuant 
par 5 le risque d'anévrisme coronaire

• Risque de mortalité 0,015 % (Japon), surtout entre le 15-
45eme jour (thrombocytose concomittante avec la 
vascularite)



Epidémiologie
• Première cause de cardiopathie acquise de l'enfant dans les 

pays développés

• Tous les âges pédiatriques (80 % des cas avant 5 ans)
• Les patients de moins de 1 an ou de plus de 8 ans sont rares 

mais ont un risque plus élevé d'anévrisme coronaire

• Formes de l'adulte: première fois décrite en 1977
• Symptômes majeurs décrits identiques

• Kawasaki atteint chaque année:
– 265/100.00 enfants < 5 ans au Japon
– extrapolation française: 600 nouveaux cas par an en 

France
Newburger JACC 2016



Caractéristiques cliniques: critères majeurs
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Faciès typique d’un enfant avec Kawasaki



Atteinte muqueuse et desquamation palmo-plantaire



Formes rares: forme psoriasiforme/ BCGite



Atteinte cardiovasculaire

• Pas d’atteinte coronaire dans 75% des cas !

• Anomalie ECG ou échocardiographique:
– Dilatation des artères coronaires (20%)
– Anévrismes coronaires
– Infarctus
– Myocardite avec possible insuffisance ventriculaire gauche 

sévère
– Péricardite, épanchement péricardique
– Fuites valvulaires par inflammation des valves cardiaques et 

particulièrement la valve mitrale (1 %)
– Troubles conductifs et troubles du rythme par inflammation 

du tissu de conduction



Les anévrismes coronaires
• Entre le 10ème et le 25ème jour d'évolution
• 5 % lorsque le traitement est fait précocement 
 = < 10 jours du début des symptômes
• Souvent multiples et siègent habituellement dans la partie proximale 

des artères coronaires

• Pronostic cardiaque dépend essentiellement de leur taille. 
• Depuis presque 10 ans: plus la taille en mm mais le Z score !

Selon les guideslines américaines:
Dilatation coronaire  Z score > 2 < 2,5
Petit anévrysme coronaire  Z score > 2,5 <5
Anévrysme coronaire moyen Z score 5-10
Anévrysme géant   Z score > 10 ou > 8 mm

Newburger JACC 2016



Formes atypiques

Tableau clinique dominé par un symptôme inhabituel:

« convulsions, œdème pulmonaire, diarrhée sanglante, ascite, 
obstruction des voies aériennes supérieures, épiglottite, 
adénopathies cervicales compressives ou hémolyse et 
défaillance multi-viscérale, syndrome néphrotique, 
hyponatrémie…. »

Formes de l'adulte
• Troubles digestifs, atteinte hépatique, signes 

articulaires et encéphalites sont plus fréquent



Patients ayant eu une fièvre depuis au moins 5 jours et 
au moins deux critères cliniques de Kawasaki, sans cause évidente, 
et des critères biologiques en faveur d'une inflammation systémique

• Différent de la « forme atypique »

• Manque un ou plusieurs des cinq critères diagnostiques majeurs
 
• Plus fréquentes chez les enfants les plus jeunes, à risque 
     d'anomalies coronaires
 

Les formes incomplètes

Newburger JW et al., Circulation. 2004

Diagramme décisionnel proposé par l'American Academy 
of Paediatrics pour aider à la prescription d’IgG dans les formes 
incomplètes 



Critères cliniques et biologiques supplémentaires

Albumine < ou égal 3g/dl
Anémie pour l’âge
Plaquettes ³ à 450 000/ mm³ à J7
Globules blancs ³ à 15 000 / mm³ 
ECBU ³ à 10 globules blancs/ champ
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19-1800 ! Maladie de Kawasaki

Critères cliniques majeurs associés à une fièvre de plus de 5 jours et une irritabilité quasi constante d’apparition brutale

Conjonctivite bilatérale bulbaire non purulente
Atteinte muqueuse : pharyngite, chéilite, langue framboisée, stomatite

Exanthème polymorphe
Atteinte des extrémités : érythème des paumes des mains et/ou des plantes des pieds, œdème palmoplantaire, desquamation palmoplantaire

secondaire en « doigt de gant »
Atteinte unilatérale des ganglions cervicaux, de plus de 1,5 cm de diamètre, ferme

Critères cliniques supplémentaires

Cardiovasculaires : myocardite, péricardite, état de choc,
fuites valvulaires, anomalie coronaire, anévrismes extra-
cardiaques de taille moyenne (vaisseaux du cou, artères

rénales, spléniques, hépatiques, pancréatiques, génitales),
gangrène, dilatation du culot aortique

Digestifs et urinaires : diarrhées, vomissements, douleurs
abdominales, hydrocholécyste, dysfonction hépatique,

ictère, pancréatite, urétrite/méatite, hydrocèle
Respiratoires : toux, infiltrat péribronchique et interstitiel,

nodules pulmonaires
Neuroméningés : troubles de la conscience avec irritabilité

extrême, méningite aseptique, paralysie faciale, hypoacousie
Articulaires : arthrite, arthralgies (hyperleucocytose du

liquide synovial)
Autres : uvéite, érythème au niveau de la cicatrice de BCG,

desquamation du siège, phlegmon rétropharyngé

Formes incomplètes

Fièvre de plus de 5 jours et 2 ou 3 critères cliniques
ou

 Fièvre de plus de 7 jours sans cause retrouvée (enfants ≤ 6 mois+++)

Faire un bilan biologique

CRP < 30 mg/l et VS < 40 mm/h

Réexaminer et contrôler le bilan
biologique si la fièvre persiste

Échocardiographie en cas de
desquamation en doigt de gant

typique

CRP ≥ 30 mg/l et/ou VS  ≥ 40 mm/h

Au moins 3 critères biologiques ou plus :

Anémie pour l’âge
Plaquettes  ≥ 450 000/mm3

Albumine  ≤ 30 g/l
ALAT augmentées

Globules blancs  ≥ 15 000/mm3

ECBU  ≥ 10 globules blancs/champ

ou

Échocardiographie positive

Description coronaire

Aucune atteinte coronaire : Z-score < 2 
Dilatation coronaire : 2  ≤ Z-score < 2,5

Anévrisme coronaire de petite taille : 2,5 ≤ Z-score < 5
Anévrisme coronaire de taille moyenne : 5 ≤ Z-score < 10 et valeur absolue < 8 mm

Anévrisme coronaire géant : Z-score ≥ 10 ou valeur absolue  ≥ 8 mm

Score de Kobayashi (risque coronaire élevé si score ≥ 5)

Âge ≤ 1 an (1 point)
Traitement dans les 4 premiers jours de fièvre (2 points)

Hyponatrémie < 130 mmol/l (2 points)
Plus de 80 % de polynucléaires neutrophiles (2 points)

Plaquettes   ≤ 300 ×109/l (1 point)
ASAT  ≥ 100 UI/l (1 point)
CRP ≥ 100 mg/l (1 point)

Exclusion des diagnostics différentiels

Origine virale : adénovirus, entérovirus, EBV, rougeole
Scarlatine

Syndrome d’épidermolyse staphylococcique
Syndrome du choc toxique
Adénopathie bactérienne

Hypersensibilité aux médicaments
Syndrome de Stevens-Johnson

Polyarthrite juvénile
Leptospirose

Traiter

Non

Oui

Échocardiographie positive

Z-score IVA ou CD ≥ 2,5
Ou anévrisme coronaire (Z-score ≥ 2,5)
Ou plus de 3 critères :
- dysfonction ventriculaire gauche
- fuite mitrale
- épanchement péricardique
- Z-score IVA ou CD compris entre 2 et 2,5

Figure 1. Diagnostic de la maladie de Kawasaki. CRP : protéine C réactive ; VS : vitesse de sédimentation ; BCG : bacille de Calmette et Guérin ; ALAT :
alanine aminotransférases ; ECBU : examen cytobactériologique des urines ; EBV : Epstein-Barr virus ; IVA : coronaire interventriculaire antérieure ; CD :
coronaire droite.

Japon  comme  un  signe  précoce  et  très  spécifique  de  la  maladie.  La
lésion peut  être  nodulaire  et  nécrotique.  Elle  guérit  en  général  en
deux semaines [28].

Des  lésions  bulleuses,  vésiculeuses  ou  à  type  de  rash  pétéchial
vont à  l’encontre  du  diagnostic  de  maladie  de  Kawasaki  et  doivent
faire rechercher  un  diagnostic  différentiel.

Atteinte  des  extrémités
L’atteinte  des  extrémités  se  présente  comme  un  érythème  des

paumes des  mains  et/ou  des  plantes  des  pieds  vers  le  cinquième
jour (fuite  capillaire),  ou  une  éruption  des  faces  dorsales  des  extré-
mités.  L’œdème  palmoplantaire,  plus  rare,  apparaît  en  moyenne
le septième  jour  et  peut  être  localisé  sur  les  faces  dorsales  des

extrémités.  La  desquamation  en  « doigt  de  gant  » des  doigts
et des  orteils,  survenant  au  cours  de  la  troisième  semaine,  peut
s’associer  à  une  desquamation  palmoplantaire [23].  Sa  présence
doit faire  évoquer,  a  posteriori,  le  diagnostic  de  maladie  de  Kawa-
saki et  nécessite  la  prescription  d’une  échographie  cardiaque  à  la
recherche  d’anévrisme.

Atteinte  des  ganglions  cervicaux
L’atteinte  des  ganglions  cervicaux  est  plus  rare  et  réalise  une

tuméfaction  ganglionnaire  volumineuse,  souvent  unilatérale  de
plus de  1,5  cm,  tendue,  ferme,  régressant  en  quelques  jours
sans jamais  suppurer  (diagnostic  différentiel).  Chez  un  petit
nombre  de  patients,  l’atteinte  ganglionnaire  peut  être  la  seule

4 EMC - Angéiologie

Bajolle et al. 2018 EMC



1°) La phase aiguë (J0-J10) : atteinte cardiaque rare

2°) La phase subaiguë (J10-J20) : diagnostic de complication 
coronaire

3°) La phase de convalescence (J20-J70) : constatation 
d’anévrysmes et de sténoses cicatricielles en cas de complication 
coronaire à la deuxième phase

Evolution naturelle



Exemples d’atteinte coronaires



Dilatation anévrysmale des artères coronaires

IVA =6.9 mmAorte
Thrombus 
dans l’IVAAorte

(A) IVA=interventriculaire antérieure
(B) thrombus dans l’IVA



Dysfonction ventriculaire gauche sévère en 
échographie

VG
dilaté VG

dilaté

Etat de choc dans 7% des cas de maladie de Kawasaki



Dilatation anévrysmale des artères 
coronaires au scanner

Aorte

IVA =6.9 mm

CD =4.7 mm



Chapelet anévrysmal

Dilatation anévrysmale de l’IVA en 
chapelet au scanner

Aorte

Chapelet anévrysmal

Aorte



Anévrysme coronaire avec sténose 
coronaire au cathétérisme cardiaque

Sténose 
coronaire

Anévrysmes et sténoses
multiples des coronaires



Atteinte diffuse des axes vasculaires

Aorte

Dilatation 
fusiforme

Foie

A B

(A) épaississement pariétal hyperéchogène de l’aorte, de l’artère mésentérique supérieure et du tronc 
cœliaque en échographie 
(B) dilatation fusiforme de l’artère mésentérique supérieure, du tronc caeliaque au scanner



Le traitement de 1ère intention

Immunoglobulines intraveineuses:
• 2g/kg en 8 à 12 heures, à posologie progressive

En association à de l’acide acétylsalicylique (AAS) :
• à fortes doses pour ses effets anti-inflammatoires et anti-

thrombotiques (30-50 mg/kg/j en 4 fois) à la phase aiguë 
• puis à dose anti-aggrégante plaquettaire rapidement 48-72 h 

après l’apyrexie (3-5 mg/kg/jour)

De Graeff et al 2019, Newburger 2016



result in luminal narrowing and consequent myo-
cardial ischemia. A prominent feature of the late his-
tology of aneurysms is the almost universal finding
of layered thrombus in the aneurysms associated
with calcification that can be detected by computed
tomography (CT) calcium score (38).

It is important to note that only the most severe
forms of vascular and myocardial pathology have
been characterized, as the histological description of
KD is largely on the basis of autopsies of individuals
who died of complications of their vasculitis.

Coronary artery histology in individuals with a his-
tory of KD who died of unrelated causes has not been
systematically studied. These data are needed to
allow accurate counseling of patients about potential
future cardiovascular complications.

EVALUATION IN ACUTE PHASE OF ILLNESS

In the absence of a pathognomonic laboratory test,
the diagnosis of KD depends on recognition of clinical
criteria (2). The most important elements in timely

CENTRAL ILLUSTRATION Management of Kawasaki Disease

Anti-inflammatory therapy with intravenous immunoglobulin (IVIG) and ASA (acetylsalicylic acid or aspirin).
Echocardiogram to assess coronary arteries and determine Z score.

Defervescence with no coronary dilation (Z score <2) Persistent/recrudescent fever 36 hrs after IVIG and/or Z score ≥2.5

Additional anti-inflammatory therapy

Diagnosis of Kawasaki disease according to American Heart Association criteria*

Risk level

1   Normal coronary 
arteries

2  Transient dilation

3  Small aneurysm

4  Medium aneurysm

5  Large or giant 
aneurysm

Management

Antiplatelet therapy 4–6 weeks and cardiac counseling.
No invasive cardiac tests are warranted.

Same as risk level 1

Low-dose aspirin beyond first 6 weeks

Z score

<2

2 to <2.5

≥2.5 to <5

≥5 to <10

≥10 or 
absolute
dimension 
≥8mm

Long-term antiplatelet therapy

Long-term antiplatelet plus
anticoagulation therapy, 
+/– beta blockers

Coronary risk stratification

Life-long surveillance tailored
to coronary artery status and age:
• Echocardiography (serial)
• Angiography (CT, CMR, invasive)
• Stress-testing for inducible myocardial ischemia
• Coronary intervention

- Catheter
- Surgical

•  Counseling
- Exercise recommendations
- Reproductive counseling
- CV risk management

Repeat echocardiograms until dimensions stabilize

Newburger, J.W. et al. J Am Coll Cardiol. 2016;67(14):1738–49.

*Fever for at least 5 days plus rash, bilateral nonexudative conjunctivitis, oral changes (red, cracked lips, strawberry tongue, erythema of the oropharynx);
extremity changes (swollen hands and feet, erythema of the palms and soles, and/or subungual desquamation at 2 weeks); cervical lymphadenopathy
($1.5 cm, usually unilateral) or fever plus fewer criteria with coronary aneurysms. ASA ¼ acetylsalicylic acid; CMR ¼ cardiac magnetic resonance;
CT ¼ computed tomography; CV ¼ cardiovascular; IVIG ¼ intravenous immunoglobulin.

Newburger et al. J A C C V O L . 6 7 , N O . 1 4 , 2 0 1 6

Kawasaki Disease A P R I L 1 2 , 2 0 1 6 : 1 7 3 8 – 4 9

1740



The progression of aneurysm formation in some
patients, despite timely diagnosis and treatment, has
fueled the search for more effective therapies.
Rational selection of the optimal rescue therapy for
IVIG-resistant patients would benefit from improved
understanding of the mechanisms of resistance (54).
One study has suggested differences in host protein
sialylation as a potential mechanism (55). Genetic
studies are being conducted to shed light on the
mechanisms of IVIG-resistance (56). Treatment al-
ternatives for this group of patients currently in-
clude a second infusion of IVIG, either alone or
in combination with steroids and infliximab. In a
2-center, retrospective study of either second IVIG
infusion or infliximab as the first retreatment, pa-
tients with IVIG resistance who were treated with
infliximab had more rapid resolution of fever and
inflammatory markers, fewer days in hospital, and
lower costs of care (57). However, coronary artery
outcomes were similar between groups. The efficacy
of cyclosporine has been suggested by case series and
supported by basic research suggesting that therapy
directed at the calcium signaling pathway may pre-
vent T-cell destruction of the coronary arterial wall
(34,35). The cytotoxic agent cyclophosphamide,
often in conjunction with corticosteroids, is used on
rare occasions in the patient with severe progressive
aneurysms refractory to other treatments (58).
Enrollment of patients with evolving aneurysms is
currently ongoing in a trial of the IL-1 receptor
antagonist anakinra (Anakinra in Infants and Chil-
dren With Coronary Artery Abnormalities in Acute
Kawasaki Disease; NCT02179853), and a phase I/IIa
trial is exploring whether statin therapy (Pharmaco-
kinetics [PK]/Safety Study of Atorvastatin in

Children With Kawasaki Disease and Coronary Artery
Abnormalities; NCT01431105) can inhibit endothelial
to mesenchymal transition and promote T-cell
regulation. Finally, clinical trials are needed to refine
the approach to KD treatment in resource-limited
settings (59).

In the setting of severe inflammation, patients
developing giant aneurysms have a high risk of coro-
nary artery thrombosis; improved outcomes have been
associated with aggressive systemic anticoagulation
and antiplatelet therapy (60,61). One single-center
observational series suggested that arterial remodel-
ing was superior with low-molecular-weight heparin
compared with warfarin (62). Levels of antithrombin
III may be low, necessitating antithrombin supple-
mentation to facilitate efficacy of heparin or use of
direct thrombin inhibitors (63). Administration of
dual antiplatelet therapy is reasonable in children
with moderate-sized aneurysms (z-scores of 5
to <10 mm).

NATURAL HISTORY

Risk factors for development of CAA include both
demographic variables and those related to the
severity of vasculitis on presentation (2,64,65). Even
adjusting for their higher incidence of KD, boys
are more likely than girls to develop aneurysms. In-
fants younger than 6 months of age have the highest
incidence of CAA and are most likely to present with
incomplete criteria; those older than 8 years of age
also have high risk. Laboratory tests indicating worse
systemic inflammation (e.g., higher C-reactive pro-
tein, worse anemia, lower platelet count, higher per-
centage of neutrophils, and lower serum sodium) are

TABLE 1 Principles in Acute Management of KD

1. The goal of therapy is to reduce systemic and tissue-level inflammation as rapidly as possible. For this reason, patients should be treated as soon as
diagnosis can be confidently established.

2. All patients within the first 10 days of fever onset should be treated with IVIG. Patients diagnosed after 10 days should receive IVIG treatment if
they are still febrile, have markedly elevated inflammatory parameters, or have coronary artery dilation.

3. Recrudescent fever at least 36 h after the end of IVIG infusion without other explanation is a marker for persistent inflammation and should prompt
immediate and aggressive anti-inflammatory therapy

a. Antibody-mediated hemolysis has become common in KD patients who have received IVIG retreatment and have type A or B blood; rescue
therapies other than IVIG (e.g., infliximab, corticosteroids) should be considered.

4. Patients with coronary artery dilation (z-score >2.0) should be followed with a repeat echocardiogram at least twice a week until dimensions
stabilize; additional anti-inflammatory therapy should be considered.

5. Patients with giant aneurysms should have frequent echocardiograms in the first 3 months of illness for thrombus surveillance, even after
dimensions stabilize.

6. Infants under 6 months of age are at extremely high risk of aneurysm formation, even with timely therapy. They require echocardiograms every few
days until dimensions have stabilized.

7. Patients with giant CAA (z-score $10) are at highest risk for thrombosis during the first 3 months after fever onset

a. Systemic anticoagulation together with an antiplatelet agent should be administered until coronary dimensions improve.

b. Low-molecular-weight heparin is easier to regulate than warfarin in infants, as well as in patients of any age, during the acute phase of illness or
until hsCRP normalizes.

CAA ¼ coronary artery aneurysm; hsCRP ¼ high-sensitivity C-reactive protein; IVIG ¼ intravenous immunoglobulin; KD ¼ Kawasaki disease.

Newburger et al. J A C C V O L . 6 7 , N O . 1 4 , 2 0 1 6

Kawasaki Disease A P R I L 1 2 , 2 0 1 6 : 1 7 3 8 – 4 9
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Surveillance à court terme 
Pour les patients sans complication coronaire:
• 1 echo entre 1-2 semaines et 1 echo entre 4-6 semaines (Classe 1)

Pour les patients avec Z score coronaire > 2,0 à la phase aigue:
• 2 echos par semaines jusqu’à l’arrêt de la progression

Pour les patients avec anévrismes géants:
• 2 échos par semaine tant que les lésions progressent
• 1 écho/sem pdt 45 jours puis
• 1 écho/mois pendant 3 mois (Classe IIA)

Newburger JACC 2016



Antiagrégation et anticoagulation
Patients sans atteinte coronaire:
• Aspirine pendant 6 semaines (Cl 1)

Patients avec atteinte coronaire d’aggravation rapide:
• Hospitalisation pour mise sous héparine (AntiXa 0,5-1)
• Arrêt si stabilisation; Z score < 10 ou 8 mm
• Aspirine 12 mois

Patients avec anévrysmes géants:
• Hospitalisation pour heparine et relais AVK (INR 2-3)
• Aspirine à vie



Que faire en cas de persistance de la fièvre 
après une première cure d’IgIV?

• Résistants: 15 à 20 % des cas
• Associée à un risque plus élevé d'atteinte coronaire

• Deuxième dose d’IVG 
• associée à un bolus de corticoïdes (20-30 mg/kg/jour IV 

methylprednisolone)

• Discuter: prednisolone p.o. plus prolongé 2-3 semaines
• Alternative: infliximab
• En cas d’échec: ciclosporine

Egami K et al., J Pediatr 2006

Newburger JW et al., Circulation. 2004



Comment identifier les résistants ?
Qui sont les patients à haut risque?

• Score issu de la littérature de patients japonais!!

Shohai O et al., Pediatrics 2011; Egami K et al., J Pediatr 2006 ; Chen  S, et al. JAMA 2016; Mc Crindle Circ 2017 

Score d’Egami (2006) Score de Kobayashi (2006) Score de Sano (2007)

Age ≤ 6 mois (2 points) Age ≤ 12 mois (1 point) Bilirubine totale ≥ 0.9mg/dL (1

point)

≤ 4 jours de fièvre (1 point) Traitement dans les 4 premiers

jours de fièvre (2 points)

CRP ≥ 7mg/dL (1 point)

Plaquettes ≤ 300.109/L (1

point)

Plaquettes ≤ 300.109/L (1

point)

ASAT ≥ 200 U/L (1 point)

CRP ≥ 8mg/dL(1 point) CRP ≥ 10mg/dL (1 point)

ALAT > 100 U/L (1 point) ASAT ≥ 100 U/L (1 point)

≥ 80% neutrophiles (2 points)

Na+ ≤ 133 mmol/L (2 points)

Haut risque si ≥ 3 points Haut risque si ≥ 5 points Haut risque si ≥ 2 points

Scores issus de la population japonaise, spécifique mais non sensible



Original article

European consensus-based recommendations for
the diagnosis and treatment of Kawasaki disease !
the SHARE initiative

Nienke de Graeff1,*, Noortje Groot 1,2,3,*, Seza Ozen4, Despina Eleftheriou5,
Tadej Avcin6, Brigitte Bader-Meunier7, Pavla Dolezalova8, Brian M. Feldman9,
Isabelle Kone-Paut10, Pekka Lahdenne11, Liza McCann3, Clarissa Pilkington5,
Angelo Ravelli12, Annet van Royen-Kerkhof1, Yosef Uziel13, Bas Vastert1,
Nico Wulffraat1, Sylvia Kamphuis2, Paul Brogan5,y and
Michael W. Beresford 3,14,y

Abstract

Objectives. The European Single Hub and Access point for paediatric Rheumatology in Europe initiative aimed to
optimize care for children with rheumatic diseases. Kawasaki disease (KD) is the most common cause of acquired heart
disease in children and an important cause of long-term cardiac disease into adulthood. Prompt diagnosis and treatment
of KD is difficult due to the heterogeneity of the disease but is crucial for improving outcome. To date, there are no
European internationally agreed, evidence-based guidelines concerning the diagnosis and treatment of KD in children.
Accordingly, treatment regimens differ widely. The aim of this study is to provide consensus-based, European-wide
evidence-informed recommendations for diagnosis and treatment of children with KD.

Methods. Recommendations were developed using the EULAR’s standard operating procedures. An extensive sys-
tematic literature search was performed, and evidence-based recommendations were extrapolated from the included
papers. These were evaluated by a panel of international experts via online surveys and subsequently discussed in three
consensus meetings, using nominal group technique. Recommendations were accepted when 580% agreed.

Results. In total, 17 recommendations for diagnosis and 14 for treatment of KD in children were accepted. Diagnostic
recommendations included laboratory and imaging workup for complete as well as incomplete KD. Treatment recom-
mendations included the importance of early treatment in both complete and incomplete KD, use of intravenous im-
munoglobulin, aspirin, corticosteroids for high-risk cases, and other treatment options for those with resistant disease.

Conclusion. The Single Hub and Access point for paediatric Rheumatology in Europe initiative provides international
evidence-based recommendations for diagnosing and treating KD in children, facilitating improvement and uniformity
of care.

Key words: childhood/paediatric, Kawasaki disease, systemic vasculitis, SHARE recommendations, treatment
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Original article

European consensus-based recommendations for
the diagnosis and treatment of Kawasaki disease !
the SHARE initiative

Nienke de Graeff1,*, Noortje Groot 1,2,3,*, Seza Ozen4, Despina Eleftheriou5,
Tadej Avcin6, Brigitte Bader-Meunier7, Pavla Dolezalova8, Brian M. Feldman9,
Isabelle Kone-Paut10, Pekka Lahdenne11, Liza McCann3, Clarissa Pilkington5,
Angelo Ravelli12, Annet van Royen-Kerkhof1, Yosef Uziel13, Bas Vastert1,
Nico Wulffraat1, Sylvia Kamphuis2, Paul Brogan5,y and
Michael W. Beresford 3,14,y

Abstract

Objectives. The European Single Hub and Access point for paediatric Rheumatology in Europe initiative aimed to
optimize care for children with rheumatic diseases. Kawasaki disease (KD) is the most common cause of acquired heart
disease in children and an important cause of long-term cardiac disease into adulthood. Prompt diagnosis and treatment
of KD is difficult due to the heterogeneity of the disease but is crucial for improving outcome. To date, there are no
European internationally agreed, evidence-based guidelines concerning the diagnosis and treatment of KD in children.
Accordingly, treatment regimens differ widely. The aim of this study is to provide consensus-based, European-wide
evidence-informed recommendations for diagnosis and treatment of children with KD.

Methods. Recommendations were developed using the EULAR’s standard operating procedures. An extensive sys-
tematic literature search was performed, and evidence-based recommendations were extrapolated from the included
papers. These were evaluated by a panel of international experts via online surveys and subsequently discussed in three
consensus meetings, using nominal group technique. Recommendations were accepted when 580% agreed.

Results. In total, 17 recommendations for diagnosis and 14 for treatment of KD in children were accepted. Diagnostic
recommendations included laboratory and imaging workup for complete as well as incomplete KD. Treatment recom-
mendations included the importance of early treatment in both complete and incomplete KD, use of intravenous im-
munoglobulin, aspirin, corticosteroids for high-risk cases, and other treatment options for those with resistant disease.

Conclusion. The Single Hub and Access point for paediatric Rheumatology in Europe initiative provides international
evidence-based recommendations for diagnosing and treating KD in children, facilitating improvement and uniformity
of care.

Key words: childhood/paediatric, Kawasaki disease, systemic vasculitis, SHARE recommendations, treatment
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North America [49!51]. Although therapeutic delay is a
major contributing factor to these poor outcomes, some
authors speculate that IVIG response may vary across
populations [48], perhaps due to genetic differences
such as Fc gamma-receptor polymorphisms [3], empha-
sizing the need for adjunctive primary treatment in some
patients. While it is also possible that improved echocar-
diographic technology has resulted in better detection of
CAA and hence seemingly poorer coronary outcomes as
compared with historical studies [52], an emerging overall

theme is that diagnostic delay remains an important con-
cern in relation to outcome.

While significant equipoise remains regarding the use of
corticosteroids for unselected KD patients, the use of cor-
ticosteroids as primary adjunctive treatment of patients
with severe KD [53], has an increasingly compelling evi-
dence base [37, 45, 46, 54!57]. Meta-analysis of 16 com-
parative studies involving 2746 KD patients demonstrated
that early addition of corticosteroids to conventional IVIG
therapy is associated with reduced risk of CAA compared

TABLE 3 SHARE recommendations for the treatment of KD

KD recommendations ! treatment LoE SoR

1. As soon as a patient is diagnosed with KD, treatment should be initiateda. This applies to both complete
and incomplete KD.

1A A

2. Treatment of KD should include IVIG at a dose of 2 g/kg as a single infusion. 1A A
3. In non-Japanese patients, the Kobayashi criteria may indicate risk of IVIG resistance if ‘positive’ (score
54) but may not reliably exclude IVIG resistance if ‘negative’ (score <4).

2A C

4. All patients diagnosed with KD who are treated with IVIG should be treated with aspirin at a dose of
30!50 mg/kg/day until fever has settled for 48 h, clinical features are improving, and CRP levels are
falling.

2A C

5. The dose of aspirin should subsequently be reduced to an antiplatelet dose of 3!5 mg/kg once daily
when fever and inflammation have subsided.

3 D

6. If aneurysms persist in the convalescent phase of KD, antiplatelet therapy in the form of low-dose aspirin
(3!5 mg/kg) should be continued long-term, at least until the aneurysms resolve.

3 D

7. In patients with CAA that resolve, long-term aspirin (3!5 mg/kg/day) should be considered, taking into
account the risk!benefit ratio for individual patients.

4 D

8. Corticosteroid treatment should be given to patients with severe KDa:

(a) Who are IVIG resistant, that is, with ongoing fever and/or persistent inflammation or clinical signs
548 h after receiving IVIG as a single dose of 2 g/kg. A second dose of IVIG is at the discretion
of the treating physician.

(b) Kobayashi score 55 (see Supplementary Table S5, available at Rheumatology online)
(c) With features of HLH
(d) With features of shock
(e) Who are under the age of 1 year
(f) Who present with coronary and/or peripheral aneurysms

1Ab

1A
3
4
4
4
4

A

C
C
D
D
D
D

9. If corticosteroids are indicated, the following regimens would be reasonable:

Regimen 1: methylprednisolone 0.8 mg/kg BD i.v. for 5!7 days or until CRP normalizes; then convert to
oral prednisone/prednisolone 2 mg/kg/day and wean off over next 2!3 weeks.
Regimen 2: methylprednisolone 10!30 mg/kg (up to maximum of 1g/day) once daily for 3 days followed
by oral prednisone/prednisolone 2 mg/kg per day until day 7 or until CRP normalizes; then wean over
next 2!3 weeks.

2A B

10. TNF-alpha blockade (e.g. infliximab) should be considered in KD patients with persistent inflammation
despite IVIG, aspirin and corticosteroid treatment, after consultation with a specialist unit.

2A C

11. The use of DMARDs such as ciclosporin, cyclophosphamide and methotrexate, along with anakinra
and plasma exchange, cannot be recommended, except on an individual basis after consultation with
a specialist unit.

4 D

12. In the presence of giant aneurysms (internal diameter 58 mm, or Z-score 510, and/or coronary artery
stenosis) warfarin should be administered (in addition to aspirin), after initial heparinization; heparin can
be stopped when a stable INR between 2 and 3 is reached. Low molecular weight heparin is a suitable
alternative, particularly in young infants where safe warfarinization can be challenging.

2B C

13. If symptoms of ischaemia or obstruction occur in a patient with KD, a paediatric cardiologist/cardiac
surgeon/interventional radiologist (depending on local expertise available) should be consulted
immediately

4 D

14. Immunization with all vaccines should be deferred for at least 6 months following an episode of KD
treated with IVIG.

4 D

aTreatment should not be delayed while awaiting echocardiography. bLevel of evidence 1A and strength of recommendation A
for this overall statement in relation to severe KD. CAA: coronary artery aneurysms; HLH: haemophagocytic lymphohistiocy-
tosis; IVIG: intravenous immunoglobulin; KD: Kawasaki disease; LoE: level of evidence; SHARE: Single Hub and Access point
for paediatric Rheumatology in Europe; 1A: meta-analysis of randomized controlled trials; 1B: randomized controlled study;
2A: controlled study without randomization; 2B: quasi-experimental study; 3: descriptive study; 4: expert opinion; SoR:
strength of recommendation; A: based on level 1 evidence; B: based on level 2 or extrapolated from level 1; C: based on
level 3 or extrapolated from level 1 or 2; D: based on level 4 or extrapolated from level 3 or 4 expert opinion.
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Depuis 2019: corticoïdes IV puis p.o. en phase aigue 
pour les patients à risque élevé d’emblée ou avec résistance



Quelle est l’histoire naturelle des complications 
coronaires de la MK?

• Disparition complète dans plus de 50% des cas même 
en cas d’anévrysme (sauf géant) dans les 2 ans

• Occlusion coronaire; sténoses localisées ou multiples 
parfois très tardives…

• Gravité des lésions tardives car multiples et chirurgie 
difficile



Anévrysme géants (1%)

• Mortalité et morbidité +++
• Survie à 30 ans: 88-90%

• Cardiac event free à 30 ans : 30%
• 26% infarctus myocardique
• Risque accru dans les 2 ans après le diagnostic 
• 50% de bypass coronaire à 30 ans

also predictors of CAA. Patients whose coronary di-
mensions are small at the time of presentation are
less likely to develop CAA (66). Finally, resistance to
IVIG portends much higher risk of aneurysm devel-
opment (65).

The architecture of CAA evolves dynamically over
time (Figure 1) (67). Aneurysms may increase in size
over the first 2 months of illness. Regression of an-
eurysms to normal lumen diameter generally occurs
by 2 years after disease onset, whereas stenosis is
progressive over many years (67,68). The natural
history of aneurysms is highly related to the greatest
degree of coronary enlargement in early months after
illness onset, as well as to the number of coronary
arteries involved (67,69,70).

The largest aneurysms, so-called giant aneurysms
(Figure 2), historically have been defined as having an

internal lumen dimension $8 mm; most natural his-
tory series performed in Japan have relied on this
definition. North American investigators have rede-
fined large or giant aneurysms as having a z-score $10
(43). The discrepancy between body surface area–
adjusted and absolute criteria may explain why more
than one-half of aneurysms >6 mm developed ste-
nosis by 15 years of follow-up in 1 Japanese series (71).
Virtually all of the morbidity and mortality associated
with KD occurs in patients with giant aneurysms (72).
In arterial segments affected by such aneurysms,
LMP, as well as layering of mural thrombus, may
reduce the internal lumen of aneurysms (Figure 3).
These mechanisms pose a double-edged sword that
also can cause progressive coronary stenosis, partic-
ularly at the entrance or exit of an aneurysm, or even
complete occlusion (32). The low prevalence of

FIGURE 1 Natural History of Coronary Artery Architecture in Kawasaki Disease

Adapted with permission from Newburger et al. (99).
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19-1800 ! Maladie de Kawasaki

Immunoglobulines IV à 2 g/kg sur 12 h
Aspirine à dose anti-inflammatoire 60 mg/kg/j jusqu’à disparition de la fièvre

Puis relais par AAP 3–5 mg/kg/j

75 % 20 %

Coronaires
normales

Z-score < 2
AAP 6 semaines
Cs à 6 semaines

Arrêt
aspirine
Clôture

du
dossier

Normali-
sation
Arrêt

aspirine
Clôture du

dossier

Si
persistance

Maintien
aspirine
Cs/2–5

ans

Normali-
sation
Arrêt

aspirine
Cs/1–3 ans

Si
persistance

Maintien
aspirine

 Cs/an

Même
si

normalisation
Aspirine à vie

± double
AAP

Cs/an

Prévention des FDRCV pour tous !

Si
persistance

Aspirine
à vie

± double
AAP

Cs/an

Normali-
sation

Aspirine
à vie

± double
AAP

Cs/an

Si
persistance

Aspirine à vie
Maintien AVK
± double AAP

± BB
Cs/6 mois

Dilatation
2 ≤ Z-score < 2,5
AAP 6 semaines
Cs à 6 semaines

Petit anévrisme
2,5 ≤ Z-score < 5

AAP 1 an
Cs à M3, M6, M12

Coroscanner à 1 an

Anévrisme moyen
5 ≤ Z-score < 10

AAP à vie
Cs à M3, M6, M12

Coroscanner à 1 an

Anévrisme géant
Z-score ≥ 10 ou  ≥ 8 mm

AAP à vie 
AVK pour INR 2-3

Cs à M1, M2, M3, M6, M9, M12
Coronarographie à 1 an

4 % 1 %

Figure 2. Arbre décisionnel. Prise en charge proposée par le centre de référence Malformations Cardiaques Congénitales Complexes (M3C) Necker. IV : par
voie intraveineuse ; AAP : aspirine à dose antiagrégante plaquettaire ; Cs : consultation ; AVK : antivitamine K ; INR : international normalized ratio ; FDRCV :
facteurs de risques cardiovasculaires.

!  Formes  incomplètes
Lorsqu’on  a  une  forme  incomplète  de  maladie  de  Kawasaki

(fièvre d’au  moins  cinq  jours  associée  à  deux  ou  trois  critères  cli-
niques,  majeurs  ou  supplémentaires,  ou  fièvre  de  plus  de  sept  jours
sans cause  retrouvée,  surtout  chez  l’enfant  de  moins  de  6  mois),
on doit  réaliser  un  bilan  biologique  :  une  CRP  et  une  VS.
• Si  la  CRP  et  la  VS  sont  négatives,  il  faut  réexaminer  l’enfant

et contrôler  le  bilan  si  la  fièvre  persiste.  On  peut  demander
une échocardiographie  s’il  existe  une  desquamation  en  doigt
de gant  typique.

• Si  la  CRP  est  ≥  0  mg/l  ou  si  la  VS  est  ≥  0  mm/h,  il  faut  analyser
les taux  d’hémoglobine,  de  plaquettes,  d’albumine,  d’ALAT,  de
leucocytes,  et  l’ECBU  et  on  peut  demander  une  échographie
cardiaque.
◦ On  traitera  l’enfant  par  IgIV  s’il  a  au  moins  trois  critères  bio-

logiques  positifs  (ou  plus)  ou  s’il  a  une  échocardiographie
positive  (qui  ne  sera  demandée  que  lorsqu’il  n’y  a  pas  les
trois critères  biologiques  suffisants  pour  traiter).  Les  critères
biologiques  positifs  sont  :  une  anémie  pour  l’âge,  des  pla-
quettes  ≥  450  000/mm3,  une  albumine  ≤  30  g/L,  des  ALAT
augmentés,  des  leucocytes  ≥  15  000/mm3 et  un  ECBU  ≥  10
globules  blancs/champ.  Les  critères  échographiques  positifs
sont un  Z-score  IVA  ou  CD  ≥  à  2,5  ou  la  présence  d’un
anévrisme  coronaire  (Z-score  ≥  2,5)  ou  plus  de  trois  cri-
tères parmi  ceux-ci  :  dysfonction  ventriculaire  gauche,  fuite
mitrale,  épanchement  péricardique  et  Z-score  IVA  ou  CD
compris  entre  2  et  2,5.

◦ On  ne  traitera  pas  l’enfant  si  la  CRP  et  la  VS  sont  positives
mais  que  le  bilan  biologique  et  l’échographie  sont  négatifs.
Dans ce  cas,  il  faut  réexaminer  l’enfant  et  recontrôler  le  bilan
si la  fièvre  persiste.  On  peut  demander  une  échocardiographie
s’il existe  une  desquamation  en  doigt  de  gant  typique  (Fig.  1).

!  Traitement
Traitement à la phase aiguë

Le  traitement  recommandé  repose  sur  les  immunoglobulines
humaines  intraveineuses  en  une  dose  unique  de  2  g/kg,  le  plus
rapidement  possible  après  le  diagnostic,  idéalement  dans  les  dix
premiers  jours  de  la  maladie [4].  La  tolérance  des  immunoglobu-

lines  est  le  plus  souvent  excellente.  La  recommandation  est  une
perfusion  lente  de  12  heures  pour  éviter  tout  effet  secondaire
(flush, hypertension,  malaise,  hypotension,  etc.).  Les  immuno-
globulines  humaines  sont  des  médicaments  dérivés  du  sang.  À
ce titre,  leur  prescription  doit  être  notée  dans  le  dossier  transfu-
sionnel  comme  dans  le  carnet  de  santé  de  l’enfant.  Le  mécanisme
d’action  n’est  pas  clairement  élucidé,  mais  les  Ig  paraissent  avoir
un effet  anti-inflammatoire  global [45].  Les  mécanismes  hypothé-
tiques sont  une  modulation  de  la  production  de  cytokines,  une
neutralisation  de  toxines  ou  d’agents  pathogènes,  une  augmenta-
tion des  cellules  T  régulatrices,  et  une  suppression  de  la  synthèse
d’anticorps.  Il  est  raisonnable  d’administrer  des  IgIV  chez  des
enfants même  après  dix  jours  d’évolution  (retard  de  diagnostic)
s’ils ont  des  signes  d’inflammation  systémique  (VS  ou  CRP  élevées)
et une  fièvre  persistante  sans  autre  explication  ou  des  anomalies
des artères  coronaires  (Z-score  >  2,5).  Les  effets  secondaires  sont
rares,  mais  récemment  ont  été  rapportés  des  cas  d’anémie  hémo-
lytique  Coombs  positif,  en  particulier  chez  des  patients  du  groupe
sanguin  AB,  mais  aussi  des  méningites  aseptiques  résolutives  sans
séquelle.  Il  est  à  noter  qu’il  est  préférable  de  différer  la  vaccination
contre la  rougeole  et  les  oreillons,  ainsi  que  la  varicelle  si  elle  doit
être faite,  de  11  mois  après  avoir  reçu  le  traitement  par  Ig [3, 46].

Pendant  la  phase  aiguë  de  la  maladie,  l’administration  des
immunoglobulines  doit  être  associée  à  la  prise  d’aspirine  à  dose
anti-inflammatoire  :  30  à  100  mg/kg  par  jour  en  quatre  prises,
soit en  moyenne  60  mg/kg  par  jour.  La  durée  de  prescription  à
dose anti-inflammatoire  varie  selon  les  institutions,  la  plupart
des centres  réduisent  la  dose  d’aspirine  après  48  à  72  heures
d’apyrexie.  L’aspirine  est  ensuite  donnée  à  dose  antiagrégante  (3
à 5  mg/kg/j)  durant  six  semaines  s’il  n’y  a  pas  d’atteinte  coronaire
ou seulement  une  dilatation  se  normalisant  dans  les  six  semaines.
Si la  dilatation  persiste,  il  faut  continuer  l’aspirine  jusqu’à  norma-
lisation.  S’il  y  a  un  anévrisme  coronaire  de  petite  taille,  il  faut
maintenir  l’antiagrégation  plaquettaire  avec  possibilité  d’arrêt  en
cas de  normalisation.  Si  l’anévrisme  est  d’au  moins  de  moyenne
taille, il  faut  continuer  l’aspirine  à  dose  antiagrégante  à  vie  (Fig.  2,
Tableau  2).  Le  syndrome  de  Reye,  risque  décrit  chez  les  enfants
prenant  des  dérivés  salicylés  durant  une  varicelle  ou  une  grippe,
a aussi  été  rapporté  chez  des  patients  prenant  de  l’aspirine  à  dose
anti-inflammatoire  durant  une  période  prolongée  après  un  Kawa-
saki.  Ainsi,  un  patient  se  présentant  avec  un  Kawasaki  associé  à
une grippe,  devrait  être  traité  avec  des  IgIV  sans  aspirine,  un  usage
alternatif  d’antipyrétique  et  un  autre  antiagrégant  plaquettaire
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Devenir à long terme

high risk in the period from 15 to 45 days after disease
onset (75). Intravascular clot formation and degrada-
tion is a consequence of severe vascular inflammation
during the early illness and altered hemodynamics in
the aneurysm (76). Although the risk of MI appears to
fall after 1 to 2 years, cases continue to occur, and
adults can present with MI several decades after KD
onset (77,78). Indeed, in a recent study in San Diego
County, 5% of patients younger than age 40 years of
age who presented with acute coronary syndromes
had aneurysms secondary to KD in childhood (79). In
a multicenter survey of Japanese patients with giant
aneurysms, by 30 years, 26% had suffered at least 1
acute MI (unilateral aneurysms 15%, bilateral 3%)
(72). Among 60 subjects with MI, survival was 79% at
20 years, and 50% of survivors had ventricular
tachycardia (80).

Regression to normal internal lumen diameter is
common in children with moderate or small aneu-
rysms, but has been associated with late myointimal
thickening of the coronary arterial wall on intravas-
cular ultrasound (81) and optical coherence tomog-
raphy (82). In such arterial segments, coronary
vascular reactivity is impaired (83), and myocardial
blood flow and coronary flow reserve may be
decreased (84).

In the current era, the majority of children treated
with IVIG in the acute phase of illness never develop
coronary artery abnormalities. Some studies have
raised concerns, even in this “always normal” group.
Myocardial blood flow and coronary flow reserve with
adenosine were diminished in 1 study (85), and some
studies performed in Asia have suggested impaired
brachial artery reactivity (86) and arterial stiffness
(87). However, peripheral vascular studies in North
America have not detected long-term changes in pe-
ripheral vascular function (88,89). Moreover, reas-
surance can be derived from the absence of late
coronary artery calcification (38), clinical manifesta-
tions, or increased mortality in those with always-
normal coronary arteries with more than 30 years of
follow-up in Japan (90).

LONG-TERM MANAGEMENT

All patients with a history of CAA require lifelong
surveillance. Goals of long-term management are to
prevent coronary thrombosis and treat myocardial
ischemia and associated complications (Table 2).
There are few evidence-based studies to guide the
optimal frequency and types of cardiovascular testing
after KD. Thus, long-term management is based upon
first principles and evidence in adults with athero-
sclerotic coronary artery disease. Because the arterial

wall may be abnormal in remodeled coronaries, even
when the internal lumen diameter measures in the
normal range, both the current status of aneurysms
and the worst-ever coronary artery dimension or
z-score, must be considered in devising a plan for
long-term management. Types and intervals for
testing should be tailored to the severity of coronary
involvement (2).

With respect to cardiovascular testing during long-
term follow-up, echocardiographic measurements of
the coronary artery lumen become progressively less
reliable as children grow and the chest wall thickens.
Echocardiography is also less reliable for detection
of vascular stenosis or thrombosis than for dilation.
For these reasons, advanced imaging techniques,
including computerized tomographic angiography
(CTA) and magnetic resonance angiography, are used
with increasing frequency (91,92). As currently prac-
ticed at most centers, CTA provides greater detail of
vascular structures (Figure 4), whereas cardiac mag-
netic resonance (CMR)/magnetic resonance angiog-
raphy is superior for cardiovascular function and
assessment of wall motion and myocardial fibrosis.
The role of CT calcium scoring in the context of KD is
still being defined, but preliminary data suggest that
this low-radiation technique can be used to screen
patients with a history of KD and an unclear history of
echocardiographic abnormalities, as only young
adults with aneurysms had a positive score (38).

Tests for inducible ischemia are chosen according
to the patient’s age and institutional practice and
are helpful in determining the need for coronary in-
terventions. Wherever possible, the mode of stress
testing should minimize risks of anesthesia and
ionizing radiation. Children too young to exercise

TABLE 2 Principles in the Long-Term Management of Patients With KD

1. On the basis of available data, patients with no demonstrated coronary artery
dilation by echocardiogram with excellent visualization of all arterial segments
during the first weeks of illness appear to have normal cardiovascular status in
early adulthood.

2. Remodeling (so-called regression) of aneurysms, especially if moderate or large,
to normal internal lumen diameter is often accompanied by luminal
myofibroblastic proliferation and abnormal vascular reactivity.

3. Patients with persistent CAA are at lifelong risk of progressive coronary artery
stenosis or occlusion and worsening ischemia.

4. Patients with CAA documented at any stage require lifelong cardiovascular
surveillance tailored to disease severity and age.

5. Testing should minimize exposure to ionizing radiation whenever possible.

6. Sedentary life-style should be avoided.

7. Women with coronary aneurysms can carry pregnancy successfully, but should
have reproductive counseling.

8. Monitoring and counseling regarding traditional CV risk factors is appropriate to
reduce the likelihood of later atherosclerosis.

CV ¼ cardiovascular; other abbreviations as in Table 1.
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A P R I L 1 2 , 2 0 1 6 : 1 7 3 8 – 4 9 Kawasaki Disease
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MISC ou PIMS

Manifestations Kawasaki-like
Post Covid



Définition de MIS-C: multisystem 
inflammatory syndrome in children

present MIS-C [24, 25, 27], patients overall were report-
ed to be previously healthy, and only occasionally had a
baseline chronic condition such as asthma or autoim-
mune disorders (Table 2) [4, 8, 15, 19, 20, 25, 27, 28].
Interestingly, none of the reported patients had known
congenital heart disease or preexisting cardiovascular

disease. Finally, several case series have described a
high proportion of African ethnicity or ancestry [4, 18,
20, 24, 25], as well as Hispanic subjects [23–25]. Future
studies may help better understand the role of genetic
and socioeconomic status in the pathophysiology of
MIS-C.

Table 1 Case definitions for SARS-CoV-2-associated multisystem inflammatory syndrome in children

Royal College of Paediatrics and Child
Health, UK

Centers for Disease Control and Prevention
(CDC), USA

World Health Organization (WHO)

A child presenting with persistent fever
(> 38.5 °C), inflammation (neutrophilia,
elevated CRP, and lymphopenia) and
evidence of single or multiorgan
dysfunction (shock, cardiac, respiratory,
kidney, gastrointestinal, or neurological
disorder) with additional features*.

This may include children fulfilling full or
partial criteria for KD.

Exclusion of any other microbial cause,
including bacterial sepsis, staphylococcal
or streptococcal shock syndromes,
infections associated with myocarditis such
as enterovirus (waiting for results of these
investigations should not delay seeking
expert advice).

SARS-CoV-2 RT-PCR test results may be
positive or negative.

*Additional features:
Clinical:
Most: oxygen requirement, hypotension
Some: abdominal pain, confusion,

conjunctivitis, cough, diarrhea, headache,
lymphadenopathy, mucus membrane
changes, neck swelling, rash, respiratory
symptoms, sore throat, swollen hands and
feet, syncope vomiting;

Laboratory:
All: abnormal fibrinogen, high D-dimers,

high ferritin, hypoalbuminemia;
Some: acute kidney injury, anemia,

thrombocytopenia, coagulopathy, high
IL-10, high IL-6, proteinuria, high CK,
high LDH, high TG, high troponin,
transaminitis;

Imaging:
Echo and ECG: myocarditis, valvulitis,

pericardial effusion, coronary artery
dilation;

CXR: patchy symmetrical infiltrates, pleural
effusion;

Abdo USS: colitis, ileitis, lymphadenopathy,
ascites, hepatosplenomegaly;

CT chest: as for CXR. May demonstrate
coronary artery abnormalities if with
contrast.

An individual aged < 21 years presenting
with fever*, laboratory evidence of
inflammation**, and evidence of clinically
severe illness requiring hospitalization,
with multisystem (≥ 2) organ involvement
(cardiac, renal, respiratory, hematologic,
gastrointestinal, dermatologic or
neurological);

AND
No alternative plausible diagnoses;
AND
Positive for current or recent SARS-CoV-2

infection by RT-PCR, serology, or antigen
test, or COVID-19 exposure within
4 weeks prior to the onset of symptoms.

*Fever ≤ 38 °C for ≥ 24 h, or report of
subjective fever lasting ≥ 24 h.

**Including, but not limited to, one or more of
the following: an elevated CRP, ESR,
fibrinogen, procalcitonin, d-dimer, ferritin,
LDH, or IL-6, elevated neutrophils,
reduced lymphocytes and low albumin.

Additional comments:
Some individuals may fulfill or partial criteria

for KD but should reported if they meet the
case definition for MIS-C;

Consider MIS-C in any pediatric death with
evidence of SARS-Cov-2 infection.

Children and adolescents 0–19 years of age
with fever ≥ 3 days;

AND two of the following:
1. Rash or bilateral non-purulent

conjunctivitis or muco-cutaneous
inflammation signs (oral, hands or feet).

2. Hypotension or shock.
3. Features of myocardial dysfunction,

pericarditis, valvulitis, or coronary
abnormalities (including echo findings or
elevated troponin/NT-proBNP),

4. Evidence of coagulopathy (by PT, PTT,
elevated d-dimers).

5. Acute gastrointestinal problems (diarrhea,
vomiting, or abdominal pain).

AND
Elevated markers of inflammation such as

ESR, C-reactive protein, or procalcitonin.
AND
No other obvious microbial cause of

inflammation, including bacterial sepsis,
staphylococcal or streptococcal shock
syndromes.

AND
Evidence of COVID-19 (RT-PCR, antigen

test or serology positive), or likely contact
with patients with COVID-19.

Consider this syndrome in children with
features of typical or atypical KD or toxic
shock syndrome

APTT activated partial thromboplastin time, CK creatine kinase, COVID-19 coronavirus disease 2019, CXR chest X-ray, CRP C-reactive protein, echo
echocardiography, ESR erythrocyte sedimentation rate, IL interleukin, KD Kawasaki disease, LDH lactic acid dehydrogenase, MIS-C multisystem
inflammatory syndrome in children, NT-proBNP N-terminal pro–B-type natriuretic peptide, PT prothrombin time, PTT partial thromboplastin time,
RT-PCR reverse transcriptase–polymerase chain reaction, SARS-CoV-2 severe acute respiratory syndrome coronavirus 2, TG triglycerides

309Eur J Pediatr (2021) 180:307–322

Sperotto et al. 2021 Review



REA.PRO.2020-02. Prise en charge des enfants avec syndrome inflammatoire multisystémique post 
covid 2/5 

 
 

 
 
 
Attention qui ce qui diffère de la maladie de Kawasaki : âge plus jeune dans la maladie de 
Kawasaki, douleur abdominale, thrombopénie, anémie, lymphopénie, élévation troponine, BNP, 
ferritine et D Dimère. En cas de suspicion de maladie de Kawasaki, voir protocole spécifique. 
 
Avis cardiologue, immunologue, infectiologue et réanimateur RAPIDE 
 

IV. PRISE EN CHARGE 

 
1. Bilan biologique 

Bilan inflammatoire : CRP (très élevée), PCT (très élevée), orosomucoide, dosage IL1-IL6, 
D Dimère, albumine (hypoalbuminémie) 
 

Bilan des atteintes : 
 Hémodynamique : Lactates 
 Respiratoire, Gaz du sang 
 Cardiaque : Troponine, BNP (augmenté quasi systématiquement), CPK 
 Rénal : Ionogramme sanguin (hypoNa++, insuffisance rénale aigue), urée, créatininémie 

Hémato : NFS (anémie, polynucléose neutrophile, lymphopénie, thrombopénie), TP, TCA, 
fibrinogène 

Digestive : ASAT, ALAT, bilirubine, GGT, LDH, lipase, échographie abdominale si doute 
sur un diagnostic différentiel digestif 

• Covid-19 +: PCR (20-50%) ou sérologie ou contact familial -
> phénomène immunologique tardif ?

• Délai infection Covid- symptômes: 3-5 semaines
• Biologie: CRP, VS, PCT, ferritine, IL-6, fibrinogène élevé++,  

leucocytose, Hb et plaq normal ou diminué
     BNP et troponine très élevée

MIS-C

Sperotto et al. 2021 Review



MIS-C et Kawasaki

Ka

• Enfants plus âgés : moy. 8-9 ans
• Symptômes digestifs au premier plan
• plus souvent en choc
• Atteinte cardiaque plus fréquente 

50%
• BNP et troponine plus élevée

0-5 ans
Atteinte coronaire 

25%
Kawasaki choc 
syndrome: 7%

Syndrome de choc toxique
Syndrome d’activation 

macrophagique

MIS-C Kawasaki



de spécialistes en soins intensifs pédiatriques, en cardiologie,
en rhumatologie, en maladies infectieuses, en immunologie et/
ou en neurologie doit être envisagé.
À noter, qu'en l'absence de test positif pour le SARS-CoV-2 ou de
contact avec une personne ayant eu le COVID-19, des diag-
nostics alternatifs doivent être envisagés. La sérologie peut être
répétée 2 à 4 semaines plus tard. Si les résultats sont négatifs
mais que la suspicion reste élevée, la sérologie peut être répétée
en utilisant un test différent. Les tests sur les contacts familiaux
peuvent également révéler des preuves d'exposition.

TRAITEMENT

La majorité des enfants sont traités par immunoglobulines intra-
veineuses (IGIV) et corticoïdes à forte dose [23]. Un article récent
montre une meilleure efficacité, avec récupération plus rapide de
la fonction cardiaque, chez les enfants traités par cette associa-
tion versus les IGIV seules [19]. En effet, la plupart des patients
répondent très favorablement à ces deux traitements (Encadré 4).
Les doses de corticoïdes sont identiques à celles recommandées
dans la maladie de Kawasaki sévère [24]. Il est recommandé
d'associer une antibiothérapie  par céphalosporines de 3ème
génération (C3G) par voie intra-veineuse, pendant les 48 pre-
mières heures, en attendant d'avoir éliminé une cause bactério-
logique à la fièvre. Quelques enfants nécessitent des thérapies
adjuvantes telles que l'anakinra (antagoniste recombinant IL-1b)
ou une deuxième dose d'IVIG [9,19]. On y associe classiquement
un anti- plaquettaire pour une durée courte, comme dans la MK
[20]. Les différents centres hospitaliers accueillants ces patients
tentent de standardiser et d'évaluer au mieux les prises en
charge afin d'identifier le traitement le plus adapté et le plus
efficace. Actuellement, il n'y a pas d'essai thérapeutique, en
France, sur la prise en charge des patients avec un MIS-
C. Cependant, de nombreux protocoles de recherche sont en
cours et tout nouveau patient pris en charge en France doit être

déclaré à Santé Publique France [12]. L'analyse des données de
chaque patient déclaré dans ce registre, en termes de traite-
ments entrepris, d'efficacité à court terme et de suivi à 6 mois va
être une source d'informations majeures dans les mois à venir.
Concernant l'insuffisance cardiaque aiguë, elle peut nécessi-
ter un traitement vasopresseur et/ou vaso-actif associé ou non
à une ventilation non invasive ou invasive [25]. Le recours
à l'assistance circulatoire n'est plus nécessaire depuis que la
maladie est mieux connue et que le traitement immuno-modu-
lateur est codifié.
Les évènements thromboemboliques cliniques chez l'enfant
atteint de MIS-C, contrairement aux infections aiguës liées au
COVID-19 chez l'adulte, sont rares. Cependant, un consensus
d'avis d'experts a proposé récemment une thromboprophyla-
xie anticoagulante, en combinaison avec la thromboprophy-
laxie mécanique par compression, chez certains enfants ayant
une infection grave liée au COVID-19, qu'elle soit aiguë ou
retardée comme dans le MIS-C. Ainsi, les perturbations de
l'hémostase conduisant à un taux très élevé de D-Dimères
(> 5 fois la normale) et/ou l'existence de facteurs de risques
thromboemboliques (cathéter central, ventilation mécanique,
immobilisation complète, insuffisance cardiaque aiguë néces-
sitant une hospitalisation d'au moins 3 jours, obésité, patho-
logie sous-jacente à risque, antécédent de thrombose,
puberté. . .) doivent conduire à une anticoagulation en
l'absence de contre-indication. L'utilisation de l'héparine de
bas poids moléculaire (HBPM) à faible dose, en sous-cutanée,
deux fois par jour, est proposée avec un objectif d'activité anti-
Xa entre 0,2 et 0,5 U/mL. En cas d'insuffisance rénale, on
utilisera l'héparine non fractionnée en intraveineux continu,
avec un objectif d'activité anti-Xa entre 0,1 et 0,35 U/mL [26].
En relai de cette thromboprophylaxie, l'aspirine à dose anti-
agrégante (3–5 mg/kg/j) est débutée et poursuivie pendant
8 semaines (maximum 100 mg par jour). L'aspirine peut être
débutée d'emblée s'il n'y a pas d'indication à une thrombo-
prophylaxie anticoagulante.

PRISE EN CHARGE AMBULATOIRE DES
ENFANTS SANS MIS-C SÉVÈRE

Pour certains enfants présentant une fièvre de courte durée
(< 4 jours) ne présentant pas d'atteinte multisystémique cli-
nique, une évaluation initiale, en ambulatoire, peut être envi-
sagée. Un bilan biologique complet comprenant une NFS, un
ionogramme avec évaluation de la fonction hépatique, un
dosage de CRP, PCT et BNP, une analyse d'urine, une PCR
et une sérologie SARS-CoV-2, permettra de décider du main-
tien du suivi en ambulatoire ou d'une hospitalisation.
L'évaluation des autres causes de fièvre, le cas échéant, en
fonction de la symptomatologie, doit aussi être entreprise (Virus
respiratoires, ECBU, streptotest. . .). Pour les enfants ayant une
fièvre persistante ou de nouveaux symptômes, l'évaluation cli-
nique et les tests biologiques doivent être répétés toutes les 24 h.
L'aiguillage vers un hôpital pédiatrique disposant d'un service
de soins intensifs est fortement recommandé en cas de modi-
fications cliniques ou d'anomalies biologiques importantes.

ÉTIOPATHOGÉNIE

Dans les différentes séries publiées, la majorité des patients
présentait des tests sérologiques positifs pour le SARS-CoV-2

Encadré 4

Traitement actuel du MIS-C
Immunoglobulines intraveineuses :
! 2 g/kg IV en une dose sur 12 heures, ou en deux
doses sur 48h en cas de dysfonction cardiaque. Le
débit initial doit être inférieur ou égal à 1 ml/kg/h
pendant 30 minutes puis il peut être accéléré pro-
gressivement jusqu'à un maximum de 4 ml/kg/h si la
tolérance est bonne (pas de dose maximum).

Corticostéroïdes :
! Méthylprednisone intra-veineux à 1 mg/kg 2 fois par
jour pendant 5 jours ou jusqu'à normalisation de la
CRP, suivi de prednisone/prednisolone per os à 2
mg/kg/j avec décroissance sur 2 à 3 semaines.

Ou
! Méthylprednisolone intraveineux à 10 à 30 mg/kg
1 fois par jour (maximum 1 g/jour) pendant 3 jours
suivi de prednisone/prednisolone per os à 2 mg/kg/j
jusqu'au 7ème jour ou jusqu'à normalisation de la
CRP, puis décroissance sur 2 à 3 semaines.

Syndrome inflammatoire avec atteinte multisystémique post-infection par le
SARS-CoV-2 chez l'enfant : quand l'envisager et comment le prendre en charge ?

Quoi de neuf en ?

13
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Endocardite



Endocardite infectieuse

Def: Infection/inflammation de l’endocarde = valves cardiaques

Dg: Echographie trans-thoracique voire ETO

 - EI des VAV: sur le versant auriculaire

 - EI des valves sigmoïdes: sur le versant ventriculaire

• Hémocultures: au moins 3!!!!!!!!!!! (au mieux 6)

• Pas d’ATB à l’aveugle

• Scanner total body (cérébral, thoracique et abdominal)
• Examen ophtalmologique, bandelette urinaire

• Recherche porte d’entrée: examen dentaire, ORL, cutané, digestif, 
urinaire, KTC…



Guidelines ESC 2023



Patients considérés à risque

• Patients avec ATCD d’endocardite
• Patients avec matériel prothétique
• Patients avec ventricular assist device
• Patients avec CHD notamment

• Tubes/ valves artificielles
• Shunt résiduel
• Fuite résiduelle après chirurgie valvulaire
• 6 mois post-op

High risk 

Intermediate risk 
• Patients avec anomalies congénitales 
    valvulaires isolées (bicuspidie)
• Patients avec rhumatisme cardiaque
• Patients avec PM ou défibrillateur



Guidelines ESC 2023
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Endocardite: germes



Endocardite: Traitement médical
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Endocardite: Traitement chirurgical
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Endocardite: prévention

Guidelines ESC 2023



Endocardite: prévention

Guidelines ESC 2023





34 279 enfants avec CC suivis de 0 à 18 ans

Incidence annualisée = 4.1 / 10 000 pt-année

Rushani et al. Circulation
2013

POPULATION CONGENITALE - ENFANTS



Kuijpers et al. Eur Heart Jour 
2017

POPULATION CONGENITALE - ADULTES

Registre CONCOR (14 224 patients>18 ans)

Incidence EI : 1.33/1000 pt-years

Prothèse valvulaire: HR=3.57(2.58–5.36)



INCIDENCES COMPARATIVES

Miranda et al. Eur Heart Jour 2016
Wang et al. JAMA 2007

Rushani et al. Circulation 2013
Habib et al. Eur Heart Jour 2015

Dayer et al. Lancet 2015
Population générale : 30 -100/ million pt-année

Valves Ao/mitrale chir : 0.3 – 1.2% pt-année

Patients avec CC: 0.4 – 1.33 / 1000 pt-année

TAVI: 0.67 – 2.1% pt-année

Valve Melody : 0.8 – 3% pt-année

Valves/conduits pulmonaire chir : 0.5 - 3% pt-année

Dispositifs electroniques implantables : 1.9/1000 device-année 



VALVES PERCUTANÉES

Lehnert J Card 2019



Lehner J Card 2019



Lourtet-Hascoet 2023 ACVD



Myocardites aiguës



Généralités
• Série autopsique: identification d’une myocardite dans 8,6% à 

12% en cas de mort subite
• Evolution vers la CMD possible et non exceptionnelle
• Physiopathologie

Kindermann, JACC 2012



Etiologies des myocardites
Kociol et al Recognition and Management of Fulminant Myocarditis

Circulation. 2020;141:00–00. DOI: 10.1161/CIR.0000000000000745 TBD TBD, 2020 e9

CLINICAL STATEM
ENTS  

AND GUIDELINES

the annual prevalence worldwide was ≈22 cases per 
100 000 patients.100 In a study of >500 000 military 
male recruits, 98 cases were documented.101 As many 
as 5% of patients who have objective evidence for an 
acute viral infection may have some form of myocar-
ditis.98,102 In an autopsy series from Japan, nonspecific 
myocarditis was reported in 0.11%.103 Asymptomatic 
elevations in cTn are not uncommon in vaccination 
programs104; myocarditis, with or without pericarditis, 
in smallpox vaccination programs has been reported to 
be 5 to 6 per 10 000 vaccines.105 In retrospective series 
of patients who present with dilated cardiomyopathy, 
myocarditis was implicated in 9% to 10%.8 Viral infec-
tion, defined as a detectable viral genome by reverse 
transcription–polymerase chain reaction or polymerase 
chain reaction, is likely the most common cause of lym-
phocytic myocarditis and can be found in 30% to 40% 
of cases (Figure 5).87,98,99 Viral association with myocar-
ditis may include direct myocardial infection or a cross-
reactive immunological reaction as a result of the virus, 
so-called molecular mimicry.

Clinical presentations vary widely and may include 
more nonspecific (eg, shortness of breath) to more dra-
matic (eg, sudden death) presentation observed in all 
myocarditis subtypes. (The Appendix provides further 
details on the microbiology and immunology of lym-
phocytic myocarditis.)

Treatment of lymphocytic myocarditis has been fo-
cused primarily on the myocardial consequences of the 
inflammatory injury. Various reports and case series have 
described the spontaneous recovery of LV dysfunction 
while the patient is supported on MCS.106,107; overall sur-
vival is improved if end-organ function is simultaneously 
maintained with pharmacological support or MCS. A 
number of cytokines can depress myocardial function in 
experimental models, and these may have a role in the 
pathogenesis of acute myocardial pump failure in hu-
man myocarditis. However, anti–tumor necrosis factor 
treatments did not improve outcome in acute cardio-
myopathy. The role of specific anti-inflammatory agents 
targeting interleukin-17 and interleukin-1 is under in-
vestigation. Heart transplantation can be successful for 

Figure 5. Causes of lymphocytic myocarditis. 
Diagram demonstrating the primary causes and associated subcategories of lymphocytic myocarditis. GCM indicates giant cell myocarditis; IBD, inflammatory 
bowel disease; RA, rheumatoid arthritis; and SLE, systemic lupus erythematosus. Reprinted from Trachtenberg and Hare.99 Copyright © 2017, American Heart 
Association, Inc.
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Kociol et al Recognition and Management of Fulminant Myocarditis

EMB, CORONARY ANGIOGRAPHY, 
AND INVASIVE HEMODYNAMICS
In the setting of cardiogenic shock, right-sided heart 
catheterization and coronary angiography are essential to 
guide management strategies. The decision to perform 
an EMB at the time of right- and left-sided heart catheter-
ization is more nuanced and depends on clinical suspicion 
for myocarditis, operator experience, and pretreatment 
with anticoagulants, antiplatelet agents, and lytic therapy. 
According to a joint statement from the AHA, American 
College of Cardiology, and ESC in 2007, there are 2 situ-
ations in which EMB should be performed (Class I indica-
tion). The first is unexplained, new-onset heart failure of 
<2 weeks’ duration that is associated with hemodynamic 
compromise, and the second is in the setting of unex-
plained new-onset heart failure between 2 weeks’ and 3 
months’ duration that is associated with a dilated LV and 
new bradyarrhythmia (Mobitz II or complete heart block), 
new ventricular arrhythmias, or a failure to respond to 
standard care within 1 to 2 weeks of diagnosis.76

In 2013, the ESC Working Group on Myocardial 
and Pericardial Disease recommended that coronary 
angiography and EMB should be considered in all pa-
tients with clinically suspected myocarditis.77 In 2016 
an AHA scientific statement confirmed and expanded 
the 2007 joint statement from the AHA, American Col-
lege of Cardiology, and ESC, stating that EMB may be 
considered in heart failure that is rapidly progressing 
when there is a high suspicion that the cause can be 
confirmed only by myocardial histology. Moreover, it 
assumes that therapy is available and effective for this 
diagnosis.3 EMB is limited by sampling error, which can 
be improved by using imaging to direct the site of the 
biopsy. Some clinicians recommend screening CMR im-
aging for evidence of myocardial edema, infiltration, 
or scarring and proceeding to EMB only if the mag-
netic resonance imaging is abnormal; LGE may persist 

despite normalization of cardiac enzymes and biomark-
ers.78 EMB can be considered the primary diagnostic 
strategy76,79 when magnetic resonance imaging is not 
possible (eg, shock, presence of metal devices) if expe-
rienced operators and cardiac pathologists are readily 
available. According to guidelines, however, indications 
for EMB would be present for most patients presenting 
with FM and are given in Figure 3.3 Further precision 
may be achieved by the use of viral genome analysis, 
immunohistology, or transcriptomic biomarkers when 
diagnostic uncertainty exists despite histology.80

EARLY INITIAL MANAGEMENT AND 
STABILIZATION AMONG PATIENTS 
WITH FM
Among patients with FM, the initial presentation is of-
ten one of cardiogenic shock. The recognition and man-
agement of this syndrome with vasoactive drugs and 
mechanical support have been reviewed extensively in 
other comprehensive reviews and scientific statements, 
including the recent document published in Circulation, 
“Contemporary Management of Cardiogenic Shock: A 
Scientific Statement From the American Heart Associa-
tion.”81–86 Figure  4 illustrates the general approach to 
the initial support of patients in cardiogenic shock. Car-
diogenic shock in FM is often accompanied by arrhyth-
mias, including atrial and ventricular tachyarrhythmias, 
bradyarrhythmia caused by heart block, syncope, and 
sudden cardiac death.87 Eighteen percent of patients 
with suspected myocarditis in the European Study of 
Epidemiology and Treatment of Inflammatory Heart 
Disease had an arrhythmia.4 Bradyarrhythmias are less 
common than tachyarrhythmias unless the myocarditis 
is caused by sarcoidosis, Chagas disease, or a systemic 
autoimmune disease.88 Exercise can trigger these ar-
rhythmias; thus, the current AHA scientific statement 

Figure 3. Indications for endomyocardial 
biopsy (EMB). 
Guideline-based algorithm for whether EMB 
is indicated. COR indicates Class of Recom-
mendation; LOE, Level of Evidence; and MRI, 
magnetic resonance imaging. *Usually a dilated 
cardiomyopathy. Fulminant myocarditis may 
have normal end-diastolic diameter with mildly 
thickened walls. Exclude ischemic, hemodynam-
ic (valvular, hypertensive), metabolic, and toxic 
causes of cardiomyopathy as indicated clinically. 
Reprinted from Bozkurt et al.3 Copyright © 
2016, American Heart Association, Inc.
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• Clinique évocatrice: 
– douleur thoracique, fièvre (30%), tachycardie (58%), 

dyspnée (68%)
– Choc cardiogénique (forme fulminante, 5-10/1 mill 

d’habitants/an)
– Mort subite (TDR ou TDC)

• Biologie:   Troponine, BNP ou N-proBNP

• ECG:   infarctus du myocarde
• Echocardiographie: dysfonction modérée à sévère
• IRM et/ou biopsie endomyocardique (BEM)
• Sérologies virales  peu utiles en pratique clinique

Diagnostic positif de la myocardite



Law et al. Circ 2021



Critères de Dallas historiques (1986)

Cooper LT et al. Circulation 2007Magnani JW et al. Circulation 2006

Infiltration lymphocytaire
Signe de nécrose non ischémique



Problèmes des critères de Dallas

• Myocardite avec atteinte hétérogène du myocarde -
> Biopsies multiples > 5

• Geste invasif: mortalité 0,5%, complications 5%: 
perforation cardiaque, hémopéricarde, tamponnade

• Geste plus risqué chez le nourrisson
• Variabilité d’interprétation même entre experts

• « Goldstandard » mais discutée ++

(0.03%).� Deckers� et� al� (20)� prospectively� recorded� compli-
cations from 546 consecutive right heart biopsy procedures in
patients with new-onset unexplained cardiomyopathy. These
are� the�most� reliable�data� in� the� literature� (20);� the� compli-
cation rates of sheath insertion and biopsy procedure were
reported�as�2.7%�and�3.3%,�as�noted�in�Table�1.

The death rate associated with EMB is a result of perfora-
tion�with�pericardial�tamponade�(20).�Patients�with�increased
right ventricular systolic pressures, bleeding diathesis, recent
receipt of heparin, or right ventricular enlargement seem to be
at higher risk. Echocardiography is used to confirm myocar-
dial perforation and should be done in any patient in whom
the operator believes perforation may have occurred, even
without cardiovascular collapse, before central venous access
is removed or the patient leaves the catheterization labora-
tory. Immediate pericardiocentesis and the capability to
surgically evacuate the pericardial space should be available
at centers that perform EMB.

Careful attention to technique can minimize procedural
risks. The risk of pneumothorax can be minimized by taking
a relatively high internal jugular approach and avoiding the
immediate supra-clavicular location. Patients with preexistent
left bundle-branch block may develop complete heart block
when any catheter is placed into the right ventricle and
presses� against� the� intraventricular� septum� (20).� If� this� oc-
curs, the bioptome and/or sheath must be removed, and the
patient may require temporary ventricular pacing. Rarely, the
heart block may be permanent. Lidocaine in the jugular
venous and carotid sheath may result in Horner syndrome,
vocal paresis, and, infrequently, weakness of the diaphragm.
These complications last only for the duration of the lidocaine
effect, unless permanent damage has been done by trauma
from the needle itself.

The risks of EMB depend on the clinical state of the
patient, the experience of the operator, and the availability of
expertise in cardiac pathology. If a patient with an indication
for EMB presents at a medical center where expertise in EMB
and cardiac pathology is unavailable, transfer of the patient to
a medical center with such experience should be seriously
considered. Additionally, patients with cardiogenic shock or
unstable ventricular arrhythmias may require the care of
specialists in medical and surgical management of heart

failure, including ventricular assist device placement and
potentially heart transplantation.

Analysis of EMB Tissue

EMB Processing
Samples should be obtained from !1 region of the right
ventricular septum. The number of samples obtained should
range from 5 to 10, depending on the studies to be performed,
and each sample should be 1 to 2 mm3 in size. The sample
must be handled carefully to minimize artifacts and trans-
ferred from the bioptome to fixative (10% neutral buffered
formalin) by use of a sterile needle and not with forceps
(21,22).� The� fixative� should� be� at� room� temperature� to
prevent�contraction�band�artifacts�(23).

The clinical reason for the biopsy determines how many
samples are removed and how they are fixed. In general, at
least 4 to 5 samples are submitted for light microscopic
examination, but more may be submitted for transmission
electron microscopy if the clinical question is anthracycline
cardiotoxicity�(22,24,25).�Transmission�electron�microscopy
may also be helpful for the assessment of suspected infiltra-
tive disorders such as amyloidosis, glycogen storage diseases,
lysosomal storage diseases, and occasionally viral myocardi-
tis. For transmission electron microscopy, pieces are fixed in
4% glutaraldehyde at room temperature at the time of EMB
(22).�One�or�more�pieces�may�be�frozen�for�molecular�studies,
immunofluorescence, or immunohistochemistry that may be
required for suspected myocarditis, storage diseases, tumor
typing,�amyloid�classification,�or�viral�genome�analysis�(26).
Pieces of myocardium can be snap-frozen in OCT-embedding
medium and stored at "80°F for immunohistochemical or
liquid nitrogen molecular studies. Flash-freezing is suitable
for culture, polymerase chain reaction (PCR), or reverse
transcriptase PCR (rtPCR) for the identification of viruses,
but flash-freezing is not ideal for standard histological prep-
aration because of ice crystal artifacts and cell culture.

Light Microscopic Examination and Stains
For routine light microscopy examination, EMB tissue is
embedded in paraffin, and serial sections are obtained and
sequentially�numbered�(23).�For�suspected�myocarditis,�many
laboratories will stain every third piece for hematoxylin and
eosin and the middle 2 pieces for Movat or elastic trichrome
stain to visualize collagen and elastic tissue. Many laborato-
ries also routinely stain 1 slide for iron on men and all
postmenopausal women, regardless of the indication for EMB
(23).�Congo�red�staining�may�be�performed�on�10-�to�15-!m
sections to rule out amyloidosis. The remaining slides are
usually preserved for immunohistochemistry.

Molecular Biological Detection of Viral
Genomes
Recent advances in quantitative (qPCR) and qualitative
(nested PCR) molecular techniques can detect fewer than 10
gene copies of viral pathogens in the myocardium. These
highly sensitive techniques provide both challenges and
opportunities. The clinical impact on prognosis and treatment

Table 1. Risks Associated With Endomyocardial Biopsy in
546 Procedures

Overall 33 complications (6%)

Sheath insertion 15 (2.7%)

12 (2.0%) arterial puncture during local anesthesia

2 (0.4%) vasovagal reaction

1 (0.2%) prolonged venous oozing after sheath removal

Biopsy procedure 18 (3.3%)

6 (1.1%) arrhythmia

5 (1.0%) conduction abnormalities

4 (0.7%) possible perforation (pain)

3 (0.5%) definite perforation (pericardial fluid)

2 of 3 patients with definite perforation died

Data�derived� from�Deckers�et�al� (20).

1916 Cooper et al. JACC Vol. 50, No. 19, 2007
Endomyocardial Biopsy in Cardiovascular Disease November 6, 2007:1914–31
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EMB, CORONARY ANGIOGRAPHY, 
AND INVASIVE HEMODYNAMICS
In the setting of cardiogenic shock, right-sided heart 
catheterization and coronary angiography are essential to 
guide management strategies. The decision to perform 
an EMB at the time of right- and left-sided heart catheter-
ization is more nuanced and depends on clinical suspicion 
for myocarditis, operator experience, and pretreatment 
with anticoagulants, antiplatelet agents, and lytic therapy. 
According to a joint statement from the AHA, American 
College of Cardiology, and ESC in 2007, there are 2 situ-
ations in which EMB should be performed (Class I indica-
tion). The first is unexplained, new-onset heart failure of 
<2 weeks’ duration that is associated with hemodynamic 
compromise, and the second is in the setting of unex-
plained new-onset heart failure between 2 weeks’ and 3 
months’ duration that is associated with a dilated LV and 
new bradyarrhythmia (Mobitz II or complete heart block), 
new ventricular arrhythmias, or a failure to respond to 
standard care within 1 to 2 weeks of diagnosis.76

In 2013, the ESC Working Group on Myocardial 
and Pericardial Disease recommended that coronary 
angiography and EMB should be considered in all pa-
tients with clinically suspected myocarditis.77 In 2016 
an AHA scientific statement confirmed and expanded 
the 2007 joint statement from the AHA, American Col-
lege of Cardiology, and ESC, stating that EMB may be 
considered in heart failure that is rapidly progressing 
when there is a high suspicion that the cause can be 
confirmed only by myocardial histology. Moreover, it 
assumes that therapy is available and effective for this 
diagnosis.3 EMB is limited by sampling error, which can 
be improved by using imaging to direct the site of the 
biopsy. Some clinicians recommend screening CMR im-
aging for evidence of myocardial edema, infiltration, 
or scarring and proceeding to EMB only if the mag-
netic resonance imaging is abnormal; LGE may persist 

despite normalization of cardiac enzymes and biomark-
ers.78 EMB can be considered the primary diagnostic 
strategy76,79 when magnetic resonance imaging is not 
possible (eg, shock, presence of metal devices) if expe-
rienced operators and cardiac pathologists are readily 
available. According to guidelines, however, indications 
for EMB would be present for most patients presenting 
with FM and are given in Figure 3.3 Further precision 
may be achieved by the use of viral genome analysis, 
immunohistology, or transcriptomic biomarkers when 
diagnostic uncertainty exists despite histology.80

EARLY INITIAL MANAGEMENT AND 
STABILIZATION AMONG PATIENTS 
WITH FM
Among patients with FM, the initial presentation is of-
ten one of cardiogenic shock. The recognition and man-
agement of this syndrome with vasoactive drugs and 
mechanical support have been reviewed extensively in 
other comprehensive reviews and scientific statements, 
including the recent document published in Circulation, 
“Contemporary Management of Cardiogenic Shock: A 
Scientific Statement From the American Heart Associa-
tion.”81–86 Figure  4 illustrates the general approach to 
the initial support of patients in cardiogenic shock. Car-
diogenic shock in FM is often accompanied by arrhyth-
mias, including atrial and ventricular tachyarrhythmias, 
bradyarrhythmia caused by heart block, syncope, and 
sudden cardiac death.87 Eighteen percent of patients 
with suspected myocarditis in the European Study of 
Epidemiology and Treatment of Inflammatory Heart 
Disease had an arrhythmia.4 Bradyarrhythmias are less 
common than tachyarrhythmias unless the myocarditis 
is caused by sarcoidosis, Chagas disease, or a systemic 
autoimmune disease.88 Exercise can trigger these ar-
rhythmias; thus, the current AHA scientific statement 

Figure 3. Indications for endomyocardial 
biopsy (EMB). 
Guideline-based algorithm for whether EMB 
is indicated. COR indicates Class of Recom-
mendation; LOE, Level of Evidence; and MRI, 
magnetic resonance imaging. *Usually a dilated 
cardiomyopathy. Fulminant myocarditis may 
have normal end-diastolic diameter with mildly 
thickened walls. Exclude ischemic, hemodynam-
ic (valvular, hypertensive), metabolic, and toxic 
causes of cardiomyopathy as indicated clinically. 
Reprinted from Bozkurt et al.3 Copyright © 
2016, American Heart Association, Inc.
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diogenic shock in FM is often accompanied by arrhyth-
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Lake Louise Criteria:  IRM 

Trois séquences IRM contributives:
• 1. Œdème en T2
• 2. rehaussement précoce du myocarde
• 3. rehaussement tardif du myocarde

• Diagnostic positif si > 2 critères :
– Hypersignal T2
– Ratio Signal myocarde / muscle périph augmenté après injection de 

Gadolinium
– Hypersignal en rehaussement tardif

• Refaire IRM à 1-2 semaines si:
– 0 critère mais symptômes trop récents, forte suspicion clinique
– 1 seul critère présent

Friedrich MG et al. JACC 2009; Update Ferrera JACC 2018
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Traitement en fonction de la forme clinique

• Myocardite segmentaire focale: Repos, arrêt de sport 6 
mois, bétabloquant 6 mois

• Myocardite aiguë diffuse chez l’enfant
– PEC en réa +/- assistance circulatoire (HNF)
– Traitement d’attaque: 

• Immunomodulateurs, immunosuppresseurs, Anti-
inflammatoire, immunoadsorption

• Myocardite fulminante
– PEC du choc cardiogénique

• Myocardite chronique active
– Discuter immunosupresseurs



Traitement
ce qui est admis …



• Selon les guidelines

• Selon la classe fonctionnelle NYHA
– IEC
– Diurétiques
– B-bloquant
– ARA II

• Formes sévères: Prise en charge en réanimation
– Traitement « agressif »
– Assistance circulatoire (> 60 à 80 % survivants et 

récupération ad integrum possible)
– Drogues inotropes positives et héparine!

Traitement de l’insuffisance cardiaque

Kindermann, et al., JACC 2012
Amabile et al. Heart 2006



Traitement de la myocardite par assistance

Circ 2021



Traitement
ce qui est discuté …

 
Immunoglobulines

Anti-inflammatoires
Antiviraux

Immunosuppresseurs
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Bing He*, Xiaoou Li and Dan Li

Department of Pediatrics, Renmin Hospital of Wuhan University, Wuhan, China

The use of immunosuppressants in the treatment of myocarditis in children remains

controversial. The aim of this meta-analysis is to summarize the current empirical

evidence for immunosuppressive treatment for myocarditis in the pediatric population.

We searched PubMed, MEDLINE, and Embase for articles to identify studies analyzing

the efficiency of immunosuppressive treatment in the pediatric population. Pooled

estimates were generated using fixed- or random-effect models. Heterogeneity within

studies was assessed using Cochran’s Q and I2 statistics. Funnel plots and Begg’s rank

correlation method were constructed to evaluate publication bias. Sensitivity analyses

were also conducted to evaluate the potential sources of heterogeneity. After a detailed

screening of 159 studies, six separate studies were identified, with 181 patients in the

immunosuppressive treatment group, and 199 in the conventional treatment group. The

immunosuppressive treatment group showed a significant improvement in left ventricular

ejection fraction (LVEF) [mean difference 1.10; 95% CI: 0.41, 1.79] and significantly

decreased left ventricular end-diastolic dimension (LVEDD) [mean difference −0.77mm,

95% CI: −1.35 to −0.20mm] when compared to the conventional treatment group.

Furthermore, the risk of death and heart transplant in conventional treatment was

significantly higher than in the immunosuppressive treatment group [relative risk (RR):

4.74; 95% CI: 2.69, 8.35]. No significant heterogeneity across the studies was observed.

There was no evidence of publication bias when assessed by Begg’s test.

Conclusions: There may be a possible benefit, in the short term, to the

addition of immunosuppressive therapy in the management of myocarditis in the

pediatric population. However, further prospective investigation is warranted to validate

this finding.

Keywords: immunosuppressive treatment, myocarditis, pediatric, cardiac function, meta-analysis

INTRODUCTION

Acute myocarditis is an inflammatory cardiac disease in children. Acute myocarditis is common in
the developing countries (1), with about 20% of children admitted to hospital with heart failure due
to acute myocarditis (2).

The mortality of myocarditis was reported to be about 23–50% (3). The pathogenesis of viral
myocarditis is now recognized to have three distinct phases (4). Among the three distinct phases,
the autoimmune phase is believed to play a major role in the pathogenesis of viral myocarditis, and
the use of immunosuppressive agents may be useful in myocarditis.

He et al. Immunosuppressive Treatment for Myocarditis in the Pediatric

TABLE 1 | Characteristics of studies included in the meta-analysis.

Study N Age Study

methodology

IMSA IMSA dosage, time of

IMSA start

Follow-up Observed

variables

Inclusion criteria

Camargo et al.

(9)

50 5 months−15

years

PNCT P, CyA P & A: 2.5 mg/kg/d, 1

week; 2.0 mg/kg/d, 3

weeks; 1.5 mg/kg/d, 4

weeks

Cy: 1.5 mg/kg/d, 1 week;

1.0 mg/kg/d, 7 weeks;

0.5 mg/kg/d, 1 week

8.4±1.2 months LVEDD, LVEF,

PWP, CI, HR

Active myocarditis based

on EMB findings

Aziz et al. (6) 68 3.7 ± 2.9

years

RCT P 2 mg/kg/d, 1 month 15.1±9.2

months

LVEDD, LVESD,

LVEF

Duration of symptoms

for<3 months and

continued LV failure and

reduced EF

Drucker et al. (7) 46 – CCT IVIG 2,000 mg/kg 24 h; 1,000

mg/kg/d, 1 weeks

10.5±2.1

months

LVFS, LVEDD,

death

Acute (<3 months) onset

of congestive heart failure

and echocardiographic

documentation of

diminished LV function

and EMB

Bhatt et al. (8) 83 4.4 ± 3.2

years

PNCT IVIG 400 mg/kg/d, 5 days - LVEF, death Had viral infection with

fever of < 2 weeks’

duration; developed acute

and severe heart failure

after this illness; evidence

of LV dysfunction on

echocardiography EF<

40%; no previous or family

history of cardiomyopathy

Gagliardi et al.

(10)

114 36.6 ± 42.8

months

CCT P, Cy P: 2 mg/kg/d, 1 month;

0.5 mg/kg/d, 6 months;

Cy: 6–8 mg/kg/d until

blood concentration

reached 170–210 ng/cm3

13 years LVEF, LVEDV,

death

Congestive heart failure

patients received right

cardiac characterization

and EMB

Camargo et al.

(11)

10 42.1 ± 18.9

months

CCT P, A 2.5 mg/kg, 4 weeks; 1.5

mg/kg, 4 weeks (both

drugs)

9 months LVEF, CI, death Patients presenting with

dilated cardiomyopathy

who were clinically stable,

under ambulatory care,

with LVEF between 15

and 30%

PNCT, prospective non-controlled trial; RCT, randomized controlled trial; CCT, case–control study (including historical controls); IMSA, immunosuppressive agent; P, prednisolone; CyA,

cyclosporine; A, azathioprine; IVIG, intravenous immunoglobulin G; LVEF, left ventricular ejection fraction; LVEDD, left ventricular diastolic dimension diameter; LVESD, left ventricular

systolic dimension diameter; PWP, pulmonary wedge pressure; HR, heart rate; LVFS, left ventricular fractional shortening; CI, cardiac index, EMB, endomyocardial biopsy.

group was significantly higher than in the immunosuppressive
treatment group (RR: 4.74; 95% CI: 2.69, 8.35). The was no
heterogeneity among these studies (Q test; I2 = 0.0%, p = 0.965)
(Figure 4), and a fixed-effects model was used. There was no
evidence of publication bias when assessed by Begg’s test (p =
0.256; Table 3).

Sensitivity Analyses
The sensitivity analysis results suggested that no individual
studies significantly affected the pooled effect of the association
between immunosuppressive treatment and the LVEF, LVEDD,
and risk of death and heart transplantation, indicating our
statistically robust results.

Endomyocardial Biopsy
EMB is the gold standard for the diagnosis of myocarditis. We
tried to do subanalysis separately for diagnosis using EMB and

diagnosis based on symptoms and LVEF. Only three included
studies diagnosed myocarditis with EMB (7, 9, 10). As shown
in Figure 5A, LVEF increase was significantly higher in the
group with diagnosis based on EMB (mean difference 1.10; 95%
CI: 0.41, 1.79). LVEDD significantly decreased in the group
with diagnosis based on EMB (mean difference −0.98, 95% CI:
−1.67, −0.30 vs. mean difference −0.27, 95% CI: −1.33, 0.79;
Figure 5B). Moreover, the risk of death or heart transplantation
in the group with diagnosis based on EMBwas significantly lower
than in the diagnosis based on symptoms (RR: 4.57, 95% CI: 2.57,
8.12 vs. RR: 5.93, 95% CI: 0.82, 42.96; Figure 5C).

DISCUSSION

This meta-analysis focused on the efficiency of
immunosuppressive treatment in the pediatric population with

Frontiers in Pediatrics | www.frontiersin.org 4 November 2019 | Volume 7 | Article 430
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The use of immunosuppressants in the treatment of myocarditis in children remains

controversial. The aim of this meta-analysis is to summarize the current empirical

evidence for immunosuppressive treatment for myocarditis in the pediatric population.

We searched PubMed, MEDLINE, and Embase for articles to identify studies analyzing

the efficiency of immunosuppressive treatment in the pediatric population. Pooled

estimates were generated using fixed- or random-effect models. Heterogeneity within

studies was assessed using Cochran’s Q and I2 statistics. Funnel plots and Begg’s rank

correlation method were constructed to evaluate publication bias. Sensitivity analyses

were also conducted to evaluate the potential sources of heterogeneity. After a detailed

screening of 159 studies, six separate studies were identified, with 181 patients in the

immunosuppressive treatment group, and 199 in the conventional treatment group. The

immunosuppressive treatment group showed a significant improvement in left ventricular

ejection fraction (LVEF) [mean difference 1.10; 95% CI: 0.41, 1.79] and significantly

decreased left ventricular end-diastolic dimension (LVEDD) [mean difference −0.77mm,

95% CI: −1.35 to −0.20mm] when compared to the conventional treatment group.

Furthermore, the risk of death and heart transplant in conventional treatment was

significantly higher than in the immunosuppressive treatment group [relative risk (RR):

4.74; 95% CI: 2.69, 8.35]. No significant heterogeneity across the studies was observed.

There was no evidence of publication bias when assessed by Begg’s test.

Conclusions: There may be a possible benefit, in the short term, to the

addition of immunosuppressive therapy in the management of myocarditis in the

pediatric population. However, further prospective investigation is warranted to validate

this finding.

Keywords: immunosuppressive treatment, myocarditis, pediatric, cardiac function, meta-analysis

INTRODUCTION

Acute myocarditis is an inflammatory cardiac disease in children. Acute myocarditis is common in
the developing countries (1), with about 20% of children admitted to hospital with heart failure due
to acute myocarditis (2).

The mortality of myocarditis was reported to be about 23–50% (3). The pathogenesis of viral
myocarditis is now recognized to have three distinct phases (4). Among the three distinct phases,
the autoimmune phase is believed to play a major role in the pathogenesis of viral myocarditis, and
the use of immunosuppressive agents may be useful in myocarditis.

• Groupe d’enfants avec immunosuppresseurs 
amélioration significative:
– Fraction d’éjection VG
– Diamètre télédiastolique VG
– Diminution décès et transplantation

• MAIS: 1 seule étude RCT, effectifs faibles, 
follow-up court

He et al. Immunosuppressive Treatment for Myocarditis in the Pediatric

when using IVIG. More randomized studies focused on IVIG
treatment in the pediatric population with myocarditis are
needed in the future.

This meta-analysis shows new insights that an autoimmune
mechanism is largely responsible in the pathogenesis of acute
myocarditis and perhaps has at least a theoretical role for
immunosuppression in pediatric patients. However, the results
still need to be confirmed by larger multicenter randomized
studies in the future.

Limitations
The included studies had small sample sizes, and only six
studies are included in the present study, of which only one
is an RCT study; this might result in a lack of statistical
power to detect a significant difference in the treatment effect.
Moreover, we were able to ascertain publication bias in only
four of six studies, which means only four of six studies’ data
could be merged, which may have impacted the analysis of the
findings of this meta-analysis. Due to the included studies’ lack
of long-term follow-up (only two studies had median follow-
up > 1 year), their inferences can only be applied to short-
term outcomes. In this meta-analysis, we couldn’t provide exact
data of viral genome and histologic type, because the included
studies didn’t report these data even if this information was
important to the therapy and prognosis. RCTs in the future

should pay more attention to the viral genome and histologic
type data. In addition, we tried to do subanalysis related
to RCTs on the efficiency of immunosuppressive treatment
in the pediatric population. Meta-analysis was not possible,
because only one relevant study was found. Although the
results confirm a good outcome of the immunosuppressive
treatment, the results seem to be not so feasible and should be
interpreted cautiously.

CONCLUSIONS

The present meta-analysis suggests that immunosuppressive
treatment in the short term may significantly improve LVEF,
reduce LVEDD, and reduce the risk of death and heart transplant
in pediatric population with myocarditis. Although this meta-
analysis reported beneficial outcomes with immunosuppressive
therapy, the results have to be interpreted cautiously because only
one RCT was included in this meta-analysis; more large-scale
RCTs are required in the future.
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The use of immunosuppressants in the treatment of myocarditis in children remains

controversial. The aim of this meta-analysis is to summarize the current empirical

evidence for immunosuppressive treatment for myocarditis in the pediatric population.

We searched PubMed, MEDLINE, and Embase for articles to identify studies analyzing

the efficiency of immunosuppressive treatment in the pediatric population. Pooled

estimates were generated using fixed- or random-effect models. Heterogeneity within

studies was assessed using Cochran’s Q and I2 statistics. Funnel plots and Begg’s rank

correlation method were constructed to evaluate publication bias. Sensitivity analyses

were also conducted to evaluate the potential sources of heterogeneity. After a detailed

screening of 159 studies, six separate studies were identified, with 181 patients in the

immunosuppressive treatment group, and 199 in the conventional treatment group. The

immunosuppressive treatment group showed a significant improvement in left ventricular

ejection fraction (LVEF) [mean difference 1.10; 95% CI: 0.41, 1.79] and significantly

decreased left ventricular end-diastolic dimension (LVEDD) [mean difference −0.77mm,

95% CI: −1.35 to −0.20mm] when compared to the conventional treatment group.

Furthermore, the risk of death and heart transplant in conventional treatment was

significantly higher than in the immunosuppressive treatment group [relative risk (RR):

4.74; 95% CI: 2.69, 8.35]. No significant heterogeneity across the studies was observed.

There was no evidence of publication bias when assessed by Begg’s test.

Conclusions: There may be a possible benefit, in the short term, to the

addition of immunosuppressive therapy in the management of myocarditis in the

pediatric population. However, further prospective investigation is warranted to validate

this finding.

Keywords: immunosuppressive treatment, myocarditis, pediatric, cardiac function, meta-analysis

INTRODUCTION

Acute myocarditis is an inflammatory cardiac disease in children. Acute myocarditis is common in
the developing countries (1), with about 20% of children admitted to hospital with heart failure due
to acute myocarditis (2).

The mortality of myocarditis was reported to be about 23–50% (3). The pathogenesis of viral
myocarditis is now recognized to have three distinct phases (4). Among the three distinct phases,
the autoimmune phase is believed to play a major role in the pathogenesis of viral myocarditis, and
the use of immunosuppressive agents may be useful in myocarditis.
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Pronostic
• Bon pronostic

– Myocardite active
– Fonction VG préservée

• Myocardite fulminante
– Très bon pronostic à long terme si on passe la 

phase aigue vivante
– Complète récupération possible

• Mauvais pronostic
– Dysfonction VD, PAP élevée, syncope, PA basse, Fc 

élevée, QRS > 120 msec…


