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Abstract: The DRSA method (dominance-based rough set approach) was used to create decision-
making rules based on the results of physical examination and additional laboratory tests in the
differential diagnosis of Kawasaki disease (KD), infectious mononucleosis and S. pyogenes pharyn-
gitis in children. The study was conducted retrospectively. The search was based on the ICD-10
(International Classification of Diseases) codes of final diagnosis. Demographic and laboratory data
from one Polish hospital (Poznan) were collected. Traditional statistical methods and the DRSA
method were applied in data analysis. The algorithm formed 45 decision rules recognizing KD. The
rules with the highest sensitivity (number of false negatives equals zero) were based on the presence
of conjunctivitis and CRP (C-reactive Protein) > 40.1 mg/L, thrombocytosis and ESR (Erythrocyte
Sedimentation Rate) > 77 mm /h; fair general condition and fever > 5 days and rash; fair general
condition and fever > 5 days and conjunctivitis; fever > 5 days and rash and CRP > 7.05 mg/L. The
DRSA analysis may be helpful in diagnosing KD at an early stage of the disease. It can be used even
with a small amount of clinical or laboratory data.

Keywords: Kawasaki disease; infectious mononucleosis; Streptococcus pyogenes; children; DRSA;
differential diagnosis

1. Introduction

Despite the development of medicine, in some cases, there are still no tests giving a
clear diagnosis. One of such examples is the differential diagnosis of Kawasaki disease
(KD), infectious mononucleosis and Streptococcus pyogenes infections (angina, scarlet
fever). Dealing with each of those diseases is completely different. Proper diagnosis and
accurate treatment implementation, especially in KD and streptococcal pharyngitis, can
reduce the risk of permanent complications [1].

Symptoms presented by the patient such as pharyngitis with cervical lymphadenopa-
thy and ambiguous skin lesions are almost the same in each of those cases and do not
differentiate the mentioned diseases. Additional tests might be helpful, but none of them
are 100% sensitive. In Table 1, there are presented symptoms and laboratory findings at the
initial stage of three analyzed diseases.

That is why we decided to use artificial intelligence to try to deal with this problem.
In this study, for the first time, the original methodology of the dominance-based rough set
approach (DRSA) was used to create decision-making rules based on the results of physical
examination as well as additional tests that can potentially be helpful in the differential
diagnosis of KD, infectious mononucleosis and S. pyogenes pharyngitis in children. DRSA
enables testing, even in the case of incomplete data, enables the comparison of parametric
and non-parametric data. The disadvantage of the classical scaling system is that the
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conversion of clinical data into numeric values risks losing the primary character of the
data. Different parameters are added together as if they were equal, such that the sum
of completely different parameters can yield the same results. The obtained results are
non-informative in that they do not show how the diagnosis was made. It discourages the
application of this system in therapeutic decisions because it does not give decision makers
the chance to evaluate the independent results.

Table 1. Comparison of the physical examination and laboratory findings in Kawasaki disease,
infectious mononucleosis and S. pyogenes pharyngitis.

Disease/Analysed Kawasaki Disease Infectious . S. pyogenes
Feature Mononucleosis Pharyngitis
Physical examination findings
Etiology Unknown Epstein-Barr Virus S. pyogenes
(90%)
erythema and/or
swelling of the hands flaky peeling of the
Changes in limbs and feet N/A epidermis of hands
flaky peeling of the and feet
epidermis
a polymorphic

non-vesicular rash
located mainly on the

a petite or lumpy
rash, in case of

a petite rash confluent
on the trunk, elbows

Skin changes trunk amoxicillin and knees
possible measles-like prescription, Filatow’s triangle
or scarlet-like measles-like character Pastii lines
character
nonexudative .
Eyes bilateral swelhng of the N/A
. - eyelids

conjunctivitis

Changes on the

congestion of the
mucous membranes
of the mouth and

congestion of the
mucous membranes

congestion of the
mucous membranes
of the mouth and

f th h
mucous membranes throat, raspberry oft etr;;(;l; and throat, raspberry
tongue tongue
unilateral symmetrical symmetrical

Lymph nodes

enlargement of the
cervical lymph nodes

enlargement of the
cervical lymph nodes

enlargement of the
cervical lymph nodes

Additional laboratory findings

Erythrocytes | Erythrocytes N Erythrocytes N
Blood count Leukocytes 1 Leukocytes /N Leukocytes 1
Platelets 1 Platelets | /N Platelets N
ALT t t N
AST T T N
CRP 1 t t
SR t 1 M
PCT 1 N 1
Specific additional antl_.VCA StrepTest
tost N/A anti-EA Ph 1 b
ests Anti-EBNA aryngeal swal

Abbreviations: ALT—glutamic pyruvic transferase; anti-VCA—anti-viral capsid antigen; anti-EA—anti-early
antigen; anti-EBNA—anti-EBV nuclear antigen; AST—aspartate transaminase; CRP—C-reactive protein; SR—
Sedimentation Rate; PCT—procalcitonin; StrepTest—Group A Streptococcus antigen immunoassay (throat swab);
N—normal; |]—below normal range; 1—slightly above normal range; 1t—much above normal range.
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2. Materials and Methods

The study was conducted retrospectively. The search was based on the ICD-10 (Inter-
national Classification of Diseases) codes of final diagnosis.

Data was collected from 1 January 2015 to 31 December 2019 in the Children’s Hospital
in Poznan, which includes four pediatric departments. Children of both sexes up to
five years of age in the case of infectious mononucleosis and S. pyogenes infection were
included in the study. When considering KD, all children with this particular diagnosis
were included in order to extend the study group as much as possible. The definite
diagnosis of KD was based on AHA (American Heart Association) criteria. We used
this age restriction because we wanted to eliminate adolescent patients with infectious
mononucleosis. Epidemiological data show that this disease is most common in older
children and young adults, in whom KD is very unlikely [2]. The second aspect is the
prevalence of KD, primarily in children under five years of age. In the absence of an age
restriction (excluding KD), comparing such inhomogeneous in age groups would not fit
into the overall study aim.

Streptococcal pharyngitis was diagnosed based on positive rapid antigen tests for
S. pyogenes. According to Polish recommendations, when there is a positive high-sensitivity
test, it is not necessary to perform a throat culture [3]. The test was performed at the
admission to the hospital, so at the beginning of diagnostic process, as well as before
treatment started. The diagnosis of infectious mononucleosis was made based on positive
serological results—positive IgM and IgG anti-VCA (anti-viral capsid antigen) antibodies.
We collected following data: basic demographic information, the duration of the fever and
physical examination results. General status was defined as good, fair, serious or critical.
When it comes to examination, we chose those clinical signs which are known as diagnostic
criteria for KD: general condition, presence of conjunctivitis, oral mucosa findings, distal
extremities changes, skin changes and presence of cervical lymph nodes enlargement.

The laboratory test included those which are easily available: general blood count,
alanine aminotransferase (ALT) activity, aspartate aminotransferase (AST) activity, urinal-
ysis, urine culture, erythrocyte sedimentation rate (ESR), C-reactive protein (CRP) and
procalcitonin levels. The values of the blood count parameters and the activity of ALT and
AST were analyzed depending on the normal values specified for a given age group [4-6].
Blood for laboratory tests was collected during children’s admission.

2.1. DRSA Analysis

There were two subclasses among the data. The first included patients who were
diagnosed with Kawasaki Disease. The second one contained the remaining patients, i.e.,
those who were finally diagnosed with infectious mononucleosis or Streptococcal infection.
A relatively high number of missing values was observed for ESR and procalcitonin
attributes. Overall, the resulting data set was fully consistent.

DRSA analysis was performed using jRS library and jMAF software package (http:
/ /www.cs.put.poznan.pl/jblaszczynski/Site /jRS.html (accessed on 16 October 2021).

Some attributes were transformed in a way that allowed the discover global and
local monotonic relationships between condition and decision attributes [7]. The applied
transformation was non-invasive, that is, it did not bias the matter of discovered relation-
ships. Sets of decision rules, which were essential for this analysis, were induced using
VC-DOMLEM algorithm [8]. These sets of rules were used to construct component clas-
sifiers in variable consistency bagging [9,10]. Variable consistency bagging (VC-bagging)
and its variants developed to handle class imbalance were applied to increase the accuracy
of results produced by VC-DOMLEM [11]. Estimation of attribute relevance in rules was
performed according to Blaszczynski et al. [12]. All results were obtained in a 10-fold cross
validation experiment that was repeated 20 times.

Most relevant rules with respect to correct classification of cases by decision rules in
repeated cross validation are presented in Table 2. Correct classification to any of the two
considered classes were investigated in this setting.
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Table 2. Predictive attribute confirmation calculated for original attributes.

Attribute f A Z 1 cl s
Leukocytosis —0.6004 —0.0052 —0.1551 —1.3876 —0.0776 —0.1460
AST —0.5424 —0.0096 —0.1265 —1.2152 —0.0633 —0.1194
Thrombocytopenia —0.3471 —0.0252 —0.0610 —0.7243 —0.0305 —0.0588
Age —0.2678 —0.0679 —0.0428 —0.5490 —0.0214 —0.0443

Lymphadenopathy (1) —0.2390  —0.0044  —0.0370 —0.4875 —0.0185  —0.0350
Lymphadenopathy (0)  —0.2090  —0.0075  —0.0313 —04242  —-0.0156  —0.0298

Rash —0.1946 —0.0324 —0.0287 —0.3941 —0.0143 —0.0289

ALT —0.1588 —0.0123 —0.0225 —0.3203 —0.0113 —0.0219

CRP —0.0873 —0.0434 —0.0116 —0.1750 —0.0058 —0.0135

Leukocyturia —0.0923 —0.0104 —0.0123 —0.1851 —0.0061 —0.0122

Extermities changes —0.0734 —0.0080 —0.0096 —0.1470 —0.0048 —0.0095
Platelets (norm) 0.0388 0.0006 0.0705 0.0777 0.0353 0.0049
Fever (5 days) 0.0413 0.0032 0.0749 0.0827 0.0374 0.0076
Conjunctivitis 0.0631 0.0022 0.1122 0.1263 0.0561 0.0089
Anemia 0.1040 0.0013 0.1789 0.2087 0.0895 0.0122
Thrombocytosis 0.1413 0.0022 0.2361 0.2845 0.1180 0.0165
SR 0.2998 0.0005 0.4457 0.6186 0.2228 0.0277
Lymphadenopathy (2) 0.3364 0.0018 0.4877 0.7001 0.2439 0.0315
General condition 0.2559 0.0103 0.3924 0.5234 0.1962 0.0336
PCT 0.5073 0.0128 0.6591 1.1182 0.3296 0.0523

Lymphadenopathy (0)—cervical lymph nodes not enlarged, Lymphadenopathy (1)—one side enlargment of
cervical lymph nodes; Lymphadenopathy (2)—symmetrical (both sides) enlargment of cervical lymph nodes.

2.2. Statistical Analysis

Statistical analysis was performed using PQStat 1.8.0. (PQStatSoftware). For one
group of data, Wilcoxon signed-rank test and x? test were used. Comparison of two groups
were performed using the x? test, Student’s t-test or a correction for this test (Cochran-Cox).
Shapiro-Wilk test was used to check normal distribution of data and Fisher-Snedecor
test determined the equality of variance of variables in the analyzed population. While
comparing three groups of data the Shapiro-Wilk test was used as well. Levene’s test was
used to check whether the variances of the variables in the population are equal for the
interval scale. When comparing groups in the interval scale, the ANOVA test was used
for unrelated variables (mean age of patients, mean length of hospitalization). The X test
was used to compare the groups on the nominal scale. Post-hoc analysis, if needed, was
performed with the Fisher test. For the SR value (Sedimentation Rate, Biernacki’s test), it
was impossible to perform statistical analysis because of too few patients with this result.
Statistical significance was calculated for PCT (procalcitonin) and CRP (C-reactive protein)
values. The significance level was set at p < 0.05.

3. Results

There were 150 patients: 48 with KD, 49 patients with infectious mononucleosis and
53 with S. pyogenes pharyngitis. The analyzed population is characterized in Table 3.

Patients diagnosed with KD were admitted mainly during the winter and summer
months (33% of all KD patients), those with infectious mononucleosis mostly during
autumn months (31% of all these patients, p < 0.01) while children with S. pyogenes infection
mostly in the spring (30% of the study group) and winter months (28% of the study group).

Patients with KD usually presented in a fair general condition (92%), while most
patients with infectious mononucleosis (80%) and S. pyogenes pharyngitis (70%) were
admitted in good general condition (p < 0.01).
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Table 3. General information about the analyzed group.

Kawasaki Infectious S. pyogenes
Disease Mononucleosis Pharyngitis
Patients (n) 48 49 53
Mean age 34 36 43
(min-max in months) (1-136) (12-57) (18-60)
Sex (n)
. 14 23 24
Girls (29%) (47%) (45%)
Bovs 34 26 29
Y (71%) (53%) (55%)
Hospitalization length 11 4 4
(min-max in days) (3-21) (1-10) (1-9)
48 13 3
> %
Fever = 5 days(% n) (100%) (27%) (6%)

When analyzing the diagnostic criteria for KD, 79% of the study group presented
bilateral, nonexudative conjunctivitis; 90% presented changes on mucous membranes;
48% presented changes on the extremities (mainly edema); 83% presented with a rash;
and 77% presented with cervical lymphadenopathy. Those KD symptoms were presented
by patients with infectious mononucleosis, S. pyogenes pharyngitis as well as in patients
with KD.

When it comes to laboratory tests, the most common abnormality among patients with
KD were anemia (63%), thrombocythemia (65%), aseptic leukocyturia (40%) and elevated
ALT and AST activity (48 and 42%, respectively).

In patients with infectious mononucleosis, anemia (14%) and elevated ALT and AST
activity (27% and 33%, respectively) were observed less frequently, while thrombocytopenia
and sterile leukocyturia were not observed at all.

Similarly, in patients with S. pyogenes pharyngitis, there were almost no cases of
anemia or thrombocythemia (2% of patients in both groups). Aseptic leukocyturia occurred
in 9% of patients, and transaminases activities were elevated in 8% of cases. The mean CRP
and procalcitonin levels were increased in patients in all studied groups. The highest CRP
results were observed in patients with KD (112.3 mg/L, p < 0.01), while procalcitonin was
the highest in patients with S. pyogenes pharyngitis (2.37 ug/L, p = 0.44).

DRSA Results

The most important predictors for the decision rules are presented in Figure 1.

Lymphadenopathy (1)—one side enlargement of cervical lymph nodes; Lymphadenopa-
thy (2)—symmetrical (both sides) enlargement of cervical lymph nodes

The algorithm generated 45 decision rules recognizing KD. The rules with the highest
sensitivity (number of false negatives equals zero) are as follows:

1.  If a child suspected of KD has conjunctivitis and CRP > 40.1 mg/L, it is KD.

2. Ifachild suspected of KD has thrombocythemia and ESR > 77 mm /h, it is KD.

3. Ifachild suspected of KD has a fair general condition, rash and fever lasting > 5 days,
itis KD.

4. If a child suspected of KD has a fair general condition, conjunctivitis and fever
lasting > 5 days, it is KD.

5. If a child with suspected KD has fever lasting >5 days, rash and CRP > 7.05 mg/L, it
is KD.
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Rash
ALT
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PET =

Anemia

Conjunctivitis

Leukocytosis 4
Thrombocytopenia -
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No lymphadenopathy -
Leukocyturia
Changes in limbs
Platelets (normal) -
Fever (5 days) -
Thrombocytosis 4
Lymphadenopathy (2) 4
General condition |

Figure 1. Predictive attribute confirmation calculated for original attributes.

4. Discussion

Five of the rules generated using the DRSA method with the most clinical significance
were based on following parameters: fair general condition, fever lasting > 5 days, rash,
conjunctivitis, CRP and ESR thrombocytosis. One of the big advantages of DRSA is using a
combination of parametrical and non-parametrical variables.

Rules 3 and 4 were based on the results of physical examination only. What is more,
both of them use patients’ general condition. The general condition assessed during
admission to the hospital is a useful and easy-to-evaluate indicator, but it is still a subjective
factor, depending on the experience of the doctor who makes this assessment [13,14]. The
American Hospital Association has advised physicians to use general terminology when
describing their patient’s state of health. The patient is Good when the patient’s vital signs
are stable and they are within the normal limits. The patient is conscious, and the patient
feels comfortable. The patient is Fair when the patient’s vital signs may be stable and within
the prescribed normal limits. While the patient may be conscious, there may, however, be
minor complications, making the patient somewhat uncomfortable. The patient is Serious
when the patient’s vital signs might be fluctuating, and they do not adhere to normal safe
limits. The patient is Critical when the vital signs of the patient are fluctuating and they
do not satisfy the normal patient limits. The patient may have, at some point, lost their
consciousness. This type of patient usually will require critical care or some other treatment
in the hospital’s intensive care unit (ICU). Nevertheless, such a factor as general condition
has so far not been taken into account in the analyses of the KD diagnosis. We are aware
that the general condition defined as fair is not unique and pathognomonic for KD, but its
important feature is that no additional equipment is needed. Moreover, its assessment may
help in deciding whether to treat or not because additional symptoms may appear later in
the disease or may not occur at all. We believe that further studies should be carried out to
optimize and validate this factor in similar analyses.

In addition, these rules are important at the beginning of hospitalization because they
consider only one additional factor (clinical symptom), not all the criteria (four out of
five required to state a diagnosis of classic KD). This means a possibility of faster diagno-
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sis, especially in the atypical KD. It may reduce the number of complications—coronary
aneurysms among them [15]. Kim and Kim presented a study considering the differen-
tial diagnosis of Kawasaki Disease based on acute cervical lymphadenopathy using the
decision tree method [16]. It took into account radiological (Ultrasonography/Computer
tomography) and laboratory findings (CRP, general blood count). The usefulness of such a
diagnostic algorithm was shown, but it requires additional tests, especially radiological
ones. That is why it may be less useful in every day clinical practice.

It should be added that we included only children with a clinical suspicion of KD and
with a definite alternative final diagnosis. The exclusion of other children was necessary
to avoid including to non-KD group children who had KD but were not correctly diag-
nosed. From the hospital perspective, these three clinical entities are the most difficult to
distinguish.

Viral infections other than EBV (Epstein-Barr Virus) ones do not have prolonged
fever, and children are not very sick, so parents do not bring them to hospital. In invasive
bacterial infection, the history of fever is usually short, and because of the severity of the
condition, parents go to the hospital immediately. Other diseases such as JRA (juvenile
rheumatoid arthritis) and SLE (systemic lupus erythematosus) are very rare, and it was not
possible to form a group enough large for comparison.

Half of the decision rules contained inflammatory markers (CRP and ESR). CRP is
produced by hepatocytes in response to inflammatory processes. However, its production
is not only activated by an infectious agent but also a non-infectious one [17]. Therefore,
this is a non-specific marker. CRP was initially used to differentiate infectious diseases
(viral versus bacterial etiology of disease), but over time it has been noticed that this protein
is useful in estimating the prognosis of inflammatory process (not necessarily infectious
diseases), including KD [18-22].

Among the analyzed patients, the CRP concentration was different in each disease. The
highest concentration of this marker was observed in patients with KD (mean 112.3 mg/L)
compared to infectious diseases (infectious mononucleosis—26.9 mg/L, streptococcal
pharyngitis—50.9 mg/L). Statistical significance was demonstrated in the above differences,
but in practice, it is a very non-specific indicator and cannot be individually taken into
account in the differentiation of the above diseases. However, an advantage of using CRP
can be useful by adding the DRSA method. As shown above, this marker combined with
the factors obtained from the physical examination resulted in an excellent sensitivity result.

ESR is simple and cheap to perform. However, its variability in both physiological
and pathological states and low specificity, together with the introduction of newer and
newer inflammatory markers into laboratory practice, make it nowadays less used [23-25].
Its increase is observed, as in the case of CRP, in all inflammatory processes; therefore, it
seems that if both tests can be performed, CRP should be checked [26]. However, SR is
still included in the American Heart Association guidelines for the diagnosis of Kawasaki
disease as an additional test [27]. A meta-analysis by Xuan et al. showed that SR may be
a prognostic factor for KD resistance to first-line immunoglobulin therapy [28,29]. In the
analyzed group of patients, no comparison was made between them due to missing data.
In the hospital, the principle of the superiority of CRP over ESR was followed. The group
of children with KD (where ESR was measured) also had anemia and hypoalbuminemia,
which are the factors that can increase the ESR result themselves. Thus, it can be concluded
that SR may be probably useful in analyzing the prognosis of resistance to immunoglobulins
used in therapy, but it is not an appropriate differentiating factor. However, using the
DRSA method, which enables comparative analyses even in the absence of some data, the
combination of thrombocytosis and an increased ESR > 77 mm/h was found to be highly
sensitive in the diagnosis of KD.

In addition, the DRSA analysis showed that general abnormalities in the additional
tests, such as thrombocytosis or anemia, are not good factors in the differential diagnosis
of KD. The typical causes of thrombocytosis are inflammatory diseases (both infectious
and non-infectious), postoperative conditions, trauma, burns, blood loss, asplenia or
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hyposplenia [30]. What is more, anemia is a common problem in the population, also in
Poland [31]. Knowing that thrombocytosis is associated with anemia by pathophysiological
mechanisms, these factors are not useful in approximating the diagnosis of KD.

To conclude, it is important that the DRSA analysis made it possible to create decision
rules with a small amount of data, in some cases incomplete (only 150 patients were ana-
lyzed). With the enormous potential of this method, further research should be carried out,
especially prospective ones. Observing the increasing frequency of Pediatric Inflammatory
Multisystem Syndrome clinically corresponding to KD, the results would be interesting.

5. Conclusions

A DRSA analysis may be helpful to diagnose of KD at an early stage of the disease. It
can be used even with a small amount or incomplete clinical or laboratory data. The most
valuable rules for a KD diagnosis, which were created on the basis of the data presented in
this work, are as follows:

If a child with suspected KD has conjunctivitis and CRP > 40.1 mg/L, it is KD.

If a child with suspected KD has thrombocytosis and ESR > 77 mm/h, it is KD.

If a child with suspected KD has a fair general condition and fever > 5 days and rash,
itis KD.

If a child with suspected KD has a fair general condition and fever > 5 days and
conjunctivitis, it is KD.

If a child with suspected KD has a fever > 5 days and rash and CRP > 7.05 mg/L, this
is KD. What is more, we think that it is worth using the DRSA method in medicine. It is
useful for differential diagnosis, especially when the disease does not have specific tests to
be diagnosed. Much more prospective studies should be performed to confirm this thesis.

Author Contributions: Conceptualization, B.S. and E.G.; methodology, B.S. and E.G.; software, ].B.
and R.S,; validation, R.S. and ]J.W.; formal analysis, B.S. and ].B.; investigation, B.S.; resources, N/A;
data curation, ].B.; writing—original draft preparation, B.S. and ].B.; writing—review and editing,
E.G, RS. and ].W,; supervision, ] W. and R.S.; project administration, B.S. and E.G. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: It is explained in the informed consent statement section.
The data concerned hospitalized patients, no additional tests were taken beyond those required by
the hospitalization itself. Parents signed this consent upon admission.

Informed Consent Statement: On admission to the hospital, all patients’ guardians were informed
that their children’s medical data obtained during hospitalization may be anonymously used for
various analyses. That kind of consent is enough for this kind of research from the ethical point of
view in Poland.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Gottlieb, M.; Long, B.; Koyfman, A. Clinical Mimics: An Emergency Medicine-Focused Review of Streptococcal Pharyngitis
Mimics. J. Emerg. Med. 2018, 54, 619-629. [CrossRef] [PubMed]

2. Smatti, M.K.; Al-Sadeq, D.W.; Ali, N.H.; Pintus, G.; Abou-Saleh, H.; Nasrallah, G.K. Epstein-Barr Virus Epidemiology, Serology,
and Genetic Variability of LMP-1 Oncogene Among Healthy Population: An Update. Front. Oncol. 2018, 8, 211. [CrossRef]
[PubMed]

3. Smatti, M.K.; Al-Sadeq, D.W.; Ali, N.H.; Pintus, G.; Abou-Saleh, H.; Nasrallah, G.K. Recommendations for the Procedure in
Community-Acquired Infections Respiratory System. 2016. Available online: http:/ /antybiotyki.edu.pl/wp-content/uploads/
Rekomendacje/Rekomendacje2016.pdf (accessed on 10 August 2021).

4. Soldin, S.J.; Wong, E.C.; Brugnara, C.; Straseski, J.; Straseski, M.; Adeli, K. Pediatric Reference Intervals; AACC Press: Washington,

DC, USA, 2011.


http://doi.org/10.1016/j.jemermed.2018.01.031
http://www.ncbi.nlm.nih.gov/pubmed/29523424
http://doi.org/10.3389/fonc.2018.00211
http://www.ncbi.nlm.nih.gov/pubmed/29951372
http://antybiotyki.edu.pl/wp-content/uploads/Rekomendacje/Rekomendacje2016.pdf
http://antybiotyki.edu.pl/wp-content/uploads/Rekomendacje/Rekomendacje2016.pdf

Children 2021, 8, 929 90f9

10.

11.

12.

13.

14.

15.
16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Lockitch, G.; Halstead, A.C.; Albersheim, S.; Maccallum, C.; Quigley, G. Age- and sex-specific pediatric reference intervals for
biochemistry analytes as measured with the Ektachem-700 analyzer. Clin. Chem. 1988, 34, 1622-1625. [CrossRef] [PubMed]
Schwimmer, J.B.; Dunn, W.; Norman, G.; Pardee, PE.; Middleton, M.S.; Kerkar, N.; Sirlin, C. SAFETY study: Alanine aminotrans-
ferase cutoff values are set too high for reliable detection of pediatric chronic liver disease. Gastroenterology 2010, 138, 1357-1364.
[CrossRef]

Btaszczynski, J.; Greco, S.; Slowinski, R. Inductive discovery of laws using monotonic rules. Eng. Appl. Artif. Intell. 2012, 25,
284-294. [CrossRef]

Blaszczyniski, J.; Stowiriski, R.; Szel, M. Sequential covering rule induction algorithm for variable consistency rough set approaches.
Inf. Sci. 2011, 181, 987-1002. [CrossRef]

Slowinski, R.; Greco, S.; Matarazzo, B. Rough sets in decision making. In Encyclopedia of Complexity and Systems Science; Springer:
New York, NY, USA, 2009; pp. 7753-7786.

Blaszczynski, J.; Stowiniski, R.; Stefanowski, J. Variable consistency bagging ensembles. Trans. Rough Sets Lect. Notes Comput. Sci.
Springer 2010, 11, 40-52.

Btaszczynski, J.; Stefanowski, J.; Idkowiak, L. Extending bagging for imbalanced data. In Advances in Intelligent Systems and
Computing; Springer: Berlin/Heidelberg, Germany, 2013; Volume 226, pp. 269-278.

Btaszczyniski, J.; Stowinski, R.; Susmaga, R. Rule-Based Estimation of Attribute Relevance. In International Conference on Rough
Sets and Knowledge Technology; Lecture Notes in Computer Science; Springer: Berlin/Heidelberg, Germany, 2011; Volume 6954,
pp- 36—44.

Neu, LS,; Pelka, R.B. Immunoglobulins in bacterial and viral meningitis. Results of a controlled randomized clinical study of
intravenous and intrathecal application. Fortschr. Der. Med. 1982, 100, 802-809.

Korppi, M.; Don, M.; Valent, E; Canciani, M. The value of clinical features in differentiating between viral, pneumococcal and
atypical bacterial pneumonia in children. Acta Padiatr. 2008, 97, 943-947. [CrossRef]

Maggio, M.C.; Corsello, G. Atypical and incomplete Kawasaki disease. Ital. ]. Pediatr. 2015, 41 (Suppl. 2), A45. [CrossRef]

Kim, J.M.; Kim, J. Prediction Model for the Differential Diagnosis of Kawasaki Disease and Acute Cervical Lymphadenitis in
Patients Initially Presenting with Fever and Cervical Lymphadenitis. J. Pediatr. 2020, 225, 30-36. [CrossRef]

Sproston, N.R.; Ashworth, J.J. Role of C-Reactive Protein at Sites of Inflammation and Infection. Front. Immunol. 2018, 9, 754.
[CrossRef]

Chaudhary, H.; Nameirakpam, J.; Kumrah, R.; Pandiarajan, V.; Suri, D.; Rawat, A.; Singh, S. Biomarkers for Kawasaki Disease:
Clinical Utility and the Challenges Ahead. Front. Pediatr. 2019, 7, 242. [CrossRef] [PubMed]

Liu, G.;; Wang, S.; Du, Z. Risk Factors of Intravenous Immunoglobulin Resistance in Children with Kawasaki Disease: A
Meta-Analysis of Case-Control Studies. Front. Pediatr. 2020, 8, 187. [CrossRef]

Lee, K.-Y;; Han, J.-W.; Hong, ].-H.; Lee, H.-S.; Lee, ].-S.; Whang, K.-T. Inflammatory processes in Kawasaki disease reach their peak
at the sixth day of fever onset: Laboratory profiles according to duration of fever. J. Korean Med. Sci. 2004, 19, 501-504. [CrossRef]
Han, S.B.; Lee, S.-Y. Differentiating Kawasaki disease from urinary tract infection in febrile children with pyuria and C-reactive
protein elevation. Ital. |. Pediatr. 2018, 44, 137. [CrossRef] [PubMed]

Yan, J.; Chang, L.-S.; Lin, Y.-].; Guo, M.M.-H.; Huang, Y.-H.; Kuo, H.-C. Clinical Characteristics for Differentiating Febrile Children
with Suspected Kawasaki Disease Diagnosis. Front. Pediatr. 2020, 8, 221. [CrossRef] [PubMed]

Cheah, J.S.; A Ransome, G. Significance of very high erythrocyte sedimentation rates (100 mm or above in one hour) in 360 cases
in Singapore. |. Trop Med. Hyg. 1971, 74, 28-30. [PubMed]

Schimmelpfennig, R.W., Jr.; Chusid, M.]. Illnesses associated with extreme elevation of the erythrocyte sedimentation rate in
children. Clin. Pediatr. 1980, 19, 175-178. [CrossRef] [PubMed]

Abbag, EI.; Al Qahtani, ].M. Extreme elevation of the erythrocyte sedimentation rate in children. Ann. Saudi. Med. 2007, 27,
175-178. [CrossRef]

Colombet, I.; Pouchot, J.; Kronz, V.; Hanras, X.; Capron, L.; Durieux, P.; Wyplosz, B. Agreement between erythrocyte sedimentation
rate and C-reactive protein in hospital practice. Am. J. Med. 2010, 123, e7-e13. [CrossRef] [PubMed]

McCrindle, B.W.; Rowley, A.H.; Newburger, ] W.; Burns, J.C.; Bolger, A.F.; Gewitz, M.; Baker, A.L.; Jackson, M.A.; Takahashi,
M.; Shah, P.B.; et al. Diagnosis, Treatment, and Long-Term Management of Kawasaki Disease: A Scientific Statement for Health
Professionals from the American Heart Association. Circulation 2017, 135, €927-€999. Available online: https:/ /www.ahajournals.
org/doi/full/10.1161/CIR.0000000000000484 (accessed on 16 October 2021). [CrossRef] [PubMed]

Li, X;; Chen, Y,; Tang, Y.; Ding, Y.; Xu, Q.; Sun, L.; Qian, W.; Qian, G.; Qin, L.; Lv, L. Predictors of intravenous immunoglobulin-
resistant Kawasaki disease in children: A meta-analysis of 4442 cases. Eur. ]. Pediatr. 2018, 177, 1279-1292. [CrossRef]

Kuo, H.-C.; Kuo, K.D.; Kuo, W.-C.; Gere, L.-P; Hsieh, K.-S. Kawasaki Disease: An Update on Diagnosis and Treatment. Pediatrics
Neonatol. 2012, 53, 4-11. [CrossRef]

Chiarello, P.; Magnolia, M.; Rubino, M.; A Liguori, S.; Miniero, R. Thrombocytosis in children. Minerva Pediatr. 2011, 63, 507-513.
[PubMed]

World Health Organization. Iron deficiency anaemia assessment, prevention, and control. In A Guide for Programme Managers;
World Health Organization: Geneva, Switzerland, 2008.


http://doi.org/10.1093/clinchem/34.8.1622
http://www.ncbi.nlm.nih.gov/pubmed/3402068
http://doi.org/10.1053/j.gastro.2009.12.052
http://doi.org/10.1016/j.engappai.2011.09.003
http://doi.org/10.1016/j.ins.2010.10.030
http://doi.org/10.1111/j.1651-2227.2008.00789.x
http://doi.org/10.1186/1824-7288-41-S2-A45
http://doi.org/10.1016/j.jpeds.2020.05.031
http://doi.org/10.3389/fimmu.2018.00754
http://doi.org/10.3389/fped.2019.00242
http://www.ncbi.nlm.nih.gov/pubmed/31275907
http://doi.org/10.3389/fped.2020.00187
http://doi.org/10.3346/jkms.2004.19.4.501
http://doi.org/10.1186/s13052-018-0585-7
http://www.ncbi.nlm.nih.gov/pubmed/30454066
http://doi.org/10.3389/fped.2020.00221
http://www.ncbi.nlm.nih.gov/pubmed/32432067
http://www.ncbi.nlm.nih.gov/pubmed/5278877
http://doi.org/10.1177/000992288001900303
http://www.ncbi.nlm.nih.gov/pubmed/7357772
http://doi.org/10.5144/0256-4947.2007.175
http://doi.org/10.1016/j.amjmed.2010.04.021
http://www.ncbi.nlm.nih.gov/pubmed/20800157
https://www.ahajournals.org/doi/full/10.1161/CIR.0000000000000484
https://www.ahajournals.org/doi/full/10.1161/CIR.0000000000000484
http://doi.org/10.1161/CIR.0000000000000484
http://www.ncbi.nlm.nih.gov/pubmed/28356445
http://doi.org/10.1007/s00431-018-3182-2
http://doi.org/10.1016/j.pedneo.2011.11.003
http://www.ncbi.nlm.nih.gov/pubmed/22075805

	Introduction 
	Materials and Methods 
	DRSA Analysis 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

