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Abstract

In some cases, Kawasaki disease (KD) may present as retropharyngeal inflammation (RPI) or retro-
pharyngeal abscess (RPA). KD with RPI (RPI-KD) and bacterial RPA are often confused in clinical
practice because they can have similar clinical manifestations, such as neck pain, limited neck mo-
tion, and elevated C-reactive protein (CRP). The purpose of this study was to review the literature on
RPI-KD and identify diagnostic clues that can be used to differentiate RPI-KD from bacterial RPA.
Demographic comparison (i.e., gender and age) revealed no difference between the RPI-KD group
and the bacterial RPA group. Nonspecific symptoms such as fever or decreased oral intake were ob-
served in both groups, but neck pain and dysphagia were more frequent in the bacterial RPA group
than in the RPI-KD group. In laboratory comparisons, the levels of CRP, liver transaminase, and tro-
ponin were higher in the RPI-KD group than in the bacterial RPA group. Comparison of computed
tomography (CT) scans showed that cellulitis or phlegmon was more common in the RPI-KD group
than in the bacterial RPA group, and ring enhancement was found only to the bacterial RPA group.
In conclusion, troponin elevation on blood tests was specific to the RPI-KD, and ring enhancement
on CT scans was specific to the bacterial RPA. Because other parameters were not specific for RPI-
KD or bacterial RPA, clinical suspicion is important to avoid overlooking RPI-KD in bacterial RPA.

Keywords: Retropharyngeal Abscess; Retropharyngeal Cellulitis; Deep Neck Infection; Kawasaki

Disease
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%91% H&(retropharyngeal inflammation, RPI}2 9158} 3 Afojo] x5l A £4
Z7HA] SR SQ1E 7 retropharyngeal space)ol] S5t 452 7HE7ITH1-3]. &<
5T F919 dZd2 54| o] %o Eg}ely| w20l RPI= 3-4A4] 1|Tke] ofd Awofof SITH1].

RPI: 32 AP|E e A3te] g% Fele SAshIT, A 45082 Sk H7 92

o A E WES 5= Q}2,3]. RPI= Ak Ar o wa}, BZE(edema), ARZAA(cellulitis) T
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= eﬂllﬂ(phlegmon) SHs(suppuration) B= 5% £0& FESI}H4,5]. 7P Agt @
€9l 391% =% (retropharyngeal abscess, RPA}& #5} &= AN 7= Hayg = %ouﬂ
(med1ast1n1t1s) 2T ¢ Joug, x7]d) Adste] 580w Xgsk= Ao| Fasitt
[6]. SHATF THE-E-2] RPA AolekAt= U, B3, Al 857] 5 H|E0|4 F4-Z Ueho] 27
QlAlo] ofgf& 4= Qlrh.

7tekAt7 W (Kawasaki disease, KD)<= 5A] W]Rt Aot Skoh= A2l w]4ro] A4l E3d
o|tH7,8]. KD& Tadt Ae7]Eo] Z3tE= 5714 8 AdS54 ( b, RIS A5
A, ko] Mgl 1 AX FJuAz)S EX o2 sith EEX T dX Szl KD FQ A}
Z4) glo] RPIZE —*o}_.i YeR|7] = $Fc}H9,10]. RPIZF 549 KD (KD with RPI, RPI-
KD)= Alit RPAE QQ1E 4= 3lom, o|& QI3 KD Adta} A&7}t A dxo] Idsd o]
“&(coronary artery abnormahtles CAAs)Q| =7 57K &= SITHIO, 1], & AtollA]
AAES E12S B9 RPI-KDO A%, d39et 24, A5 E 4B HE AL
RPI-KD&} Alit RPAE -6k ] 2ol & Aed @A S &elste 1 gt

=

[—

rhu

1. EeigMa 804

PubMedoﬂ/ﬂ g 4-8o](keywords)E ©]-85to] RPI-KDO|l thet £ Aot ch(Kawa-
saki disease or mucocutaneous lymph node syndrome) AND (retropharyngeal ab-
scess or deep neck infection). A 36H 2] =Fo] AAE|IT}, o] F- it 21} 41 o]5}9]
28 Bil 249, 34 59, Aot |#HYESF S (multisystem inflammatory syndrome in
children, MIS-C)°l thgt AbE 18-S A9, HFH o E YA cHol & FAH1E A4E ¢
o AB=|QUTH11-16]. Inagaki et al.[16]9] A5 At Y] Ao ZE RPI-KD &
AH=2 A E computed tomography (CT) AARE APttt Chen et al.[11]9] JF-= 37
SAE, & RPI-KD, RPIZF - SHEE|A] &2 KD+ 9 Alit RPATS] £ H| w631l 1 &)
ALEL2 271 EARE, & RPI-KDw3} Alat RPATE E+= RPI-KD#3} KD#9] EA4-& H| s}
At Table 191= & Aol Z3He HA 6HY 7141 A EE 8951t

Fig. 191 (i) A% dxd=d) S5 KD, (ii) NF-KD (node-first presentation of
Kawasaki disease) & (iii) RPI-KD9] AtHZQl ¥I=E Ueidlth. FF dod3d= 27|
Fo ZgE = 38 YGFTH2E, KD A oF 40%-60%0l4 B2 TH17,18]. NF-KD+=
AWl Z7]o] th2 KDY 8 Y54 glo] AR dndFE F 4 B FUT 342

Table 1. RPI-KD studies included in this literature review

A a Study population
uthors, reported year Country Methods
RPI-KD (n) KD (n) Bacterial RPA (n)
Chen et al. [11], 2022 China Single center 10 20 16
Lim et al. [12], 2020 Korea Single center 1 - 36
Liu et al. [13], 2024 China Single center 22 - 34
Nomura et al. [14], 2014 Japan Single center 21 - 18
Tona et al. [15], 2014 Japan Single center 10 267 -
Inagaki et al. [16], 2019 United States Insurance data 130 20,657 -

" All six are retrospective studies.

RPI-KD: Kawasaki disease with retropharyngeal inflammation; KD: Kawasaki disease; RPA: retropharyngeal abscess.

https://www.e-kd.org

https://doi.org/10.59492/kd.3.1.e2 2/9



Retropharyngeal Inflammation in Kawasaki Disease l(awasa kl DIS

https://www.e-kd.org

KD with cervical LAP

All KD (100%)
(40-60% of all KDs)

RPI-KD
(-3.6% of all KDs)

Fig. 1. The relative frequency of KD with cervical LAP, NF-KD, and RPI-KD. KD: Kawasaki disease; LAP:
lymphadenopathy; NF-KD: node-first presentation of Kawasaki disease; RPI-KD: Kawasaki disease with
retropharyngeal inflammation.

2 Yetf= KDE d7AE=tH4]. NF-KDE KD $449] 9%-23%C)14 EILE]|%ITH9,19]. RPI-
KD7} Al RPAZ Q91 < 9l AXY, NF-KDE Al A% YA (bacterial cervical
lymphadenitis, BCL)Z £ 4 9IcH19,20]. RPI-KD: KD $2-9] 0.6%-3.6%014 243
sh= 202 BIESITH15,16].

2. U EFut A At

Table 2°1= RPI-KD<, KD(, RPI 54t Q1= KD), Alet RPA®9] 34 E4& Y
Wk Hoto] HlE-E 3¢ BRolA w3oH, ¥ A% RPI-KDw ¥} Al RPAZIIA A
Sk1A KDolA= SAIACE [FoJotA Rttt W 7|7he &9 AFoflA FARS
t, Lim et al.[12]9] Aol Al RPATETE RPI-KD#oA Zgith. 018 2AR, Lim
et al.[1212 A A& A2 39 Fo = FEo] A|&E= RPA &A1 A RPI-KD 742
TP sfjof gtrtar Fxolqitt. Yy} B 22 H|Eold 4T A, AR 55, AskLwh
(dysphagia), A% 25 AltHlimited motion of neck), A4 & (neck stiffness), H2F
(stridor), E817t 59 57} F/d0] 37 HFollA WA= BHR S5 AskLeZ RPI-
KDtk KDEE T} Al RPATHOIIA E3TH13,14].

Table 3°1= RPI-KD<*, KD+, Ale+ RPATS] FAAM A3 YEhilth 5522 2944
AL FEo= M4, WEE a4t A8 A7 Sk(erythrocyte sedimentation rate,
ESR), CHI THl(C-reactive protein, CRP), aspartate aminotransferase (AST), alanine
aminotransferase (ALT)o] Z& =it} CRP %2 37 5 RPI-KDwollA 7F &% [11],
AST®} ALT k& Alet PRAZEETE RPI-KDol A & 3tTH13,15). @44, E4u ESR g2 3
oA Folgh o)} QIar, WES gh AH[11,15]00 whet Adute AyE H 9t Chen
et al.[11]19] A-FolA F712 Z2ZAE(procalcitonin, PCT), NEH HUHEFO| = HE T
(N-terminal pro-brain natriuretic peptide, NT-proBNP), EZ X4 (troponin) AAFE Al
AL, olF ERXY 2 Alet PRATEY RPI-KD#oA f-olsHA £t &, ERxY
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Table 2. Clinical characteristics of RPI-KD, KD (i.e., KD without RPI), and bacterial RPA

Variables RPI-KD KD Bacterial RPA References
Male sex (%) 50.0 (n=10) 60.0 (n=20) 56.3 (n=16) [11]
81.8 (n=11) - 58.3 (n=236) [12]
52.9 (n=22) - 54.5 (n=34) [13]
66.7 (n=21) - 55.5 (n=18) [14]
60.0 (n=10) 61.8 (n=267) - [15]
67.9 (n=130) 59.3 (n=20,657) - [16]
Age (years) 55 (n=10) 26" (n=20) 47 (n=16) [11]
4.0 (n=11) - 4.0 (n=236) [12]
5.6 (n=22) - 57 (n=234) [13]
5.0 (n=21) - 45 (n=18) [14]
45 (n=10) 1.0" (n=267) - [15]
5.0 (n=130) 2.0" (n=20,657) - [16]
Duration of fever (days) 7.0 (n=10) 71 (n=20) 54 (n=16) [11]
6.0" (n=11) - 5.0 (n=36) [12]
10.1 (n=22) - 8.7 (n=34) [13]
5.0 (n=21) - 5.0 (n=18) [14]
45 (n=10) 4.0 (n=267) - [15]
Neck pain (%) 100.0 (n=10) 25.0" (n=20) 100.0 (n=16) [11]
36.4 (n=11) - 444 (n=36) [12]
81.8 (n=22) - 794 (n=34) [13]
57.1% (n=21) - 94.4 (n=18) [14]
Dysphagia (%) 60.0 (n=10) 0.0" (n=20) 68.7 (n=16) [11]
9.1 (n=11) - 25.0 (n=236) [12]
0.0% (n=22) - 17.6 (n=34) [13]
23.87 (n=21) - 61.1 (n=18) [14]
Limited motion of neck 100.0 (n=10) 250" (n=20) 93.7 (n=16) [11]
(%) 455 (n=11) - 47.2 (n=236) [12]
63.6 (n=22) - 64.7 (n=234) [13]
52.4 (n=21) - 83.3 (n=18) [14]

YP<0.01,? P<0.05.

RPI-KD: Kawasaki disease with retropharyngeal inflammation; KD: Kawasaki disease; RPA: retropharyngeal abscess.
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Table 4= RPI-KDw# Allat RPATS] A5 CT AAF 235 v ottt ARAE =
E9 129 ¥lE= RPI-KDwolA =011, 3ks Ei= 549 Rl Al RPATOIA =0Tt
[12,13,15]. StAIR, ks E= 5 HHS Al RPATOITE YERE Zo] of 1, RPI-KD%<]
45.5%00 - T ATH13). o= CT AAlA ks T 5% ¥Eo] Eel=| it et= RPI-
KDE &3] viAAE 4= glth= A2 n[eitt. RPI-KDw Al RPAT: 7He] 71 FE2
A zolHL 118 E: %8 2957 ring or rim enhancement)9] 5%t 18 2J=
73 At RPATH(88.9%-100.0%)0141= E51A ERI=3l o, RPI-KD(0.0%)°lA= &2
=R 9kTH11,14,15]. &, 18] 29572 RPI-KDZoIA] TEE|A] = Al RPAT 9]
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Table 3. Laboratory results of RPA-KD, KD (i.e., KD without RPI), and bacterial RPA

Variables RPI-KD KD Bacterial RPA References
Hb (g/dL) 11.6 (n=10) 111 (n=20) 11.6 (n=16) [11]
11.8 (n=11) - 11.8 (n=36) [12]
11.3 (n=22) - 11.8 (n=34) [13]
WBC (x 10°L) 16.3 (n=10) 14.9 (n=20) 20.8? (n=16) [11]
15.7 (n=11) - 16.9 (n=36) [12]
18.0 (n=22) - 19.9 (n=34) [13]
20.9 (n=21) - 22.3 (n=18) [14]
21.0" (n=10) 13.3 (n=267) - [15]
Platelet (x 10°/L) 352 (n=10) 327 (n=20) 412 (n=16) [11]
308 (n=11) - 342 (n=36) [12]
333 (n=22) - 394 (n=34) [13]
ESR (mm/hr) 64 (n=10) 55 (n=20) 66 (n=16) [11]
67 (n=11) - 60 (n=36) [12]
85 (n=22) - 67 (n=34) [13]
CRP (mg/dL) 9.4" (n=10) 5.2 (n=20) 5.8 (n=16) [11]
9.7 (n=11) - 9.7 (n=36) [12]
10.1 (n=22) - 7.2 (n=34) [13]
1.7 (n=21) - 9.9 (n=18) [14]
1.1 (n=10) 5.6 (n=267) - [15]
AST (UIL) 66° (n=10) 70 (n=20) 25 (n=16) 1]
26 (n=11) - 26 (n=36) [12]
527 (n=22) - 28 (n=34) [13]
27 (n=21) - 24 (n=18) [14]
ALT (UL) 91" (n=10) 104 (n=20) 14 (n=16) [11]
13 (n=11) - 14 (n=36) [12]
34 (n=22) - 16 (n=34) [13]
PCT (ng/mL) 12 (n=10) 2.8 (n=20) 0.5 (n=16) [11]
0.6 (n=22) - 0.4 (n=234) [13]
NT-proBNP (ng/L) 248 (n=10) 175 (n=20) - [11]
Ferritin (ng/mL) 490 (n=10) 260 (n=20) - [11]
Troponin (ng/mL) 1.9 (n=10) 43 (n=20) 0.5” (n=16) [11]

YP<0.01,? P<0.05.

RPI-KD: Kawasaki disease with retropharyngeal inflammation; KD: Kawasaki disease; RPA: retropharyngeal abscess; Hb: hemoglobulin; WBC: white blood cell counts; ESR: eryth-
rocyte sedimentation rate; CRP: C-reactive protein; AST: aspartate aminotransferase; ALT: alanine aminotransferase; PCT: procalcitonin; NT-proBNP: N-terminal pro-brain natriuretic

peptide.
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2 47A0]qdtt. £3] A7 mass effect)™ RPI-KDTH(4.7%) 2.t Alat RPATH(61.1%)0l1A] ¥
SHA| TEEATH14]. Fig. 200= RPI-KD Sl A] gl AxAY Ei= 3189 CT 3
(A, BT} Alit RPA SHAtoll A gRlE 1] 2F5740] B9 s E= 5499 CT 4(C,
D)= UeErltt.

4. X282} YoFu

Table 59+ RPI-KD+t, KD+, Al RPATS] A28} QA IE 9kst3int. RPI-KDw
I} Alet RPATS] BE SAhs AAIE A5 ok, ARt o|de] &= F S5 o149 3
A A =7E wFH12,13]. Al RPATY <F 20% A= &3 A &27) ”48_0“3’_, RPI-KD
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Table 4. Neck CT findings of RPI-KD and bacterial RPA

Variables RPI-KD Bacterial RPA References
Cellulitis or phlegmon (%) 100.0" (n=11) 80.6 (n=36) [12]
81.8" (n=22) 441 (n=34) [13]
100.0 (n=10) - [15]
Suppuration or abscess (%) 0.0" (n=11) 44.4 (n=36) [12]
455" (n=22) 85.3 (n=234) [13]
Ring enhancement (%) 0.0" (n=10) 100.0 (n=16) [11]
0.0" (n=21) 88.9 (n=18) [14]
0.0 (n=10) - [15]
Mass effect (%) 47" (n=21) 61.1 (n=18) [14]

YP<0.01.

CT: computed tomography; RPI-KD: Kawasaki disease with retropharyngeal inflammation; KD: Kawasaki disease; RPA: retropharyngeal abscess.

Fig. 2. Neck CT findings of RPI-KD and bacterial RPA. (A, B) Cellulitis or phlegmon (arrowheads) in patients
with RPI-KD. (C, D) Suppuration or abscess with ring enhancement (arrowheads) in patients with bacterial RPA.
CT: computed tomography; RPI-KD: Kawasaki disease with retropharyngeal inflammation; RPA: retropharyngeal
abscess.
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Table 5. Treatment and outcomes of RPI-KD, KD (i.e., KD without RPI), and bacterial RPA

Variables RPI-KD KD Bacterial RPA References
Abx, single (%) 100.0 (n=11) - 100.0 (n=236) [12]
Abx, multiple (%) 54.5 (n=22) - 55.9 (n=34) [13]
Surgery (%) 0.0 (n=11) - 16.7 (n=36) [12]
9.1 (n=22) - 14.7 (n=234) [13]
Length of stay (days) 11.1" (n=10) 6.7 (n=20) 8.6 (n=16) [11]
70" (n=130) 3.0 (n=20,657) - [16]
Medical cost () 19,773" (n=130) 8,645 (n=20,657) - [16]
Coronary artery 20.0 (n=10) 5.0 (n=20) - [11]
complications (%) 0.0 (n=10) 3.7 (n=267) - [15]
1.1 (n=130) 38 (n=20,657) - [16]

YP<0.01.

RPI-KD: Kawasaki disease with retropharyngeal inflammation; KD: Kawasaki disease; RPA: retropharyngeal abscess: Abx: antibiotics.
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T % 45(9.1%) AL Alit RPAR QQ150] £&2 g2 dolth12,13]. X & 9y &4
of| A, RPI-KDw-¥} Al RPAT 7H] R-ol8t Afol= glolth.

QU7 7HS 37 & RPI-KDZOIA 7F 2493, o&H] A KDFELF RPI-KDZ|A o
wol AEHItH11,16]. °l+= RPI-KD ¥AH50] Al RPAR Q1= o] KDO| Atk A AL
I BESAQ] FARRE A ®2E Wek] mizoletal of AZITh URkE o 2 RPI-KDO] A4lE50]
KDETH Asithal &84 gloy, U 15,1614 CAAs7F KDFETH RPI-KDol| A]
wo w2 sRolE it

5. NF-KD ¢172} H|2

NF-KD+, 959 At A= 49 441 T, 45 d24FHE F S40=
UEldl= KDE HoHthe HoA 2202 RPI-KDH= th2t}, 3kA]¢k RPI-KD2} /A
SHA|, NF-KD& ¥5H2Ql KDETH= At AAASE YEtm A5 CT FAIA ol B
o|= L7} AR LrH21-24]. F HHEH NF-KD} BCLO] B AE[9,21]1914, NF-KDO
Al BCLETH B4 7ol =2 & 7|7H= Agiet. T3 BCL H]sll, NF-KDOllA] I, ¥
15715, ESRTF CRP $7% ASTe}F ALT 7t AYEEES, NT-proBNP 57t 22
,\].A] o]/kl- A7 o] j_—a].mq

v

7re] Zrdol -4’35]7%‘/} ;ﬂ‘f’lo] nogh 76‘—:—°1]—~ "c}ﬁ/\]‘— /\]'@‘ﬂo}q = %01, Kanegaye
et al. [4]9] Oq:rmﬂ’ﬂ NF-KD 8219 21%(12/57)= 75 CT E 25 HARS AFHQIt
You O 28 1%& 53l NF-KD @219} BCL $4H9] 374 248 Hluwstith. 4% CT Z;l
ALl A Tr__”é] uizq(dustered lymph nodes), &3} J2Z AL NF-KD oA Tat9 1
Al £3(dominant mass)?} Sk = 5% BCL ZEAFo A &% T}H22,23]. o]} %A}E}
A, 21 AAAE 24 Px A7} o)A A o FLY(echogenicity)S NF-KD EAlojA &
S, Al T, 5EA dZZY, B2 AA 4 s = 5% BCL SAtoA E5}3itt
[23,24].

6. 2%

QI7ska £% w]molA RPI-KDZ Al RPATZ 1t9] 218 Aol gigleh. 9454 %
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