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Relationship of Chief Complaints at Hospital with Prognosis in Acute Myocarditis Children
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Abstract

We evaluated the clinical characteristics of acute myocarditis children, especially chief complaints on first visit at a
hospital and prognosis, A retrospective descriptive study was conducted to identify patients with myocarditis who
presented over a 10-year span at a regional tertiary hospital, Patients were identified based on the international
classification of diseases 10, diagnostic codes, Total 18 patients were enrolled in the study, The patients had a
median age of 16 months and 61% of them were male, Common chief complaints were shortness of breath,
lethargy, cough or palpitation, Of the patients, 5 patients showed gastrointestinal symptoms such as vomiting,
abdominal pain and loose stool as initial symptoms, Eighty nine percent of patients had cardiomegaly on chest
x-ray, and 72% of patients had an abnormal electrocardiogram results, On first admission, 4 patients were died
and 3 of them showed vomiting and abdominal pain as first chief complaints, These data suggest that abdominal
pain and vomiting may be chief complaints of acute myocarditis, And myocarditis patients who showed
gastrointestinal symptoms initially had poor prognosis, In addition, to distinguish an acute myocarditis,

cardiomegaly on chest x-ray and an abnormal electrocardiogram may be useful,
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Table 1. The clinical characteristics of the patients

Variables Number

11:7
16 (2-186)
Past history for infection 12

Sex (male:female)
Age (median, month) (range)

Chief complaints
Irritability and cough
Dyspnea
Abdominal pain and vomiting

D L L N

Fever

Physical examination
Tachypnea
Tachycardia
Hypoxia
Chest retraction
Murmur

Abnormal lung sound

A~ 9 O W K~ O

Hepatomegaly

Table 2. The laboratory results in the patients
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Variables

White blood cell count (median, pL) (range)

Neutrophil (median, %) (range)

Lymphocyte (median, %) (range)

Platelet (median, uL) (range)

Peak ESR (median, mm/hr) (range)

Peak CRP (median, mg/dL) (range)

NT pro BNP (median, pg/mL) (range)

Virus PCR (number)

Cardiomegaly on chest radiography (number)

Change of ST segment on electrocardiography (number)
Ventricular tachycardia on electrocardiography (number)

Increased LV dimension on echocardiography (number)

10,800 (4,010-26,610)
54 (10-69)

37 (18-77)
489,500 (111,000-580,000)
28 (2-59)

0.5 (0.1-3.6)
11,942 (1,411-30,000)
5
15
10
1
18

ESR: erythrocyte sedimentation rate, CRP: C-reactive protein, NT pro BNP:
Peptide, PCR: Polymerase Chain Reaction, LV: left ventricle.

N-terminal pro B-type Natriuretic
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