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Kawasaki disease is an acute, self-limiting, systemic vasculitis of small and medium-sized
arteries. It predominantly occurs in children under 4 years of age, though rarely older chil-
dren can also be affected. This disease is the leading cause of acquired heart disease in chil-
dren, with coronary aneurysms being a hallmark finding. The risk of coronary complications

necessitates regular monitoring and possible preventative treatment with thromboprophy-
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laxis. Here we discuss a rare case of a 10-year-old boy who exhibited typical symptoms of
Kawasaki disease and was found to have multiple coronary artery aneurysms through di-

© 2024 The Authors. Published by Elsevier Inc. on behalf of University of Washington.

syndrome This is an open access article under the CC BY-NC-ND license
Echocardiography (http://creativecommons.org/licenses/by-nc-nd/4.0/)
CT coronary angiography

- children younger than 3 months or older than 8 years [3]. KD
Introduction

Kawasaki disease (KD), also referred to as mucocutaneous
lymph node syndrome, is a form of childhood vasculitis that
primarily affects small and medium-sized muscular arteries,
including the coronary arteries. It is a self-limiting febrile con-
dition of unknown etiology, though genetic and environmen-
tal factors may play a role. KD has incidence ranging between
5 and 22 cases per 100,000 children less than 5 years old [1].
KD predominantly affects young children; about 80% of cases
are seen in children under 4 years old, with the highest fre-
quency around 9 to 11 months [2]. Instances of KD are rare in

is regarded as the leading cause of acquired heart disease in
children, with coronary artery aneurysms being the hallmark
finding. If untreated, the disease can lead to coronary compli-
cations in up to 25% of cases, resulting in a mortality rate of
approximately 2% [3].

Classic (typical) KD is diagnosed based on the presence of
a fever lasting 5 or more days, accompanied by 4 out of the fol-
lowing findings: bilateral conjunctival injection, oral changes
like cracked and erythematous lips and strawberry tongue,
cervical lymphadenopathy, extremity changes such as ery-
thema or desquamation of palm and sole, and a polymor-
phous rash [4]. Incomplete (atypical) KD is diagnosed when

* Competing Interests: The authors declare that they have no known competing financial interests or personal relationships that could

have appeared to influence the work reported in this paper.
* Corresponding author.
E-mail address: avikant12@gmail.com (A. Khatiwada).
https://doi.org/10.1016/j.radcr.2024.07.066

1930-0433/© 2024 The Authors. Published by Elsevier Inc. on behalf of University of Washington. This is an open access article under the
CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/)


https://doi.org/10.1016/j.radcr.2024.07.066
http://www.sciencedirect.com/science/journal/19300433
http://www.elsevier.com/locate/radcr
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:avikant12@gmail.com
https://doi.org/10.1016/j.radcr.2024.07.066
http://creativecommons.org/licenses/by-nc-nd/4.0/

RADIOLOGY CASE REPORTS 19 (2024) 4762-4765

4763

Fig. 1 - Ultrasonogram of neck revealed few enlarged left cervical lymph nodes.

a patient has fever lasting 5 or more days and 2 or 3 of these
clinical signs [4].

Here we discuss a rare case of a 10-year-old boy who ex-
hibited clinical manifestation of classic KD and was found to
have coronary artery aneurysms, involving both right and left
coronary arteries, through diagnostic imaging.

Case presentation

A 10-year-old boy presented with a high-grade fever that
reached up to 103.6 degrees Fahrenheit, accompanied by a
polymorphous rash and swelling of both hands and feet, per-
sisting for several days. He exhibited daily spikes in tempera-
ture but did not report shortness of breath, cough, chest pain,
diarrhea, or vomiting. Upon clinical examination, he displayed
a macular and papular rash primarily on his trunk and proxi-
mal extremities, pustules on his palms and soles, swelling in
the hands and feet, a strawberry tongue, swollen and cracked
lips, and nonexudative conjunctival injection. Additionally,
few palpable enlarged lymph nodes were noted on the left side
of his neck.

Laboratory investigations revealed an increased erythro-
cyte sedimentation rate (ESR) and C-reactive protein (CRP), as
well as leukocytosis with a predominance of neutrophils. In
light of the clinical findings, a diagnosis of KD was made. Ul-
trasound of the neck revealed few enlarged lymphnodes in
the left cervical chain (Fig. 1). Transthoracic Echocardiography
(TTE) revealed a dilated mid right coronary artery (RCA) of 4.1
mm (z-score +3.4) and mid left anterior descending artery of
3.9 mm (z-score +3.2), suggestive of coronary aneurysms.

The patient started receiving treatment with a single in-
fusion of 2 g/kg of intravenous immunoglobulin (IVIG) and
oral aspirin at a dose of 60 mg/kg/day until the fever re-
solved. There was noticeable improvement in the patient’s
overall condition along with remission of fever. Echocardio-
grams were performed daily for the first week and then on a
weekly basis.

A computed tomography (CT) coronary angiogram
(Figs. 2A-C) revealed medium and small-sized aneurysms
of the mid-right coronary artery, with a maximum diameter
of 5.6 mm, and mid-left anterior descending artery, with a
maximum diameter of 4.3 mm. He was discharged from the
hospital on dual antiplatelet therapy and kept under regular
follow-up.

Discussion

KD is diagnosed based on clinical criteria [5]. There is no
specific test for it, but certain lab results—such as elevated
ESR, elevated CRP, hyponatremia, hypoalbuminemia, and and
TTE findings of coronary aneurysms—can support the diag-
nosis and help distinguish it from other illnesses. The most
common conditions confused with KD are scarlet fever and
measles [6]. These can be differentiated by the characteristics
and distribution of the rash: KD features a polymorphous rash
primarily on the hands and feet, whereas measles progresses
from head to extremities and scarlet fever mainly affects the
axillary and inguinal folds [6]. Additionally, KD often involves
swelling of the hands and feet. Scarlet fever, in contrast to
KD and measles, does not present with conjunctivitis. Measles
can also be identified by Koplik’s spots [6].

Coronary anomalies like aneurysms can appear in KD
within the first week of the illness [7]. TTE is preferred for de-
tecting these aneurysms due to its lack of radiation, though it
may not clearly show the distal coronary arteries [8]. Angiogra-
phy offers the most accurate vascular assessment. Aneurysms
are categorized by size as small (<5 mm internal diame-
ter), medium (5-8 mm internal diameter), or giant (>8 mm
internal diameter) [9]. CT coronary angiography, a noninva-
sive approach, is crucial for assessing aneurysms, includ-
ing their number, distribution, size, potential intraluminal
thrombi, and related complications like myocardial infarction.
It also plays a vital role in the ongoing monitoring of coro-
nary aneurysms. KD may also present with other cardiac is-
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Fig. 2 - (A) Oblique axial view of CT Coronary angiogram
showing fusiform aneurysm of left anterior descending
artery (blue arrow). (B) Oblique coronal view of CT Coronary
angiogram depicting right coronary artery aneurysm (blue
arrow). (C) Reformatted CT coronary angiography image
showing aneurysms in left anterior descending artery (red
arrow) and mid right coronary artery (blue arrow).

sues such as pericardial effusion, myocarditis, valvular regur-
gitation, premature atherosclerosis, embolic phenomena, and
fistula formation [10]. Coronary stenosis typically affects the
left coronary artery more, while thromboses are more com-
mon in the right [11]. Magnetic resonance (MR) angiography
can also assess aneurysms and myocardial perfusion but are
less favored due to availability issues, long scan times, and po-
tential for motion artifacts.

Preventing aneurysms is a key goal in treating KD [3].
The standard treatment includes intravenous immunoglobu-
lin (IVIG) and aspirin [12]. If there’s no initial response, a sec-
ond dose of IVIG may be administered with or without cor-
ticosteroids or other treatments [12]. The severity and pres-
ence of coronary aneurysms at the time of diagnosis guide
the treatment plan and the need for intense, long-term cardio-
vascular monitoring and thromboprophylaxis [12]. Once large
aneurysms form, the risk of severe cardiac complications sig-
nificantly increases. Timely diagnosis and treatment with IVIG
can drastically reduce the risk of coronary artery complica-
tions from 25% to 5% [3]. Coronary aneurysms may remain sta-
ble, regress, or enlarge over time, but about half regress spon-
taneously within 2 years of disease onset [13].

Conclusion

KD predominantly affects younger children, usually those un-
der 4 years old, but it can also occur in older children, where
a high level of clinical suspicion is necessary for detection.
While KD is typically a self-limiting illness, involvement of
the coronary arteries can lead to serious health consequences.
Prompt and accurate diagnosis and intervention are crucial
to reduce or prevent severe coronary complications. This case
emphasizes the importance of considering KD when diagnos-
ing febrile children with rash and cervical lymphadenopathy,
and highlights the need for early use of echocardiography and
CT coronary angiography to check for potential coronary is-
sues.

Patient consent

Written informed consent was obtained from the patient’s
parents for publication of this case report and any accompa-
nying images.
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