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INTRODUCTION

	 Kawasaki disease (HD) is an inflammation of the 
blood vessels throughout the body. The first case 
was reported by Tomisaku Kawasaki in 1960 who 
termed it mucocutaneous lymph node syndrome.1 

It is a self-limiting febrile disease of unknown 
cause affecting frequently children under five years 
old.1,2 According to the fifth revised edition, 2002, 
of the diagnostic guidelines of KD, the six principal 
symptoms of KD are: fever persists for five days or 
more, bilateral conjunctival congestion, changes 
of lips and oral cavity, polymorphus exanthema, 
changes of peripheral extremities, and acute non-
purulent cervical lymphadenopathy. For diagnosis 
of KD, five principal symptoms should be available 
or four principal symptoms in addition to coronary 
artery aneurysms or dilatation.2 
	 In this report, we describe a case of KD in an 
adult male present with chest pain. This report 
aimed to elucidate that KD can be present as 
coronary disease in adults even with no history 
of the disease in childhood. This report will be 
importance for physicians to be alert for the 
presentation of KD in adults.
Case presentation: A 42-year-old male patient 
presented to the emergency department with 
severe retrosternal chest pain radiating to the 
left arm for two hours. The pain was associated 
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ABSTRACT
Kawasaki disease (KD) is a systemic vasculitis of unknown cause which usually diagnosed in small children. 
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was improved and discharged with anticoagulant drugs for life. Physicians should be aware that KD can be 
present as coronary disease in adults even with no history of the disease in childhood and has a limited 
treatment options due to unfavorable coronary anatomy.

KEYWORDS: Adult; Chest pain; Coronary ectasia; Coronary aneurysms; Kawasaki disease.

doi: https://doi.org/10.12669/pjms.37.7.4199
How to cite this:
Haider KH, Alshoabi SA, Qurashi AA, Hamid AM. Incidentally discovered Kawasaki disease in  an adult man. Pak J Med Sci. 
2021;37(7):2032-2034.   doi: https://doi.org/10.12669/pjms.37.7.4199

This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.



Kamel H. Haider et al.

Pak J Med Sci     November - December  2021    Vol. 37   No. 7      www.pjms.org.pk     2033

with sweating and vomiting. Patient was a febrile 
with no cough, no dyspnea and no other cardiac 
symptoms. The patient is smoker (I pack/day for 
20 years), no hypertension, or diabetes mellitus. 
He has a past history of right nephrectomy due to 
renal stones. 
	 On examination the patient was conscious, 
oriented with heart rates of 80 beats/minute, 
respiratory rate of 17 cycle/minute, and blood 
pressure= 118/80 mmHg. Normal oxygen 
saturation (SpO2= 100%), normal jugular venous 
pressure and no carotid bruits. Chest: normal 
vesicular breathing. Heart: normal first and second 
sounds with no additional sounds. Abdomen: soft, 
no organomegaly, no bruit at renal artery site 
auscultation. Lower limbs were intact with normal 
pulse and no edema. 
Lab investigations: Troponin I was 40.53 ng/
ml (Normal range from 0 to 0.04 ng/ml).  Serum 
glucose was 7.12 mmol/L (Normal range from 4.10 
to 6.60). Serum creatinine was 101 micromoles/L 
(Normal range from 39 to 110). Hemoglobin was 
13.9 gm/dL (Normal range from 12 to 16). White 
blood cells were 9.700/mm3 (Normal range from 
4.500 to 11000). Cholesterol was 5.4 mmol/L 
(Normal range from 3.6 to 5.2). Electrocardiogram 
(ECG) showed normal sinus rhythm with ST 
elevation in inferior lead (Fig.1). Based on clinical 
manifestations and ECG findings, the patient was 
diagnosed as inferior myocardial infarction (MI) 
and was given thrombolytic drugs as the following: 
Reteplase 10 units intravenously over two minutes 
followed by other 10 units over 30 minutes. The 
patient referred for coronary angiography (CAG).
	 CAG was done within the same day that revealed 
diffuse ectasia and aneurysmal dilatation of the 
proximal part of the left anterior descending (LAD) 

coronary artery, ectasia of the left circumflex artery 
(LCX), with aneurysm in its obtuse marginal branch 
(OM1) (Fig.2). Furthermore, there was diffuse ectasia 
and multiple small aneurysms in the proximal and 
mid parts of the right coronary artery (RCA) but no 
complete occlusion (Fig.3). Further investigation 
using magnetic resonance angiography (MRA) 
of the aorta and peripheral arteries shows normal 
findings. Based on these findings, a diagnosis of 
Kawasaki disease was made. 
	 According to the guidelines of the european 
society of cardiology (ESC) for the management of 
acute MI in patients presenting with ST-elevation3, 
the patient was treated with Aspirin 81 mg orally 
once daily, Apixapan 5 mg orally twice daily, 
Rosuvastatin 40 mg orally once daily, Bisoprolol 
5 mg orally once daily, and omeprazole 20 mg 
orally once daily. The patient was improved and 
discharged with anticoagulant drugs for life.

Fig.1: Electrocardiogram (ECG) shows normal sinus 
rhythm with ST elevation in inferior leads (arrows).

Fig.2: Selected images of left coronary angiogram in 
anteroposterior cranial view shows diffuse ectasia 
of the left anterior descending (LAD) artery with 

aneurysm in the obtuse marginal (OM1) branch, (arrow).

Fig.3: Selected images of right coronary angiogram
 in cranial views shows right coronary artery (RCA) 

ectasia with multiple aneurysms in the proximal
and middle parts (arrows).
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DISCUSSION

	 Kawasaki disease is a systemic vasculitis of 
unknown cause and usually diagnosed in small 
children by the presence of five principal symptoms 
or four principal symptoms in addition to coronary 
artery aneurysms or dilatation. However, in 10% 
of cases, it does not fulfil five principal symptoms 
in those diagnosed with KD, in which KD become 
a diagnosis of exclusion.2 In the current case, 
coronary artery ectasia and aneurysms have been 
confirmed by CAG in the proximal part of the LAD 
coronary artery, and the LCX in an adult man that 
led to suspect the diagnosis. This case is consistent 
with Ataya et al. who reported that most of the 
reported cases of KD in adults was diagnosed based 
on findings of diffuse coronary ectasia without 
recall any childhood KD and he also reported that 
coronary artery ectasia (CAE) usually affects only 
one or two coronary vessels.4

	 MRA of the thoracic aorta with its branches and 
abdominal aorta with its branches was normal. 
No aneurysm in the aortic arch, axillary artery, 
renal artery or other arteries. Kato et al. reported 
that 2.2% of KD patients have systemic artery 
aneurysms and axillary arteries are common sites 
of aneurysms. However, in the current case, we did 
not find aneurysms in any peripheral artery.5 
	 The current case presented as acute MI and 
investigations showed diffuse ectasia of the 
LAD artery, LCX artery and RCA with multiple 
aneurysms apart from normal distal parts. This is 
consistent with a previous study by Abugroun et 
al. who reported that CAE is bad finding in KD 
that predisposes to worse complications such as 
thrombus formation, arterial spasm, spontaneous 
arterial dissection and MI. The presence of coronary 
artery damage is the hallmark of KD. Abugroun et 
al. reported that, the most common sites of coronary 
aneurysms with CAD are the proximal and middle 
parts of the RCA, the LAD and LCX. Characteristic 
findings suggesting KD on CAG include proximal 
ectasia then sudden transition to normal distal 
segments of the arteries. All of these findings 
were found typically in our case. Unfortunately, 
in patient with ectatic infarct-related artery like 
the current case, percutaneous intervention and 
stent placement has limited role in treatment due 
to unfavorable anatomy. Furthermore. There are 
no obvious guidelines regarding the use of dual 
antiplatelet therapy or triple therapy and the 
accurate duration for each.6 Further studies about 
these topics are recommended.

CONCLUSION

	 Kawasaki disease is a systemic vasculitis of 
unknown cause usually diagnosed in small children 
which can be present as coronary disease in adults 
even without recall any childhood history of the 
disease and with no other findings.

Learning Points:
1.	 Physicians should be aware that KD can be 

present as coronary disease in adults even with 
no history of the disease in childhood.

2.	 KD presents as coronary artery disease in adults 
with diffuse ectasia and multiple aneurysms 
has limited treatment options.

Conflict of interests: The authors disclose no 
conflicts of interest. 

Financial support: This research did not receive 
any grant.

REFERENCES
1.	 Zhang D, Liu L, Huang X, Tian J. Insights Into Coronary 

Artery Lesions in Kawasaki Disease.  Front Pediatr. 
2020;8:493. doi: 10.3389/fped.2020.00493

2.	 Ayusawa M, Sonobe T, Uemura S, Ogawa S, Nakamura 
Y, Kiyosawa n, et al. Revision of diagnostic guidelines 
for Kawasaki disease (the 5th revised edition). Pediatrics 
International. 2005;47:232-234. doi: 10.1111/j.1442-
200x.2005.02033.x

3.	 Ibanez B, James S, Agewall S, Antunes MJ, Bucciarelli-Ducci 
C, Bueno H, et al. ESC Scientific Document Group. 2017 
ESC Guidelines for the management of acute myocardial 
infarction in patients presenting with ST-segment elevation: 
The Task Force for the management of acute myocardial 
infarction in patients presenting with ST-segment elevation 
of the European Society of Cardiology (ESC). Eur Heart J. 
2018;39(2):119-177. doi: 10.1093/eurheartj/ehx393

4.	 Ataya A, Alraiyes AH, Auron M, Alraies MC. Adult 
Kawasaki disease. QJM. 2013;106(7):687-688. doi: 10.1093/
qjmed/hcs150

5.	 Kato H, Sugimura T, Akagi T, Sato N, Hashino K, Maeno 
Y, et al. Long-term consequences of Kawasaki disease. A 
10- to 21-year follow-up study of 594 patients. Circulation. 
1996;94(6):1379-1385. doi: 10.1161/01.cir.94.6.1379

6.	 Abugroun A, Vilchez D, Hallak O, Shahrrava A. A History 
of Kawasaki Disease From Childhood and Coronary Artery 
Ectasia With Recurrent ST Elevation Myocardial Infarction: 
A Therapeutic Challenge.  Cardiol Res. 2017;8(6):344-348. 
doi: 10.14740/cr641w

Author’s Contribution:

KHH did coronary angiography for the patient and 
collected data. 
SAA wrote the initial and approved the final draft 
of the manuscript and is responsible for accuracy of 
the work. 
AAQ revised the manuscript and edited language. 
AMH revised the final draft of the manuscript.

Coronary Ectasia with Kawasaki Disease


	_Hlk40270043
	_Hlk56436217
	_Hlk40269359
	ID0EKF
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_GoBack
	_Hlk75939295
	_GoBack
	_Hlk68028923
	_Hlk67910162
	_Hlk67910196
	_Hlk68029156
	_Hlk68029250
	_GoBack
	_Hlk67924047
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_GoBack
	_GoBack
	_30j0zll
	_Ref18614191
	_Hlk43203309
	OLE_LINK3
	OLE_LINK1
	OLE_LINK4
	OLE_LINK2
	OLE_LINK1
	_Hlk74808735
	OLE_LINK4
	OLE_LINK5
	OLE_LINK9
	OLE_LINK33
	_GoBack
	n1
	_Hlk37670211
	_Hlk54004639
	_Hlk54005185
	_Hlk54005392
	_Hlk42762318
	_Hlk61820786
	_Hlk50022454
	_Hlk54115460
	_Hlk39923377
	_Hlk49971045
	_Hlk50112520
	_Hlk50029562
	_Hlk39966851
	_Hlk39924134
	_Hlk41892746
	_Hlk53869492
	_GoBack
	_GoBack
	_Hlk45303507
	_Hlk45303331
	_Hlk76059273
	_Hlk60587966
	_Hlk60588177
	_Hlk76060285
	_GoBack
	_Hlk65421931
	_Hlk66050725
	_Hlk64459564
	_Hlk73615342
	_GoBack
	_Hlk51092765
	_Hlk36737057
	OLE_LINK7
	_Hlk80699441
	_GoBack
	OLE_LINK23
	OLE_LINK12
	OLE_LINK3
	OLE_LINK28
	OLE_LINK29
	OLE_LINK14
	OLE_LINK15
	OLE_LINK30
	OLE_LINK31
	OLE_LINK32
	OLE_LINK16
	OLE_LINK5
	OLE_LINK17
	OLE_LINK33
	OLE_LINK18
	OLE_LINK34
	OLE_LINK6
	OLE_LINK35
	OLE_LINK36
	OLE_LINK37
	OLE_LINK19
	OLE_LINK38
	OLE_LINK20
	OLE_LINK7
	OLE_LINK39
	OLE_LINK22
	OLE_LINK40
	OLE_LINK9
	OLE_LINK42
	OLE_LINK43
	OLE_LINK44
	_Hlk64837536
	_Hlk68950531
	_Hlk64387863
	_Hlk35608631
	_Hlk35609812
	_Hlk29904920
	_Hlk34741822
	_Hlk34741882
	_Hlk64259012
	_Hlk64258045
	_Hlk34741511
	_Hlk64258073
	_Hlk34741544

