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Abstract
Introduction: Kawasaki disease (KD) is an acute systemic febrile vasculitis in
young children and infants, which affects medium and small caliber vessels.
Case report: A 15-month-old male patient who initially consulted for left
cervical lymphadenopathy against a background of fever. The diagnosis of an
adenophlegmon has been suspected. Outpatient treatment was administered.
The course was marked by the persistence of fever and regression of lymphadenopathy. Clinical examination during the check found cheilitis and peeling
of the perineum with biological inflammatory syndrome. The patient received
aspirin anti-inflammatory dose and perfusion of immunoglobulins with good
progress. Conclusion: In the case of an adenopathy in infants associated with
prolonged fever, one should always be wary of a Kawasaki even in the absence
of other clinical criteria.
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1. Introduction
Kawasaki disease (KD) is an acute systemic febrile vasculitis in young children
and infants, which affects medium and small caliber vessels [1]. It is the leading
cause of acquired heart disease in developed nations and is slowly bypassing
rheumatic heart disease in developing countries [2] [3]. The majority (80%) of
patients are less than 5 years old, with a peak incidence around 12 months of age
[4]. The clinical criteria of Kawasaki can guide the diagnosis in typical cases, but
sometimes the diagnosis is not so easy, we report a case of atypical Kawasaki in a
15-month-old infant.
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2. Case Report
Our patient is a 15-month-old male with no significant history, who initially
consulted (6 days before admission) for left cervical lymphadenopathy with inflammatory signs opposite measuring 6 cm in its major axis evolving in a context of fever. The diagnosis of an adenophlegmon was suspected, a cervical CT
was carried out showing a fluid formation in the process of superinfection without image of abscess. Outpatient treatment was administered (antibiotic, antipyretic, corticosteroid). The evolution was marked by the persistence of fever
(38.8˚ - 40˚) and regression of lymphadenopathy. Clinical examination during
the control found cheilitis and peeling of the perineum. The biological assessment found a sedimentation rate accelerated to: 107 s (1st hour), CRP rose to 70
mg/l, a thrombocytosis to 800,000/mm3. The echocardiography showed a left
coronary dilation of 4 mm. The patient received anti inflammatory dose aspirin
and immunoglobulin perfusion with good clinical and biological progress.

3. Discussion
In more than three quarters of reported cases, the Kawasaki desease affects
children between 6 months and 5 years old [5], with a maximum around the age
of 2 years [6]. It affects boys more often (3 boys for 2 girls). The disease is rare
before the age of 3 months, which suggests protection by antibodies of maternal
origin, and it is very rare in adolescents and adults [7]. The etiology of KD is not
known. The presence of familial clusters and increased incidence in Asian populations indicate the presence of a genetic component [8] [9]. Kawasaki disease
often begins with a high and persistent fever that is not very responsive to normal treatment with paracetamol (acetaminophen) or ibuprofen [10] [11]. In addition to fever, there are 5 other criteria, the diagnosis of Kawasaki disease can
be retained if the fever is associated with at least 4 of these 5 criteria [12]. Further symptoms include generalized polymorphic exanthema (>90%), palmoplantar erythema (80%), symmetric non purulent conjunctivitis (80% - 90%),
usually unilateral cervical lymphadenopathy (>1.5 cm; 50%), and mucosal
enanthema with red and/or chapped lips (80% - 90%) [13]. In this observation,
the diagnosis of Kawasaki disease was not immediately mentioned. The initial
presentation with isolated cervical adenitis is however frequent in the small infant [14]. Cervical lymphadenopathy in the context of acute fever is mistakenly
taken as infectious in front of the radiological image of abscess “Figure 1” given
the frequency of it in emergency consultations, which often leaves out the diagnosis of a Kawasaki disease in its acute phase; the persistence of fever despite
Antibiotic and antipyretic should suggest Kawasaki disease. Our patient did not
present a typical clinical picture of Kawasaki initially, but later during a control
consultation he presented a cheilitis with perineal scaling. In front of all these
criteria, the diagnosis of a Kawasaki disease was strongly suspected. An echocardiography was requested to look for coronary artery disease and to propose therapeutic management, which showed a left coronary dilation of 4 mm. In the
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Figure 1. Axial CT section showing the cervical lymphadenopathy.

atypical form of Kawasaki disease the diagnosis can be considered confirmed
when coronary artery aneurysms are identified in such patients by echocardiography [15]. Our patient received anti-inflammatory aspirin and an immunoglobulin infusion (1g per kg per day for 2 days). According to Brian W. McCrindle et al. 2017; immunoglobulins are offered in such cases, even if not administered early during illness. The course of Kawasaki disease is most often favorable
in the absence of coronary complications. Relapses are possible but rare. The
dimensions of the coronary aneurysm seem to be an important prognostic factor
[16]. Careful initial management of evolving coronary artery abnormalities is
essential, necessitating an increased frequency of assessments and escalation of
thromboprophylaxis. Risk stratification for long-term management is based
primarily on maximal coronary artery luminal dimensions, normalized as Z
scores, and is calibrated to both past and current involvement. Patients with
aneurysms require life-long and uninterrupted cardiology follow-up [15].
The regression of aneurysms occurs in 60% of cases within 2 years. Among
the long-term sequelae, recent data suggest a risk of coronary arteriosclerosis in
adulthood, as well as morphological (intestinal thickening) and functional (reduced contractility) abnormalities in the coronary arteries [17]. In our patient,
we noted a gradual regression of the aneurysm after 1 year of evolution; he is
currently under radiological control every 3 to 6 months without any other
complication.

4. Conclusions
When faced with lymphadenopathy in infants associated with prolonged fever,
one should always be wary of Kawasaki disease even in the absence of other
clinical criteria.
The diagnosis is urgent in order to take charge of the infant early before the
installation of complications, which can be harmful, in particular, coronary arDOI: 10.4236/wjcd.2020.107048
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tery disease.
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