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CORRESPONDENCE

Recurrence of Kawasaki Disease:
Look Before you Leap on the
Bandwagon

Verma and colleagues reported an interesting case of
recurrent fever of immunological origin [1]. The first
episode probably favors a diagnosis of Kawasaki disease
because of the presence of coronary artery dilatation,
which normalized with anti-inflammatory therapy.
During the second episode, the child had high-grade fever
with oral mucosal changes and cervical
lymphadenopathy with no identifiable infective cause on
basic laboratory evaluation. The coronary arteries were
normal. The rise in acute phase reactants was not very
impressive. It seems reasonable to consider Kawasaki
disease among the differential diagnosis of this condition,
but the following issues need reconsideration:

1. A lot of emphasis has been given to skin
desquamation.  Episodes of skin desquamation
during febrile episodes have been reported even
beyond 5 years from the initial episode of Kawasaki
disease [2]. Hence caution should be exercised in
considering skin desquamation in diagnosing disease
recurrence.

2. Recurrent fevers with features of generalized
inflammation after Kawasaki disease might represent
patients with a genetic predisposition to inflammatory
disorder [3].

3. Skin desquamation cannot be considered
pathognomonic of Kawasaki disease. It is a feature of
many infectious and immunological diseases,
including Scarlet fever [4] and Leptospirosis. The
skin desquamation in Kawasaki disease is generally
limited to the palms and soles and severe peeling in
sheets occurs only in a small proportion of patients.

4. The lower risk of disease recurrence in India more
likely points to the lack of proper disease reporting
systems. Experience suggests that recurrence
commonly occurs in children who suffered a more
severe disease with coronary artery involvement at
initial presentation [3]. The disease recurrence
frequently results in additional coronary
involvement.

This essentially highlights that the lack of a
confirmatory laboratory test leaves us reliant on clinical
criteria for diagnosis of Kawasaki disease. Recent work
on the pathogenesis of the vasculitics gives hope that a
solution for this complex problem may be on the way
sooner than later.
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Recurrence of Kawasaki Disease:
Authors’ Reply

We agree that during the second episode, coronary
arteries were normal and rise in acute phase reactants was
not very impressive in our patient. However, our case
satisfied the criteria of incomplete Kawasaki disease
during recurrence [1,2].

1. In our case, peeling of skin of sole occurred 2-3
weeks after the acute illness, that further supported
the diagnosis, and does not indicate that skin peeling
was mandatory for diagnosing the Kawasaki disease.

2. Broderick, et al. [3] reported recurrent fever in four
patients with a history of Kawasaki disease. They had
periodic fever ocurring at regular intervals (2-6
weeks) and two of them were also having aphthous
stomatitis.  Fever was associated with rash in two
children, but skin desquamation was missing in all
these children with recurrent fever. In our child, there
was no such history.  However, we agree that
recurrent fever syndromes should be considered, and
needs to be excluded before labelling the case as
recurrent Kawasaki disease.

3. In scarlet fever, the skin may start to peel even during
the febrile stage. This peeling starts cephalo-caudally,
and lastly palms and soles.  In Kawasaki disease,
sheet like skin peeling is characteristically limited to
the palms and soles, as in our case. We agree that skin


