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ABSTRACT 
Background: Measles mimics Kawasaki disease (KD) as there are many common 
features. It may be challenging to distinguish KD from measles. However, these 
two diseases may be associated. Here, we report a case of KD trigged by measles. 

Case presentation: A 4-year-old girl was hospitalized for a 7-day-history of 
persistent fever and cough. She had a skin rash, conjunctivitis, cheilitis and 
cervical lymphadenopathy. Echocardiography showed suggestive signs of KD. The 
patient was treated with intravenous immunoglobulin relayed by aspirin. Measles 
serology revealed positive IgM and IgG antibodies. 

Conclusion: We reported a febrile skin rash which hided another. 
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INTRODUCTION 

Kawasaki disease (KD), also known as the 
mucocutaneous lymph node syndrome, is an acute 
febrile systemic vasculitis that commonly affects 
infants and young children, mostly below 5 years of age 
[1]. Its etiology remains unknown, but, infectious 
etiology was strongly suggested as initiating an 
abnormal immune response causing therefore, KD [2]. 
The diagnosis is based on clinical features and no 
specific diagnostic test exists nowadays. It may be very 
challenging to distinguish KD from other febrile 
infectious diseases including measles, which shares 
many features with KD, such as fever, skin rash, non-
exudative conjunctivitis, generalised lymphadenopathy 
and malaise [3]. Measles, a highly contagious viral 
disease, should be bearded in mind in front of a child 
with fever and maculopapular rash, even in low 
incidence measles countries. Clinical differential 
diagnosis between KD and measles may be difficult. 
However, these 2 diseases may be associated, which 
can lead to misdiagnosis. Here, we report a rare case 
of KD trigged by measles. 

CASE PRESENTATION 

A 4-year-old asthmatic girl was hospitalized for a 7-day-
history of persistent fever and cough. She received 
antibiotics (Amoxicillin) by self-medication, however, 
no improvement was noted. The evolution was marked 
by the appearance of a generalized skin rash which 
motivated the consultation. Physical examination on 
admission revealed a body temperature of 40°C and a 
generalized maculopapular rash which started 2 days 
ago. She had conjunctivitis, cheilitis and cervical 
lymphadenopathy. Her heart rate was 90 beats per 
minute and the auscultation of the heart revealed no 
significant abnormality. Her respiratory rate was 30 
breaths per minute and pulmonary auscultation 
revealed bilateral late inspiratory crackles. 

Abnormal laboratory investigations showed elevated 
inflammatory markers such as an elevated C-reactive 
protein (23 mg/l) and an elevated erythrocyte 
sedimentation rate (30 mm/h). White blood cells 
account was normal (6000/mm3), however, a 
neutropenia was noted (1260/mm3). Aspartate 
aminotransferase concentration was two times above 
the upper limit of the normal level (92 IU/L), while 
alanine aminotransferase and renal function were 
normal. Chest X-ray revealed diffuse reticulonodular 
infiltrates.  

The diagnosis of measles and KD were both suspected. 
Firstly, because of the current state of measles 
epidemic, it must be suspected in front of each fever 
with maculopapular rash. Although our patient received 
2 doses of measles and rubella vaccine, that doesn’t 
exclude the diagnosis of measles. Secondly, KD was 
suspected because of the association of a fever that has 
been evolving for more than 5 days and 4 additional 
criteria represented by cheilitis, exanthema, non-
purulent bilateral conjunctivitis and cervical 
lymphadenopathy. 

A transthoracic echocardiography revealed 
hyperechogenic right coronary walls with a dilatation at 
2.7 mm. The patient was treated with intravenous 
immunoglobulin (IVIG) at a dose of 2gr/kg. Measles 
serology was performed and revealed positive IgM and 
IgG antibodies. The disease evolution was favourable 
with the occurrence of apyrexia 48 hours after initiating 
IVIG. The patient was discharged from the hospital and 
continued a low-dose of aspirin at 3 mg/kg/day. Her 
laboratory investigations, 15 days apart, showed an 
erythrocyte sedimentation rate at 18 mm/h and a 
normal C-reactive protein (8 mg/L). Neutrophil and 
aspartate aminotransferase rates were 6230/mm3 and 
28 IU/L, respectively. Control echocardiography, after 
1-month evolution, showed an improvement with a 
lumen diameter of the right coronary at 2 to 2.5 mm 
associated to barely-visible coronaries. The same dose 
of aspirin will be continued until the next 
echocardiography control, 6 months later. 

DISCUSSION 

We presented a case of KD, most likely trigged by 
measles virus. Actually, measles cases continue to 
increase compared to the previous years. The World 
Health Organization reported that measles cases rose 
by 300% in the first 3 months of 2019, compared to the 
same period in 2018 [4]. Due to the current epidemic 
measles state, the diagnosis of measles was suspected 
at first based on the presence of fever and skin rash. 
However, clinicians should be aware of the differential 
diagnosis including KD, in order to avoid potential 
complication of delayed diagnosis and treatment. In 
fact, previous studies reported that the only significant 
difference found was mucositis and changes of the 
extremities criteria, significantly associated with KD 
[5]. However, in severely affected cases of measles, 
desquamation can occur, but, it is not seen in the hands 
and feet. Besides, Koplik spots, pathognomonic of 
measles, are not seen in KD, but they are not always 
present in measles either [5]. 
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As for KD, similar to auto-immune disease in 
pathogenesis, it occurs as the result of dysregulated 
immune system [1]. Actually, no specific infectious 
agent was consistently associated with KD, but viral 
etiology was considered for its pathogenesis [2]. This 
suggests that KD could be trigged by an acute viral 
infection, measles virus in our case, which was 
responsible for the abnormal immune response.  

The diagnosis of classic or typical KD is based on the 
presence of ≥ 5 days of fever associated to at least 4 of 
the 5 principal clinical features (Table 1) [6]. However, 
clinical features may not all be present at the same 
time, that’s why a careful review of prior symptoms and 
signs is recommended [6]. In such cases, not only 
laboratory, but also echocardiographic findings, 
detecting coronary artery abnormalities, may be 
helpful. In fact, previous studies showed that 
abnormalities of liver function tests, non-severe 
cytolysis in our case, are frequently found in patients 
with acute KD and those are at higher risk for IVIG 
resistance [7]. 

As for KD treatment, which should be started without 
delay, it is based on IVIG at a high dose of 2gr/kg. The 
main goal of treatment is to reduce the development of 
coronary artery abnormalities [2]. Coronary artery 
abnormalities were reported in 20-25% of untreated 
children [8]. Besides IVIG, aspirin is used for its anti-
inflammatory activity at a dose of 80-100 mg/kg/day in 
the acute phase. It is followed by a dose of 3-
5mg/kg/day during the sub-acute phase for at least 6-
8 weeks for its antithrombotic activity [1]. It is believed 
that a high dose of IVIG associated to aspirin could 
decrease the incidence of aneurysms to 3–5% and also 
shorten the duration of fever [8]. In our case, the 
association with a viral infection which is measles 
prevented the use of high dose of aspirin in order to 
avoid serious complications such as Reye syndrome [9]. 

Till now, there is no specific antiviral therapy approved 
for treatment of measles, which remains only 
supportive including antipyretics and fluids. The World 
Health Organization recommends the administration of 
vitamin A to all children with acute measles; since it 

was associated with decreased morbidity and mortality. 
It is administered once daily for two days at a dose of 
50000, 100000 and 200000 IU for infants <6 months of 
age, aged from 6 to 11 months and ≥ 12 months, 
respectively [10]. 

The disease evolution depends basically on the coronary 
artery abnormalities. In our case, the control 
echocardiography showed a reduction of the lumen 
diameter of the right coronary, which was reassuring. 
However, a long-term follow-up remains required. 

CONCLUSION 

Our case reported a febrile skin rash which hided 
another: KD was trigged by measles. Identifying the 
pathogenesis and the etiology of KD, might help to 
prevent it and to provide a documented treatment. Not 
to mention, both prompt diagnosis and treatment may 
avoid serious complications. That’s why clinicians must 
be aware of the differential diagnosis between KD and 
measles, while keeping in mind that these two diseases 
can be associated, as well. 
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