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To the Editor: Musculoskeletal manifestations in Kawasaki
disease (KD) have been occasionally reported, arthritis being
the most common. We report a 10-y-old girl with KD who
developed debilitating proximal muscle weakness in conva-
lescent phase of the disease.

A 10-y-old girl presented with fever for 12d. She devel-
oped conjunctival injection along with strawberry tongue and
a maculopapular rash three days after fever. Examination
showed cervical lymphadenopathy, swelling over dorsum of
hands and periungual desquamation. There was swelling of
both knee joints. Investigations showedmicrocytic hypochromic
anemia (hemoglobin-71 g/L), elevated erythrocyte sedimenta-
tion rate (62 mm 1st. h) and thrombocytosis (7.73×109/L).
C-reactive protein was 66.5mg/L and blood culture was sterile.
She had normal echocardiogram on admission. With a clinical
diagnosis of KD the child was treated with intravenous
immunoglobulin (2g/kg) and aspirin. She became afebrile
within a day.

Four weeks later she presented with pain, weakness of hip
extensors and difficulty in getting up from squatting position.
She was unable to walk because of the pain. The muscle en-
zymes (aspartate transaminase and total creatine kinase) were,
however, within normal limits. She was started on naproxen but
had only minimal improvement. In view of her incapacitating

weakness, she was started on prednisolone (2mg/kg/d).
Gradually the child regained complete muscle power with nor-
mal activity over the next 8–10wk. An electromyogramwas not
considered necessary in view of the brisk clinical response.
Glucocorticoids were tapered and stopped over 3mo.

Musculoskeletal manifestations are known to occur in KD.
Arthritis is described in nearly 15–25 % of cases [1]. Muscle
involvement in KD in form of inflammation or weakness has
been described in a few case reports [2, 3]. Immune complex
deposition in the tissues has been postulated as a triggering
mechanism [4]. Usually no specific therapy is required. Our
patient had severe and debilitating proximal muscle weakness
requiring glucocorticoids for the treatment. This case reiterates
the fact that KD is a multisystem disease and can have multi-
ple manifestations. Though there are no specific guidelines for
treatment of musculoskeletal manifestation, a short course of
glucocorticoids can result in rapid resolution of symptoms.
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