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Kawasaki disease:
a measles cover-up?

eports of Kawasaki dis-
ease began to appear in
the late 1970s from devel-

oped countries, where except for
Japan the recognition rate during
nonepidemic periods has been
about 10 cases per 100 000 chil-
dren under the age of 5 years
(R.D.R.: unpublished observa-
tions). Kawasaki disease is not
seen in developing countries of
Africa, South America and parts
of Asia and is widely considered
to be a new illness, increasing in
incidence.

The mortality rate of Kawa-
saki disease is low, but because
infantile periarteritis nodosa is
today accepted as the extreme
form of Kawasaki disease' it is
possible from autopsy data to
estimate the clinical base of pa-
tients with Kawasaki disease in a
given period and setting. Using
autopsy records for two 10-year
periods at the Hospital for Sick
Children, Toronto, we compared
such predictions with the actual
numbers of cases seen.

In the two periods, 1976-85
and 1951-60 there were 3647
and 3656 autopsies respectively,
2 for children with infantile per-
iarteritis nodosa in each period.
Assuming, from our experience, a

mortality rate of 0.9% among
patients with Kawasaki disease at
our hospital during 1979-82 (the
middle years of the later period)
the numbers of cases predicted
and seen are reasonably close:
222 and 278 respectively. For the
earlier period, assuming a rate of
2% (that of the first year of
mortality ascertainment in Japan
in 19672) a somewhat lower but
appreciable number of live pa-
tients, 100, would be expected,
yet only 2 were seen.

Although the predictions
may be subject to error and not
truly representative, the data sug-
gest that over the past decade the
recognition of Kawasaki disease
has improved rather than the in-
cidence increasing.

Many diseases mimic the
early clinical features of Kawasa-
ki disease, but viral rash syn-
dromes, especially measles, seem
more likely to have caused diag-
nostic difficulty in the past. A
reduction in the incidence of
measles in Canada to a very low
level was not achieved until the
late 1970s,3 coincident with the
first recognition of cases of Kawa-
saki disease in this country. A
major increase in attack rates of
Kawasaki disease in Japan oc-
curred between 1977 and 1978
(H. Yanagawa: personal commu-
nication, 1984), following the in-
troduction of a vaccination law in

1976.4 The continuing endemicity
of measles in countries where
Kawasaki disease is not seen and
the increasing recognition of Ka-
wasaki disease as the measles
rate has declined suggest that
measles has masked Kawasaki
disease until very recently in de-
veloped countries and continues
to obscure the diagnosis in many
other parts of the world.
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