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Background:  Our subject is a 17 year-old male high school lacrosse athlete with a history of postconcussive syndrome. After examination by the athletic trainer, the subject was sent to his family practice physician on September 10, 2011, seven days after onset of unusual and progressive symptoms.  Subject’s symptoms were initially characterized by nausea, persistent ~104° fever, extreme fatigue, irritability, elevated heart rate (90 bpm), and severe headaches.  Chest pain and tightness had developed along with liver tenderness, salmon-colored rash involving trunk and extremities, dry cough, sore throat, strawberry tongue, bright-red rash with sores inside mouth and throat and severely cracked lips.  Blood tests indicated significantly elevated white blood cells, for which antibiotics were prescribed to treat what was thought to be a systemic infection. The subject lost 20 pounds in the first two weeks.  Joint aches persisted with pronounced neck and shoulder pain.  Lymph nodes in the neck were swollen with left side measurably larger.  Feet exhibited slight purple discoloration along with peeling of the skin on soles, palms and fingers.  Eyes were very red with significant photophobia.  Dizziness, nausea, anorexia, and insomnia ensued.  Subject’s declining condition prompted a second doctor visit and referral to an infectious disease specialist.  After examination by the infectious disease specialist and a consultation with a rheumatologist, the subject was hospitalized.  Differential Diagnosis:  Mononucleosis, strep throat, scarlet fever, rheumatic fever, bacterial blood infection, toxic shock syndrome, Kawasaki syndrome, adult-onset Still’s disease, periodic fever syndrome, aseptic meningitis, Behcet’s disease, genetic autoimmune inflammatory reaction, hepatitis, SLE disease, cytomegalovirus, viral exanthema, antigen-antibody allergic reactions disorder, Reiter’s syndrome, HIV.  Treatment:  Seven-days after onset of symptoms, testing was negative for mononucleosis and strep. A tentative diagnosis of a bacterial infection determined and was treated with Azithromycin.  After 6 more days, no improvement, hepatitis and HIV testing negative, treatment was initiated for symptoms for what was thought to be Kawasaki syndrome. There are no confirmation tests for Kawasaki syndrome, an autoimmune inflammatory reaction affecting medium-sized blood vessels.  The cause of Kawasaki syndrome has not been determined.  However, lack of prompt treatment in other Kawasaki cases (more than 10 days from onset of symptoms) has led to aortic aneurysms.  Subject was hospitalized and treated with intravenous immunoglobulin, at a dose of 2g/kg (160g) administered intravenously over a 12-hour period.  This immunoglobulin treatment suppressed the immunological reactions causing the inflammatory response to the blood vessels.  Four 325 mg. aspirin tablets and one Zantac antacid were also administered every 6-hours in conjunction with the IV immunoglobulin to reduce inflammation and fever.  The Zantac antacid was used to protect the stomach lining from the high dose of aspirin.  Septra DS and Doxycycline were administered as a precautionary treatment for MRSA–induced Toxic Shock Syndrome. Kawasaki syndrome diagnosis was confirmed when the subject’s symptoms significantly resolved several hours after completion of treatment.  Uniqueness: An extremely small number of patients (fewer than 100) worldwide have been documented with adult Kawasaki syndrome.  Adult rehabilitation strategies and techniques are virtually unknown.  15-25% of pediatric cases result in aortic aneurysms, with only 50-75% of those cases resolving themselves.  Adults fare better with only 5% resulting in aneurysms.  Conclusions:  Two months following the onset, our subject is slowly working towards a full recovery, now taking 1300 mg/day of aspirin.  At this point, headaches persist and sleep patterns are not back to normal.  His eyes are still red and light sensitive.  His palms, fingers soles are still peeling, however, there are no new lesions.  Given the rarity of Kawasaki syndrome in adults, there is limited data to predict a full recovery time frame.  Word Count:  591
