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ray in order to detect coil fracture after the transcatheter coil occlusion of the PDA at the earliest. 
This is particularly applicable for the follow-up of cases with flexible 4×4 pfm coil deployment.  
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Abstract 

 
Kawasaki disease occurs across the globe, with Asians being at the highest risk. Approximately, 20% of untreated 
patients develop coronary artery abnormalities, including aneurysms, and severely affected patients are likely to 
develop coronary artery thrombosis or stenosis, myocardial infarction, aneurysm rupture, and sudden death.1 
We herein report the case of a 6-year-old boy who developed giant coronary aneurysms, thrombosis, and massive 
anterolateral myocardial infarction despite appropriate treatment for Kawasaki disease, which make this patient a 
special case (Iranian Heart Journal 2011; 12 (1):60 -62).  
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awasaki disease (KD) is an acute febrile vasculitis of childhood with unknown etiology and affects all blood 
vessels, predominantly medium-sized arteries. KD has a striking predilection for coronary arteries, especially 
during the sub-acute phase.1 

 
Case Report 
A 6-year-old boy was referred to our hospital because of prolonged fever and elevation in the erythrocytes 
sedimentation rate (ESR). His problem had begun 10 days previously with high-grade fever and left sub-mandibular 
lymphadenopathy, which had been treated with antibiotics at first as a suppurative lymphadenitis. The patient had, 
thereafter, been hospitalized due to the continuation of fever and had received parenteral antibiotics. 
At presentation, he was still febrile and had limitation in neck movement because of left sub-mandibular 
lymphadenopathy. 
 
 
 
 
The patient had a history of non-specific skin rash and non-suppurative bilateral conjunctivitis. 
On physical examination, he had axillary temperature of 39 o c, respiratory rate of 23/min, pulse rate of 124 bpm, and 
blood pressure of 110/60 mmHg. There was a sub-mandibular lymph node, 3 ×4 cm in size, with tenderness in the left 
sub-mandibular area. 
Chest X-ray revealed cardiomegaly. Laboratory findings included leukocytosis (WBC= 12700, PMN= 72%) and 
elevated ESR (120 mm/h). 
Given the patient’s history, physical examination, and laboratory findings, KD was suspected and intravenous 
immunoglobulin and aspirin were immediately initiated.  
On the first day of admission, the patient complained of chest pain and EKG was obtained, which showed a massive 
anterolateral myocardial infarction. 
 

 
 
Emergent echocardiography was performed and demonstrated hypokinetic myocardium and giant aneurysms in the left 
anterior descending artery (LAD) and right coronary artery (RCA) with a left ventricular ejection fraction of 60%. The 
patient, therefore, received heparin (100 unit/kg) because of those giant aneurysms and his INR was controlled (1/5-2). 
On the third day, he developed chest pain, bleeding from gums, and unexplained rise in PT, PTT, and INR. Physical 
examination demonstrated tachypnea (RR= 42/min) and mild bleeding from the IV line. Emergent echocardiography 
revealed expanding aneurysm (>15mm) with coronary thrombosis. The thrombosis in association with the giant 
coronary aneurysm and coagulopathy supported the diagnosis of disseminated intravascular coagulopathy (DIC). The 
D-dimmer test also turned out positive. Consequently, all anticoagulant therapies were stopped and the patient was 
administered fresh frozen plasma and cryoprecipitate until his INR reached 2-2/5. 
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Clinical and laboratory evidence of DIC improved in the following two days and the patient was ultimately treated with 
propranolol (1mg/kg/day) and warfarin (INR= 1/5-2) instead of heparin. After the normalization of ESR (ESR=33 
mm/h) and stabilization of the patient, angiography was performed, which showed giant aneurysms in the LAD and 
RCA.  
 

 
 

 
Discussion 

 
KD is an acute, febrile, self-limiting generalized vasculitis of unknown etiology and occurs predominantly in infants 
and young children. Before intravenous immunoglobulin treatment, the incidence of coronary artery abnormalities was 
quite high (20-25%).2,3 
Despite adequate treatment, coronary artery abnormalities develop in 5-10% of patients with KD.4 The proportion of 
patients with giant coronary aneurysms is small (0/5-1%).5 

Echocardiography is an important tool for the diagnosis of coronary involvement in KD. Selective coronary 
angiography is the gold standard for the diagnosis and estimation of the shape and size of aneurysms.6 The most 
common sites of aneurysms in order of frequency include the proximal LAD, proximal RCA, followed by the LMCA, 
LCX, and finally the distal RCA. 6 The first echocardiography on the first day of the admission of our patient also 
showed aneurysms in the LAD and RCA. 
A previous study in the Iranian city of Yazd reported a 3.5-month–old boy with KD who developed aneurysms in the 
RCA and left main coronary (LCA) arteries which progressed rapidly in serial echocardiography. 
Selective right and left coronary angiographic examinations subsequently showed a super giant fusiform aneurysm of 
the RCA and a diffuse giant aneurysm of the proximal LCA. Regression of the coronary artery aneurysms was not 
observed during a 6-year follow-up period.6 

The risk of aneurysms increases in patients with fever lasting for more than sixteen days, age < 1 year, hemoglobin < 10 
g/dl, platelets ≥ 900 × 10 /L, thrombocytopenia, male sex, and ESR > 100 mm/h. The latter two were present in our 
patient. 
It is deserving of note that coronary artery bypass grafting surgery using the internal thoracic artery has been performed 
with some successes on a small number of cases.7,8,9 The arterial graft patency rate in later adult life is still unkown.10 
Further studies and long–term follow-up are required to evaluate the long- term outcomes of bypass graft in patients 
with giant aneurysms secondary to KD.7 
 

References 
 
1. Anne S.Rowley and Stanford T Shulman. Nelson Textbook of Pediatric Disease. Kawasaki disease (V2):1036-41. 
 
2. Bell DM, Morens DM, Holman RC, Hurwitz ES, Hunter MK. Kawasaki disease in the United State 1976 to 1980. 

Am J   Dis child 1983; 137: 211-4. 
 

www.SID.ir

www.SID.ir


Arc
hive

 of
 S

ID
 
 

Reoperative Hemoglobinuria in a Coronary                                                                                                            V. Imantalab MD, et al. 

 

3. Amano S, Hazama F, Hamashima Y. Pathology of Kawasaki disease:  II. Distribution and incidence of the 
vascular lesions Jpn Circ J 1979; 43:  741 – 8. 

 
4. Mori M, Imagawa T, Yasui K, Kanaya   A, Yokota S. Predictors of coronary artery lesions after intravenous 

gamma – globulin treatment in Kawasaki disease. J pediatr 2000; 137: 177-80. 
 
5. Nakamura Y, Yanagawa   H. Ojima   T, Kawasaki T, Kato H. Cardiac sequelae of Kawasaki disease among 

recurrent cases. Arch Dis child 1998; 78: 163 – 5.  
6. Behjati Ardakani   MD, Islami   MD. Super giant coronary aneurysm in Kawasaki disease Iran   J pediatr 2009; 

Vol 19 (No3):317 – 21. 
 
7. Chanthong P, Sriyoschotis S, Durongpisitkul   K, et   al. coronary artery bypass graft in Kawasaki disease patients: 

Siriraj experience. J  Med   Assoc Thai, 2005; 88 (suppl 8): s 197 – 202. 
 
8. Freedman AF, Shulman  ST. Kawasaki Disease: Summary of the American Heart  Association Guidelines. Am 

Fam Physician. 2006: 74 (7):1141-8. 
 
9. Yamauchi   H, Ochi   M, Fuji M et al. Optimal time of Surgical treatment for Kawasaki coronary artery disease. J  

Nippon Med Sch. 2004: 71 (4): 279 – 86.  
 
10. Patil   S, Shirodkar   S, Pinto RJ, Dalvi B.  Giant coronary artery aneurysm with a thrombus secondary to 

Kawasaki disease. Am  pediatr card . 2008; 1 (1): 56 – 61. 
 
 
 
 
 
 
 
 

Reoperative Hemoglobinuria in a Coronary Artery Bypass 
Graft Case with Hereditary Spherocytosis 

 
Imantalab Vali1 MD, Sedighinejad Abbas1 MD, Kanani Gholamreza2 MD, Sadeghi 
Meibodi Ali Mohammad3 MD, Mirmansori Ali1 MD, Haghighi Mohammad MD4 

 
Abstract 

 
We present a rare case of hereditary spherocytosis (HS) with intraoperative hemolysis. A 60-year-
old man with coronary artery disease, HS, and a history of splenectomy for HS and underwent 
coronary artery bypass graft surgery under cardiopulmonary bypass, during which he developed 
severe hematuria and hemolysis and his hemoglobin reached 5g/dL(Iranian Heart Journal 2011; 12 
(1):63-66). 
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