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Corticosteroid Treatment of Refractory Kawasaki
Disease
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ABSTRACT. Objective. To review the indications for corticosteroids in patients with Kawasaki disease (KD) treated
by pediatric rheumatologists in Canada and to determine their efficacy on fever in patients with refrac-
tory KD. 
Methods. All practicing pediatric rheumatologists in Canada identified KD patients treated with corti-
costeroids and completed a standard data form that included demographics, clinical and laboratory fea-
tures, imaging studies, and therapeutic interventions, by chart review.
Results. Thirty-two patients with KD (14 female; 18 male: mean age 4.6 years) were treated with cor-
ticosteroids. Corticosteroids were used in 26 patients (81%) for persistent fever despite treatment with
intravenous immunoglobulin (IVIG) (refractory KD), 5 patients (19%) for congestive heart failure, and
1 patient for persistent acute phase symptoms other than fever. The 26 patients with refractory KD are
the primary subject of this report. Twenty-two patients (85%) had rapid, sustained resolution of fever
after corticosteroids. There were no serious reported adverse effects. Eight patients (31%) treated with
corticosteroids developed coronary artery (CA) aneurysms and 9 (35%) developed CA dilatations with-
out aneurysms. Of those who developed CA aneurysm, 4 had aneurysms detected prior to IV methyl-
prednisolone (MP) on echocardiograms performed on days 6-27 (mean day 13) of illness. The remain-
ing 4 patients had CA aneurysm detected after IVMP therapy, on echocardiograms performed on days
13-49 (mean day 23) of illness, 1-25 days (mean 9 days) after IVMP. In patients with one year or more
of followup, 46% had resolution of CA abnormalities.
Conclusion. Corticosteroids are effective in the treatment of fever in most patients with IVIG-refrac-
tory KD. A multicenter prospective study is needed to determine the effect of corticosteroids on CA out-
come in patients with refractory KD. (J Rheumatol 2006;33:803–9)
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Kawasaki disease (KD) is a systemic vasculitis that predomi-
nantly affects young children. Its most serious complication is
the development of coronary artery (CA) aneurysms1-4, as a

result of which KD has become the most common cause of
acquired heart disease in children in North America5. Most
children with KD respond to intravenous immunoglobulin
(IVIG) and aspirin (ASA)6-10, however, 10 to 20% of patients
with KD fail to respond to this therapy8,11-16 and have persist-
ent fever, or fever that recurs 24 to 48 hours later. Although
most of these patients will become afebrile after a subsequent
IVIG infusion11,12,14, up to one-third of retreated patients will
not respond11,14. There are currently no generally accepted
guidelines for the treatment of this subgroup of patients. 

Although corticosteroids are used to treat most forms of
vasculitis, their use in KD has been avoided because of con-
cerns of inducing or exacerbating CA abnormalities17.
Avoidance of corticosteroids in the treatment of KD has been
based primarily on the results of an uncontrolled, nonrandom-
ized study by Kato, et al reported in 1979, which found a high
incidence of CA aneurysms (11/17;65%) in patients treated
with oral prednisolone. In the same study, however, none of
the 7 patients treated with oral prednisolone plus ASA devel-
oped coronary aneurysms17. Other early experience in Japan,
prior to the regular use of IVIG in KD, also suggested that cor-
ticosteroids were not effective in preventing cardiac sequelae
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or reducing mortality in KD. However, none of these studies
were controlled or blinded18,19.

The first report of pulse IV corticosteroids in the treatment
of KD was published in 1982 by Kijima, et al. This small,
uncontrolled study showed no adverse effects of pulse IV
methylprednisolone (IVMP 30 mg/kg/day for 3 days) plus
heparin, and reported improvement or resolution of CA abnor-
malities in 8/15 (53%) of patients receiving this treatment20. 

Several more recent studies, performed since IVIG became
standard therapy in KD, assessed the use of corticosteroids in
the initial treatment of KD; all reported shorter duration of
fever associated with corticosteroid therapy21-24. Moreover,
use of corticosteroids in patients with KD refractory to initial
treatment with IVIG has also been reported in small numbers
of patients. Wright, et al and Wallace, et al each reported
defervescence and no worsening of CA abnormalities in 4
patients with refractory KD who were treated with pulse
IVMP13,15. Dale, et al also reported resolution of fever and no
worsening of CA abnormalities in 8 patients who had failed
IVIG and were treated with oral prednisolone and ASA25. In
one small prospective study of patients with refractory KD, 9
patients treated with pulse corticosteroids had more rapid res-
olution of fever compared with 8 patients treated with addi-
tional IVIG. However, 3 patients treated with corticosteroids
had CA dilatation detected for the first time during corticos-
teroid treatment16.

The limited literature on corticosteroid use in patients with
KD who have failed to respond to IVIG therapy, and the fact
that treatment of this subgroup of patients is one of the major
challenges in the current management of KD, led us to retro-
spectively review the use of corticosteroids in KD patients in
Canada. The aims of this study were (1) to determine indica-
tions for the use of corticosteroids in patients with KD treated
by pediatric rheumatologists in Canada; (2) to assess the effi-
cacy of this therapy on fever in patients with refractory KD;
and (3) to assess CA outcome in patients with KD treated with
corticosteroids.

MATERIALS AND METHODS
Study design. This retrospective study captures the Canadian national experi-
ence in the corticosteroid treatment of KD between 1992 and 2000. In
Canadian academic centers, all patients with acute KD are assessed by a pedi-
atric rheumatologist, all of whom are members of the Canadian Pediatric
Rheumatology Association (CPRA). This study was a multicenter collabora-
tion of members of the CPRA. Patients with KD treated with corticosteroids
between January 1992 and June 30, 2000 were identified by chart review,
through KD databases, and records of consultations. Ethics approval was
obtained at participating centers as required by local ethics boards. 

A standardized data collection form completed for each child included:
demographic data; clinical features of disease including complications, treat-
ment, indications for, and effects of, corticosteroid treatment including
adverse effects; and imaging data including the presence of CA lesions on
echocardiography prior to and after corticosteroid treatment. The results of
echocardiograms were accepted as documented in the medical record.
Standard methods based on the American Heart Association guidelines were
used to assess CA dilatation and CA aneurysms in all institutions26.
Refractory KD was defined as failure to become afebrile 48 hours after

receiving IVIG, or recurrence of fever after initial defervescence with one or
more infusions of IVIG. 

Statistical analysis. Summary data are presented as frequencies, medians, and
means. Pearson’s correlations were calculated to explore the relationship
between risk factors and CA abnormalities. Logistic regression analysis was
used to examine the contribution of a number of variables to the prediction of
CA outcomes. The variables were age (< 12 mos or > 12 mos), duration of
fever (as a continuous variable), gender, and IVIG treatment before day 10 of
illness. When relevant, p values of < 0.05 were considered statistically sig-
nificant. SPSS version 10 (SPSS Inc., Chicago, IL, USA) was used in data
analysis.

RESULTS
Recruitment. In 3 of the 10 Canadian provinces (Quebec,
Alberta, and Saskatchewan), no patients with KD were known
to have received corticosteroids during the study period. In
one province (Newfoundland), there was no pediatric rheuma-
tologist and therefore no data were obtained. In the remaining
6 provinces, 32 patients with KD were treated with corticos-
teroids. Of these, 26 patients (81%) received corticosteroids
because of refractory KD and are the primary subject of this
report. A further 5 patients (16%) received corticosteroids
because of clinical evidence of congestive heart failure. One
patient received steroids because of persistent rash, conjunc-
tivitis, and irritability despite defervescence following IVIG
treatment. These 6 patients were not included in the subse-
quent analysis. All had normal CA at last followup.

Demographic and clinical features. Twenty-six patients with
KD (9 female, 17 male; mean age 4.2 yrs ± 2.6; range 0.4 to
10.3) were treated with corticosteroids because of either per-
sistent fever after treatment with IVIG, or recurrence of fever
within 48 hours of IVIG treatment despite initial improve-
ment. Three patients (11%) were under 12 months of age (one
under 6 months), and 4 (15%) were 7 years of age or older.
Seven patients (27%) were Caucasian, 6 (23%) Asian, and 2
(8%) were Black. In 11 patients (42%), ethnicity was not
recorded. All patients met diagnostic criteria for definite
KD1,2. The median duration of fever was 12 days (range 7-50
days). With the exception of 2 patients who had a very pro-
longed acute phase of their illness (50 and 35 days), and one
patient in whom the exact duration of fever could not be deter-
mined by chart review, the duration of the acute phase of KD
ranged from 7 to 18 days.

Treatment regimens. Treatment regimens of IVIG refractory
patients who received corticosteroids are summarized in Table
1. All patients received IVIG 2 g/kg at the time of diagnosis.
Twenty-one patients (81%) received IVIG within 10 days of
disease onset. The mean time to receive IVIG was 7 days from
onset of KD, with a median of 6 days (range 4-23 days). Prior
to corticosteroid treatment, 17 patients (65%) received 2 doses
of IVIG, 5 patients (19%) received a single dose of IVIG, and
4 patients (15%) received 3 or more doses of IVIG. Twenty-
five patients (96%) received high-dose ASA (50-104
mg/kg/day) during the acute phase of KD. Data were available
to determine the duration of high-dose ASA treatment in 19
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patients. The mean duration was 7 days (range 2–22 days.) On
average, patients discontinued high dose ASA 2.5 days after
their last day of fever. In 4 patients, high dose ASA was
replaced with low dose ASA at the onset of IVMP therapy,
prior to the patients becoming afebrile. One patient received
only low-dose ASA because of elevated liver enzymes.

Corticosteroid treatment. All patients received IV corticos-
teroids, between 6 and 49 days after onset of KD (median 12
days). Twenty-five patients (96%) were treated with one or
more pulses of IVMP (10-30 mg/kg/dose) (Table 1). Fourteen
patients (54%) received 3 consecutive daily pulses of IVMP,
8 patients received a single pulse of IVMP, one patient
received 2 pulses of IVMP, and 2 patients received 6 pulses of
IVMP. Eight patients (31%) who received IVMP subsequent-
ly received daily oral corticosteroids for variable time periods
(mean 3 mo; median 2.4 mo). One patient was treated with
daily IVMP (2 mg/kg/day) for 3 days followed by oral corti-
costeroids rather than pulse IVMP therapy. 

Effect of corticosteroids on fever. Twenty-two patients (85%)
had rapid and sustained resolution of fever within 48 hours of
receiving corticosteroids. Other acute phase symptoms and
signs of KD such as rash, lymphadenopathy, and conjunctivi-
tis also resolved promptly during corticosteroid treatment.
Four patients (15%) had initial resolution of fever followed by

recurrence within 48 hours. Of these 4, fever resolved after
initiation of daily oral corticosteroids in one patient. In the
remaining 3 patients, fever resolved after treatment with one
additional dose of IVIG. These 3 patients had each received
one dose of IVIG prior to IVMP treatment. Corticosteroid
treatment had consisted of 3 pulses of IVMP in 2 patients, and
6 pulses in one patient. At last followup, 2 of these patients
had CA aneurysms (one giant), and one patient who had
received 6 pulses of IVMP had normal CA. 

Coronary artery status prior to corticosteroids. Twenty-four
patients (92%) had an echocardiogram performed prior to cor-
ticosteroid treatment. Echocardiograms were done 5 to 35
days after disease onset, and between 0 and 22 days (mean 5,
median 3 days) prior to corticosteroids. Of these 24 patients,
10 (42%) had a CA lesion detected prior to corticosteroid
treatment. CA aneurysms, including one giant aneurysm,
were detected in 4 patients (17%). CA dilatations without CA
aneurysms were detected in 6 patients (25%).

Coronary artery outcome. All patients had echocardiograms
performed after receiving corticosteroid treatment. The first
post-steroid echocardiograms were performed between 1 and
82 days following treatment with IVMP (mean 7, median 18
days). Of the 10 patients with CA abnormalities detected prior
to corticosteroid treatment, abnormalities resolved in 6

805Lang, et al: Refractory KD

Table 1. Summary of demographics, treatment regimens, and echocardiographic studies in patients with corticosteroid-treated IVIG-refractory KD.

Demographics Treatment Regimen Baseline Echo Echo at Last Followup
Patient Age Sex IVIG (2 g/kg) Illness Day IVMP Dose IVMP Oral CS CAA CAD CAA CAD

(yrs) (M/F) Doses Prior to CS at IVIG Rx (mg/kg) Doses Y/N Y/N Y/N Y/N Y/N

1 4.4 F 2 4 30 1 N N N N N
2 10.3 M 2 11 30 2 N N Y N N
3 6.4 M 2 7 30 1 Y N N Y* N
4 3.8 M 2 6 30 1 N N Y N N
5 2.4 F 2 8 30 3 Y N N N N
6 0.7 M 2 5 30 3 N Y N N Y
7 3.2 F 2 12 30 3 Y N N N N
8 3.4 M 2 5 30 1 N N N N N
9 9.9 F 1 8 25 3 N NA NA Y N
10 4.4 F 2 NA 30 1 N N Y N N
11 4.4 M 2 4 30 3 Y N N N Y
12 0.7 M 1 6 30 3 N NA NA Y N
13 7.6 F 2 7 20 3 Y N N N N
14 7.3 M 3 5 30 3 N N N N N
15 5.5 F 2 7 2 6 Y N Y N N
16 4.0 M 2 5 30 1 N N Y N Y
17 1.1 M 2 5 30 3 N N Y N N
18 2.1 F 5 5 30 3 N Y N Y N
19 3.1 M 2 6 NA 3 N N N N N
20 0.4 M 3 23 30 3 Y Y* N Y* N
21 5.9 F 3 12 10 × 3; 30 × 3 6 Y N N N N
22 2.3 M 1 6 30 6 N N N N N
23 3.3 M 1 6 30 3 N Y N N N
24 4.8 M 2 5 30 1 N N N N N
25 3.1 M 1 5 30 3 N N N N N
26 5.4 M 2 7 30 1 N N N N N

NA: not available; M: male; F: female; Y: yes; N: no; IVMP: intravenous methylprednisolone; CS: corticosteroid; Rx: treatment; CAA: coronary artery
aneurysm; CAD: coronary artery dilatation without CAA: * giant CA aneurysm.
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patients. Persistent CA abnormalities occurred in the other 4
patients. One had multiple CA aneurysms, 2 had CA dilata-
tions, and one had a persistent giant aneurysm. 

Seven patients (27%) had CA abnormalities detected for
the first time after corticosteroid treatment. Two of these
patients had not had an echocardiogram prior to receiving cor-
ticosteroids. Of these 2 patients, one had received a 3 day
pulse of IVMP starting on day 10 of illness, and the other
starting on day 12. Their first followup echocardiograms were
both on day 13 of illness, and both showed CA dilatations.
Subsequent echocardiograms showed progression to CA
aneurysms that persisted at last followup (1-3 years) in both of
these patients. Moreover, fever persisted for 5 days after
IVMP treatment. The remaining 5 patients had normal base-
line echocardiograms performed between day 6 and 10 of ill-
ness, but subsequently were documented to have CA abnor-
malities after corticosteroid treatment. Two of these patients
developed CA aneurysms and 3 developed CA dilatations.
The timing of corticosteroid treatment, duration of fever fol-
lowing corticosteroids, as well as the timing and results of the
pre-steroid echocardiograms, and the first and last followup
echocardiograms in these 5 patients are summarized in Table
2. As indicated in this table, in the 2 patients in this group who
developed CA aneurysms, fever persisted after treatment with
IVMP, lasting for 3-10 days.

Overall, 8 of the 26 patients (31%) treated with corticos-
teroids developed CA aneurysms, including 3 with giant
aneurysms. Four patients had CA aneurysm detected prior to
IVMP. Pre-steroid echocardiograms detected the CA
aneurysm on day 6 to 27 (mean day 13) of illness, 2 to 22 days
(mean 10 days) prior to IVMP. Four patients had CA
aneurysm first detected after IVMP, which had been given on
day 10 to 24 of illness (mean day 15). In these patients, post-
steroid echocardiograms were performed on days 13 to 49
(mean day 23) of illness, 1 to 25 days (mean 9 days) after
IVMP. CA aneurysms, including 3 giant aneurysms, persisted
in 5 patients (19%), but aneurysms had resolved in the
remaining patients at the time of last followup (median 14
months; range 3 months to 5 years from diagnosis). Nine
patients (35%) developed CA dilatations without evidence of

CA aneurysms. In 3 patients these persisted at the last fol-
lowup (median 3 months; range 2.5-10 months). Of patients
with greater than or equal to one-year followup (n = 17), 46%
had resolution of CA abnormalities.

In univariate analysis, younger age (less than 12 mos) was
significantly related to the risk of developing a CA aneurysm
(p = 0.022), consistent with other studies. No relationship was
found between CA abnormalities and gender, duration of
fever, or treatment with IVIG within 10 days of illness onset. 

Adverse effects of corticosteroids. The sole reported adverse
reaction to pulse therapy with IVMP was an urticarial rash in
one patient. 

DISCUSSION
One of the major challenges in the current management of KD
is the treatment of patients who fail to respond to initial ther-
apy with IVIG27. Treatment of this subgroup of patients with
refractory KD has included additional IVIG, corticosteroids,
and much less commonly, various immunosuppressive agents
including cyclophosphamide and cyclosporin A27-29, as well
as plasma exchange30 and the monoclonal antibody against
tumor necrosis factor-alpha, infliximab31. In the current study,
KD refractory to IVIG was the most common indication for
corticosteroid use in patients with KD, and this treatment was
found to be effective in the treatment of fever in the majority
of patients. This is consistent with the limited published liter-
ature of corticosteroid use in refractory KD, in which prompt
defervescence with corticosteroid treatment has been reported
in small numbers of patients in 3 case series13,15,24. In addi-
tion, more rapid resolution of fever was seen with corticos-
teroids in the one prospective study of refractory KD patients
that compared pulse steroid therapy to additional IVIG16.

Corticosteroid use in our study population had a good
short-term safety profile, with no significant reported adverse
effects related to the infusion. The detection of CA abnormal-
ities for the first time after corticosteroid treatment in 7
patients raises the question of whether any of these changes
were related to the steroid treatment. However, the design of
this retrospective study, and the lack of echocardiograms just
before the use of IVMP, make it impossible to determine if
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Table 2. Timing and results of IVMP treatment and pre-and post-steroid echocardiograms in patients with normal echocardiograms prior to IVMP and CA
abnormalities first detected after corticosteroids.

Pre-Steroid Pre-Steroid IVMP First Post- First Post- Days of Echo at Last Echo at Last
Patient Echo (day of Echo (result) (day of Steroid Echo Steroid Echo Fever After F/U (result) F/U (mos)*

illness) illness) (day of illness) (result) IVMP

1 10 Normal 13 18 GCAA 3 GCAA 30
2 8 Normal 24 49 CAA 10 Normal 14
3 10 Normal 10 28 CAD 1 Normal 17
4 6 Normal 12 28 CAD 0 Normal 5
5 6 Normal 6 9 Normal 1 CAD 2.5

IVMP: intravenous methylprednisolone; GCAA: giant coronary artery aneurysm; CAA: coronary artery aneurysm; CAD: coronary artery dilatation. * Months
after onset of KD.
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corticosteroids played a role in the development of CA abnor-
malities. In 2 of these patients who had CA abnormalities first
detected after IVMP treatment, echocardiography had not
been performed prior to corticosteroid treatment, and it is
therefore possible that CA abnormalities pre-dated corticos-
teroid treatment. In the 5 patients with normal baseline
echocardiograms, who had CA abnormalities documented for
the first time after corticosteroids (Table 2), the significant
time periods between the pre-steroid echocardiograms and the
first followup echocardiograms after IVMP, also make it
impossible to determine if corticosteroids affected CA out-
come. The echocardiograms prior to corticosteroid treatment
were performed very early in the disease course (mean: day 8
of illness), and the echocardiograms showing CA abnormali-
ties after corticosteroid treatment were performed between
day 18 and 49 of illness (mean: day 23). It is, therefore, quite
possible that these findings represent the natural history of the
disease, as maximal CA dimensions have been reported 2 to 4
weeks from the onset of KD. The finding that fever persisted
for greater than 24 hours following IVMP in the 2 patients in
this group who developed CA aneurysms (Table 2) suggests
that continuing active disease may have played a role in
aneurysm formation. In the small prospective study of patients
with refractory KD reported by Hashino, et al, CA abnormal-
ities were also detected for the first time after corticosteroid
pulse therapy. In that study, there was no statistically signifi-
cant difference in the incidence of CA abnormalities found in
the group treated with 20 mg/kg IVMP (77.8%) versus the
group who received a third dose of 1 g/kg IVIG (62.5%)16.
However, the study included only 17 patients, 9 of whom
received corticosteroids, and did not have sufficient power to
detect a beneficial or harmful effect of corticosteroids. In the
3 patients with transient CA dilatation during pulse therapy,
the diameter of all CA had returned to baseline values 21 days
after corticosteroid treatment16.

Both the potentially beneficial and deleterious vascular
effects of corticosteroids must be considered when contem-
plating their use in KD. Theoretically, corticosteroids should
be effective in the treatment of KD, because the pathologic
abnormality of the coronary arteries is a medium vessel vas-
culitis. The use of corticosteroids is widely accepted as part of
standard treatment in most forms of vasculitis32. High doses
of corticosteroids result in decreased inflammation by sup-
pressing cytokine production, as well as by decreasing
endothelial expression of cellular adhesion molecules24,33,34.
Nevertheless, there are concerns that corticosteroids have the
potential to impair remodeling of damaged vessel walls and
may predispose to the development of aneurysms16,18,35,36.
Smooth muscle proliferation and intimal thickening are
believed to be the mechanisms of CA repair and aneurysm
regression in KD3,37. In vitro studies have shown a reduction
in the proliferative capacity of smooth muscle cells in the
presence of corticosteroids38,39, with the most pronounced
effect seen in injured vessels. Cytokines that are involved in

the reconstruction of the inflamed coronary vessel wall may
also be inhibited by corticosteroids35,40. The procoagulant
effect of corticosteroids is also of concern, particularly in the
subacute phase of KD when the risk of thrombosis is high-
est13. Most patients in our series were treated with high dose
pulse therapy with IVMP, which provides a potent antiinflam-
matory effect but has a very short half life41. It is possible that
high dose pulse therapy, administered for a limited time dur-
ing the acute disease together with administration of ASA,
may turn off proinflammatory cytokines and the benefits may
outweigh the potential negative effects on the vascular remod-
eling process. 

A high prevalence of CA abnormalities was detected on
echocardiograms performed on our study patients prior to cor-
ticosteroid treatment (42%). This likely reflects the fact that
this was a select group of patients, all of whom had failed to
respond to IVIG12,13,16,42. Previous studies that have also
shown a high frequency of CA abnormalities among patients
who have failed initial IVIG treatment include Hashino, et
al16 48.6%; Fukunishi, et al43 38.5%; Han, et al11 76%; and
Wallace, et al13 27% (CA aneurysms only). Prolonged dura-
tion of fever, which is the most consistent predictor of poor
coronary outcome44,45, likely contributed to the high frequen-
cy of CA abnormalities in our patients (median fever duration
12 days, range 6-49). It is reassuring that the frequency of CA
abnormalities persisting at or beyond one year followup had
decreased by close to 50%, which is consistent with previous
studies3,11, and suggests that corticosteroids did not signifi-
cantly delay the healing process. This needs to be confirmed
in future studies.

Limitations of this study include its retrospective nature,
the lack of a control population, and the fact that patients were
assessed in different institutions and received varying treat-
ment regimens, including variable timing and numbers of
IVIG infusions, and different doses and numbers of pulse
IVMP. In addition, echocardiograms were not all assessed by
a single cardiologist, Z scores could not be calculated because
of missing data due to the retrospective nature of much of this
review, and not all children had an echocardiogram within one
day of starting steroids or within one day of becoming
afebrile. The timing of echocardiograms is critical in deter-
mining the possible effects of corticosteroids on CA outcome,
and the variable timing of echocardiograms in this study made
it impossible to determine if corticosteroids played a role in
the development of CA abnormalities. Nevertheless, the pres-
ence of a collaborative network of Canadian researchers
(CPRA members) made possible a review of the national
experience of corticosteroid treatment in KD, and as a result,
the number of IVIG-refractory, corticosteroid-treated patients
in this study is larger than in any previous report. 

We conclude that persistent or recurrent fever is the most
common indication for corticosteroid use in KD in Canada.
Corticosteroids appeared effective for fever resolution in
refractory KD and had a good short-term safety profile.
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However, our study, like the growing body of literature on
corticosteroid use in KD, could not determine if there was a
beneficial or harmful effect of corticosteroids on CA outcome
in this subgroup of KD. It is reassuring that many of the
patients treated with corticosteroids had resolution of CA
abnormalities on echocardiography at last followup. Had
echocardiograms been routinely performed just before steroid
use, and correlated with the length of continuing disease after
corticosteroids, then the data would be more appropriate to
answer the question of effects of corticosteroids on CA out-
come. In the absence of specific therapy for KD directed
against the causative agent(s), a multicenter randomized con-
trolled trial of corticosteroids in patients with IVIG refractory
KD is needed to evaluate their effect on coronary artery out-
come.
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