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Case Report

Kikuchi disease masquerading under a deviant presentation
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A B S T R A C T

Kikuchi disease also known as histiocytic necrotizing lymphadenitis, is a benign and self-limited disease
mainly affecting women.
Clinically and histologically, the disease is mistaken for lymphoma or systemic lupus erythematosus. It
merits recognition and importance since it almost always runs a benign course and resolves in several
weeks to months. Complications are rare and the prognosis is excellent. We report a case of Kikuchi
Disease in a male patient with a deviant presentation.

© 2019 Published by Innovative Publication. This is an open access article under the CC BY-NC-ND
license (https://creativecommons.org/licenses/by/4.0/)

1. Introduction

Kikuchi disease was first described by Dr Masahiro
Kikuchi in 1972.1 Fujimoto and colleagues independently
described kikuchi disease in the same year.2 Clinically and
histologically, the disease is mistaken for lymphoma or S
ystemic L upus Erythematosus.3 It occurs commonly in
young women.4 It most commonly presents with localized
lymphadenopathy in the cervical region.5 It is associated
with fever and leukopenia upto 50% of cases.

Etiology of kikuchi disease is unknown. C ertain
causative organisms like Epstein-Barr virus (EBV), Human
T-cell L ymphotrophic virus type I (HTLV-1), Human
Herpes Virus 6 (HHV-6), Parvovirus B19, Cytomegalovirus
(CMV), Brucella, Yersinia enterocolitica and parainfluenza
virus have been implicated.6

This case is presented in vie w of its deviant presentation
with clinical suspicion of multiple pyogenic abscess.
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2. Case Summary

A 37 year old male patient presented with generalized
lymphadenopathy of one month’s duration. The patient ini-
tially developed a painless swelling over left infraclavicular
region and subsequently developed another swelling over
right inguinal region, which was associated with fever and
pain. He also complained of decreased appetite for two
weeks. Patient was a known case of type 2 diabetes mellitus
under treatment since two years.

2.1. Ultrasonography

Revealed left infraclavicular, bilateral axillary and right
inguinal lymphadenopathy associated with necrosis. A
provisional clinical diagnosis of multiple pyogenic abscess
was offered.

2.2. Fine Needle Aspiration

Of left intfraclavicular and right inguinal lymph nodes
yielded pus-like material. Smears studied were scantily
cellular and showed degenerating neutrophils against a
background of dense karrhyorhectic debris. A cytological
diagnosis of Acute Suppurative inflammation was arrived
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at (Figure 1). Ziehl – Neelson stain for Acid Fast bacillus
was negative Culture of pus yielded Methicillin Resistant
Staphylococcus aureus. The left intfraclavicular and right
inguinal lymph nodes were excised and submitted for
histopathological examination.

2.3. Gross examination findings

Received three lymph nodes, largest measuring 3×2×1.5
cm. Cut section was grey white.

2.4. Microscopic findings

Revealed effacement of nodal architecture and replacement
by abundant karyorrhectic debris admixed with mononu-
clear cells showing the predominance of histiocytes and
scattered fibrin. (Figure 2)

2.5. Final diagnosis

Kikuchi Disease

Fig. 1: FNA smears showing degenerating neutrophils against
dense necrotic background

Fig. 2: HP section showing effaced nodal architecture,
replacement by dense necrosis with mononuclear cells

3. Discussion

Kikuchi disease, also known as histiocytic necrotizing
lymphadenitis was originally described in young women.
It is a rare benign condition of unknown etiology and it is
characterized by cervical lymphadenopathy and fever.7,8 It
resolves in several weeks to months. Disease recurrence is
rare. Fatalities though rare, have been reported.9

Histopathological examination of involved lymph nodes
helps in differentiating Kikuchi Disease from several other
conditions like T uberculosis or Lymphoma. Hence,
recognition of two conditions are crucial and awareness of
this disorder helps prevent misdiagnosis and inappropriate
treatment.10

While pathogenesis of Kikuchi Disease is unknown, the
clinical presentation, course and histopathological changes
suggest the possibility of an autoimmune response by
T cell and histiocytes to an infectious agent. Several
viruses like Epstein-Barr virus (EBV),11,12 Human T-cell
Lymphotrophic virus type I (HTLV-1), Human Herpes Virus
6 (HHV-6), H uman Herpes Virus 8 (HHV-8),13 Parvovirus
B19,14 Paramyxovirus and Parainfluenza virus have been
implicated. Apoptotic cell death mediated by cytotoxic
CD8 positive Tlymphocytes is the principal mechanism of
cellular destruction.15–17 A possible role of Interferon γ and
I nterleukin (IL-6) is suggested in the pathogenesis of this
disease.18

The most common clinical presentation is with fever
and cervical lymphadenopathy as seen in the present case.
Fever is the primary symptom in 30% to 50% of patients
and is typically of low grade, persisting for about a
week.19 The common clinicopathological findings include
lymphadenopathy in all cases, leukopenia in 43%, increased
ESR in 40%, anemia in 23% skin rash in 10%, arthritis in
7% and hepatosplenomegaly 3% of cases.20

Kikuchi disease is most often associated with localized
involvement of lymph nodes, the cervical lymph nodes
being the most frequently involved group. There may
be extensive nodal involvement of other sites including
axilla, epitrochlear, mediastinal, inguinal, intraparotid, iliac,
retroocular, peri-pancreatic nodes.21

Histopathology plays a crucial role in the diagnosis and
management of Kikuchi Disease.

4. Conclusion

Kikuchi Disease is a rare, benign, self-limiting disease
of unknown etiology and needs to be differentiated
from other close mimics like Tuberculosis or Lymphoma.
Histopathological examination of the lymph node plays
a crucial role in the prompt diagnosis and effective
management of this condition.
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