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ARTICLE INFO                                        ABSTRACT 
 

 
 
 

Kikuchi’s Disease is a rare benign cause of Lymphadenopathy occurring in young females, it is 
idiopathic and self-limiting. A middle aged female patient presented with cervical 
lymphadenopathy, not responding to broad-spectrum antibiotics and investigation leading to no 
specific diagnosis. Clinically thought of tubercular infection and finally biopsy confirmed 
Kikuchi’s disease. Responded to oral steroids & analgesic. She had some unusual presentation, 
which are highlighted in this paper. 
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INTRODUCTION

 

 

Kikuchi’s disease presents as lymphadenopathy, mainly 
posterior cervical with fever in young females. It is a rare 
disease, which may cause diagnostic difficulties and may 
warrant unnecessary medication if no correct diagnosis is 
reached. Condition is idiopathic, benign, self-limiting but 
Steroid may be given for severe symptoms. 
 

Case Presentation 
 

A 50 year old female from rural background presented in our 
OPD mainly as left side neck lump for three weeks (Fig.1), 
slowly progressive in size, mild pain in neck movements. No 
fever, no oropharyngeal or respiratory complaints, no history 
of preceding illness,no loss of appetite, or weight. No past 
history or family history  of tuberculosis. No family history of 
Lymphoma, leukemia or SLE. Initial examination showed left 
side neck mass, firm and tender, approximately 3x3 cm size, 
not freely mobile. Fluctuation and transillumination tests were 
negative. Oral cavity, oropharynx, larynx and chest were 
normal. Infective pathology was kept in mind with differential 
diagnosis of Tuberculosis.  
 

Patient was kept on Amoxicillin and clavulanic acid 625 twice 
a day with Paracetamol for two weeks and asked for 
investigations. Hemoglobin was 11.6 gm %, Total and 

differential counts were normal, corrected ESR was raised; 
blood sugar and thyroid profile was normal. Hbs Ag, HIV 1/2 
and HCV tests were non reactive. X-Ray chest revealed 
calcific foci at left side against 1st rib and bilateral Hilar 
prominence.  Ultrasound neck showed hypoechoic SOL, seen 
in left cervical region lateral to left lobe of thyroid measuring 
3.1 x 2.5 cm, having well defined margins and faint enhanced 
through transmission, no other lymphadenopathy present, 
suggesting left Jugular lymphadenopathy. U/S abdomen was 
showing grade 1fatty liver, no lymphadenopathy seen. FNAC 
showed purulent aspirate and microscopy revealed suppurative 
adenitis. The treatment was continued for 2 weeks and patient 
came with enlargement of node with increase in pain. The size 
now was 5x4 cm. tender and more restricted mobility. The 
diagnosis of tuberculosis was kept in mind and she was 
advised incisional biopsy. During surgery the mass was 
adherent to surrounding structures, with thin wall cavity, 
around 7 ml pus was collected and sent for cytology, AFB and 
wall was incised and sent for histopathology. The surgical 
finding was also suggesting tubercular lymph node. Patient 
denied for tuberculosis culture and sensitivity of Pus sample 
due to its cost. There was no growth of any organism after 48 
hrs of incubation and smear was negative for AFB. 
Histopathology (Fig. 2, 3, 4, 5) revealed partial effacement of 
lymph node with necrotizing lesion. There were abundant 
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Karyorrhetic debris, scattered fibrin deposits, collection of 
mononuclear hystiocytic cells and chronic inflammatory 
infiltrates. MultipleGiant cells also seen suggesting 
Hystiocytic (Kikuchi’s) necrotizing Lymphadenitis. Patient 
was kept on oral steroids (Methylpredinisolone 4 mg twice a 
day) and analgesics for one week, gradually symptoms 
regressed and after 20 days she was symptom free with no 
lump palpable in neck. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 1 Picture of Patient showing Neck Node.
 

 

Figure 2 Partial effacement of lymph node structure with irregular 
paracortical area of coagulative necrosis along with lymphoid

 Follicles with germinal centre. 
 

 

Figure 3 Necrotic foci containing karyorrhectic debris, is surrounded
 By reactive histiocytes, plasmacytoid monocytes, lymphocytes and 

immunoblasts. 
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DISCUSSION 
 

Kikuchi’s disease also known as Kikuchi’s
and hystiocytic necrotizing Lymphadenitis is a rare disease of 
younger women although it has been reported in males 
also.(1)It was first described by Kikuchi in 1972 in Japan and 
in same year by Fujimoto et al. (2,3) Although prevalent 
worldwide it is more common in Asia specially in Japan. It can 
be confused with Tuberculosis and Lymphoproliferative 
disease. Fever is the most prominent symptom with cervical 
lymphadenopathy. Systemic sy
weight loss, diarrhoea and arthritis may also occur. Rash 
similar to Lupus or Rubella may occur. (4) Ataxia, tremors and 
aseptic meningitis have also been reported. (5)Generalized and 
painful lymphadenopathy has been reported
weight loss and rashes may be present and are more common 
with extra nodal involvement
association with viral infections or autoimmune disease like 
SLE, mixed connective tissue disease and Still’s disease has 
been hypothesized. No causal relationship is confirmed. (6) 
Pathogenesis is not certain but it is postulated t
inciting agent results in activation of T lymphocytes and 
Histiocytes. Proliferating T cells undergo apoptosis,leading to 
multiple paracortical areas of coagulative necrosis within 
Lymph node. This is followed by removal of nuclear debris by 
Histiocytes.(8) 
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Necrotic foci containing karyorrhectic debris, is surrounded 
By reactive histiocytes, plasmacytoid monocytes, lymphocytes and 

Figure 4 Necrotic foci containing karyorrhectic debris surrounded by 
thrombosed blood vessels and histiocytic cells.
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Kikuchi’s disease also known as Kikuchi’s–Fuzimoto disease 
and hystiocytic necrotizing Lymphadenitis is a rare disease of 
younger women although it has been reported in males 
also.(1)It was first described by Kikuchi in 1972 in Japan and 

me year by Fujimoto et al. (2,3) Although prevalent 
worldwide it is more common in Asia specially in Japan. It can 
be confused with Tuberculosis and Lymphoproliferative 
disease. Fever is the most prominent symptom with cervical 

Systemic symptoms like night sweat, rash, 
diarrhoea and arthritis may also occur. Rash 

similar to Lupus or Rubella may occur. (4) Ataxia, tremors and 
aseptic meningitis have also been reported. (5)Generalized and 
painful lymphadenopathy has been reported. Fever, malaise, 
weight loss and rashes may be present and are more common 
with extra nodal involvement Etiology is unknown but 
association with viral infections or autoimmune disease like 
SLE, mixed connective tissue disease and Still’s disease has 
been hypothesized. No causal relationship is confirmed. (6) 
Pathogenesis is not certain but it is postulated that some 
inciting agent results in activation of T lymphocytes and 
Histiocytes. Proliferating T cells undergo apoptosis,leading to 
multiple paracortical areas of coagulative necrosis within 
Lymph node. This is followed by removal of nuclear debris by 
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The role of Epstein Barr virus (EBV) and other viruses 
remains controversial. serological tests including antibodies to 
EBV, cytomegalovirus, and a host of other viruses have 
consistently proven non contributory. A viral infection is 
possible cause but never proved ultrasturcturally. Some 
physiochemical factors like pacemaker and silicon breast 
implantation have also been pointed out. (7) 
 

Wide range of laboratory investigations are normal in these 
patients, anemia, raised ESR Leucopenia (25-58%) and 
leukocytosis (2-5%) have been reported. Diagnosis is made on 
Histopathology. Irregular paracortical areas of coagulative 
necrosiswith abundant karyorrhatic debris and a large number 
of different types of Histiocytes are there. Incomplete 
architectural effacement with patent sinuses, presence of 
multiple reactive histiocytes, scares or absent mitotic 
featuresand absence of Reed Sternberg cells differentiates 
from Lymphoma.(9) There is no definite treatment for 
Kikuchi’s disease but it is self-limiting in 1 to 4 months time. 
Severe symptoms may need high dose glucocorticoids and 
immunoglobulins. (10) Generally symptomatic treatment is 
enough. Patients should be followed as recurrence in 3-4 % 
case (11) is reported and patient may turn into SLE in future. 
Unusual presentation in present case is age of this patient 
being 50 yrs, although case reported in previous literatures is 
younger less than 40 years, there was no fever either preceding 
or during lymph node enlargement. The lymph node was fixed 
to surrounding and larger in size (5x4 cm) than reported in 
literatures (0.5 to 4 cm). Anterior triangle involvement instead 
of posterior triangle as has been reported in 88.5% cases. (8) 
 

CONCLUSION 
 

Being rare entity it is not suspected by clinicians in patients 
presenting with lymphadenopathy and presentation is almost 
similar to tubercular lymphedenitis. Being a self limiting 
disease it may go unnoticed or may be treated on lines of 
tuberculosis and response thought to be due to Anti tubercular 
treatment. In our country tubercular adenitis is very common 
and clinical or empirical anti-tubercular treatment is common. 
It means kikuchi’s disease may be more common than thought 
and we may be missing it in want of biopsy in each case of 
lymph node enlargement which does not respond early to 
broad spectrum antibiotics. On the other hand without biopsy 
unnecessary anti tubercular treatment may be given and 
disease thought to respond to this. 
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