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Kikuchi’s disease: Case report in Srisan'ngr'-ns’ilkhothai Hospital
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ABSTRACT
Background
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Conclusion

: Kikuchi’s disease (KD) or Kikuchi-Fujimoto disease (KFD) or Histiocytic

necrotizing lymphadenitis (HNL) is a rare, benign self-limiting disease.
It is rare in Thailand. Searching of Kikuchi’s disease in Thailand via
internet, only 3 papers presented by pathologists and medicine doctors

were found.

: To report a case of KD in ENT department, Srisangwornsukhothai

Hospital and review the literatures.

: Case report

: A 25 year-old woman had a right posterior cervical lymphadenopathy

of one week’s duration. She did not responded to antibiotic treatment.
Fine needle aspiration suggested reactive lymphoid hyperplasia. Lymph
node biopsyrevealed a diagnosis of Kikuchi’s disease. The literature

review is presented.

: KD should be considered as a differential diagnosis in patients who

had cervical lymphadenopathy and not respond to antibiotic treatment.
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Kikuchi’s disease (KD) or Kikuchi-
Fujimoto disease (KFD) or Histiocytic necro-
tizing lymphadenitis (HNL) was first
described in 1972 by Kikuchi' and Fujimoto
et al’ as a benign, self-limiting disease. In
1985, Gleeson et al reported the first case
in the otolaryngologic literature®. Most reports
have been published in pathologic and
medicine literatures. Searching of Kikuchi’s
disease in Thailand, only 3 papers presented
by pathologists and medicine doctors were
found.***

KD is an Asian predilection, which
mostly affects young females between 20-30
years of age. The female to male ratio of
KD is about 3-4:1"". In Thailand, there is a
23 case-review paper, showing female to male
- ratio of 3.6:1. KD is usually present with
cervical lymphadenopathy. Some patients
may have low-grade fever, weight loss,
anorexia, fatigue, nausea or vomiting,

The etiology of KD is unknown, but

an abnormal autoimmune reaction after viral
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Introduction

infectioin has been suggested 11. Several
microorganisms such as Epstein-Barr virus, -
Human herpes virus”, Cytomegalovirus,
Toxoplasma and Yersinia Enterocolitica have
been studied. However, no research has
confirmed a relationship between KD and
those microorganisms".

KD should be excluded from tuber-
culosis, lymphoma, systemic lupus erythe-
matosus (SLE), etc. Laboratory studies are
useful in ruling out other diseases, such as SLE.

The definite diagnosis is only archieved
by pathologic study from tissue biopsy.

KD usually resolves in 1-6 months.
But recurrent lymphadenopathy has also be
reported

Case report

A 25 year-old single female had a right
cervical mass and mild sore throat for 1 week.
She had no fever, weight loss or loss of
appetite. Physical examination showed 2

enlarged lymph nodes, with sizes 0.5 and 1.0
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cm in diameter, at the right posterior cervical
region. The lymph nodes were firm, mild-
tender and slightly movable. Pharynx and
tonsils were not infected. Her vital signs and
other organ examinations were normal. She
had received antibiotic treatment for 10 days
prior to her visit to ENT department.

At ENT department the patient showed
no further symptoms except the lymph nodes
were more enlarged. Physical examination
revealed 3 posterior cervical lymph nodes,
with sizes 1.0, 1.5 and 1.5 cm in diameter.
Head and neck examinations were normal.

Fine needle aspiration was performed.
The pathologic report one week later was
suggestive of reactive lymphoid hyperplasia.
However, as the lymph nodes were still large,
the patient was sent to operative room the
following week for excisional biopsy. The
pathologic report revealed the lymph node
tissue with large areas of necrosis with
abundant nuclear debris and nuclear frag-
mentation. The nuclear debris areas were
surrounded by transformed lymphocyte and
histiocytes that showed some nuclear atypia.
Special stain for acid fast bacilli was negative.
The pathologic diagnosis was histiocytic
necrotizing lymphadenitis. The patient was
prescribed NSAIDs for treatment of nodal
pain with a follow-up appointment 2 weeks
later. Laboratory test Complete blood count
(CBC) showed WBC of 6,770/cumm with
59% neutrophils, 26.7% lymphocytes, 37.9%
hematocrit, and platelet of 203,000. Erythro-

cyte sedimentation rate (ESR) was 12 mm/
hr. Anti HIV was negative and antinuclear
antibody (ANA) was negative. Chest x-ray
showed mild infiltration at left lower lung
but she has no respiratory symptoms.

She had no additional symptoms but
a new neck node, sized 1 cm in diameter,
was developing below the incisional wound.
She was prescribed prednisolone 30 mg/day
for 1 week. The lymph node still persisted

but decreased size. She is still followed up.

Discussions

KD is a rare, benign, self-limiting
disease, which usually affects 20-30 year-
old females. Female to male ratio is about
3-4:17-10 and in Thailand the female to male
ratio is 3.6:1". The ratio is different in children.
A report of KD in 23 children in Taiwan
shows the ratio of girl to boy of 1:1.9™

KD is usually present with cervical
lymphadenopathy (80%)®, however lymph
node can be present at axilla’, groin, parotid
area', etc. In patients with cervical lymphiad-
enopathy, the posterior cervical triangle is
predilection (65-70%)" ™. Unilateral invol-
vement is more common than bilateral
involvement and multiple nodes are more
typical than single node". For example, this
patient has multiple nodes at right posterior
cervical triangle. Other symptoms include
low-grade fever, weight loss, anorexia, fatigue,
nausea, and vomiting”. Hepatomegaly or

splenomegaly are also reported'*”, Cutaneous
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lesions were reported as maculopapular,
mobiliform or rubella-like, urticarial and
drug erupfion—like lesions™.

Laboratory tests are useful to rule out
the other diseases, but do not confirm KD.
Chest x-ray is helpful in finding clues of
TB or Tumor while Antinuclear antibody
(ANA) may indicate the association to SLE.
Patient with KD may have mild leucopenia
(16.6-58.3%)™ ' ' increased erythrocyte
sedimentation rate (ESR) and C-reactive
protein(CRP)**'*7#?* My patient showed
normal CBC, ESR, AntiHIV and ANA but
these tests were done after pathologic report
was received (about 2 months from the onset).
Chest x-ray showed mild infiltration at left
lower lung although she had no respiratory
symptoms. TB or Tumor is not likely.

KD should be differentiated from
tuberculous lymphadenitis, malignat lym-
phoma, SLE, cat-scratch disease, toxoplamosis,
AIDS, Yersinia lymphadenitis, Kawasakis
disease and infectious mononucleosis' . TB
LN exclusion is important because of its
high prevalence in Thailand and different
treatment. Previous reports have shown the
association between KD and SLE at about
1.3-7%'% % 2% Both diseases can precede,
coincide or follow with each other®* &% 2%
Some authors recommended that patients
with KD should be monitored for SLE in
the long term'™?.

Definite diagnosis can be achieved by

excisional biopsy, but uses of fine needle

aspiration (FNA) in diagnosis have also been
reported28. The pathologic findings of KD
are patchy eosinophilic necrosis especially in
paracortex, karyorrhectic debris (karyorrhexis
= rupture of the cell nucleus in which the
chromatin disintegrates into formless granules
which are extruded from the cell), clusters
of plasmacytoid T cells, trasformed lym-
phocytes (immunoblasts) predominantly
T cell, histiocyte and macrophages containing
degenerated lymphocyte nuclear debris, and
absence of neutrophils® "%,

SLE pathology may look similar to KD
as both show necrotic area with histiocytic
and immunoblastic infiltration but the
presence of plasma cell and hematoxylin
bodies will confirm diagnois of SLE.

In this case, FNA showed reactive
lymphadenopathy, but the lymph nodes still
enlarged and the patient was worried.So after
a complete head and neck examination the
patient was sent to operative room for
excisional biopsy and the definite diagnosis
was archieved.

KD usually resolves without treatment
in several weeks to 6 months. Some authors
use corticosteroids to speed up results or
prevent serious outcome in complicated
cases'**## KD recurrent rate ranges from
1.3-4% but recurrent disease still shows no

malignant transformation®* 2,
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Conclusion Acknowledgement

KD should be considered as one of

the differential diagnoses in patients with

cervical lymphadenopathy and not respond

to antibiotic treatment.
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