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KIKUCHI-FUJIMOTO DISEASE IN YOUNG MALE:
A CASE REPORT
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Abgract: A 23-year-old male presented with fever, cough and lymphadenopathy of one months’ duration. Lymph node biopsy revealed
a diagnosis of Kikuchi's disease. Although the disease has been recognized worldwide, to our knowledge no cases have been reported

previously from Vidharbha region.
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INTRODUCTION

Kikuchi-Fujimoto disease- KD (higtiocytic necrotizing lymphadenitis)
wasfirst described in Japan in 1972 and is now recognized worldwide
with a higher prevdence in the east Asian populaion there have been
sporadic case reports from Europe and Americaand by late 1994 there
had been some 120 casesdescribed intheworld literature?3. Itisabenign
disorder, predominantly affecting young women with a predilection for
carvicd lymphadenopathy. It is adistinct clinicopathologica entity of
unknown etiol ogy. About 16.6%t040% of patientswith KD arereported
to have cutaneous involvement. No diagnogtic laboratory tests are
avallablefor KD. Thedefinitediagnosisof KD canbemadereliably only
via higtopathologic study from an open biopsy of the affected lymph
nodes Theintermingling of distinctivecrescentichistiocytes, karyorrhectic
debris, and plasmacytoid monocytesintheform of nodulesand thepauicity
of neutrophils are consistent findings that should permit a confident
histpathlologic diagnosis of KD®.

CASE REPORT

A 23-year-oldmdepresented to uswithfever, cough and lymphadenopathy
of one month duration. Firm, discrete, non-tender lymphadenopathy
involving bilaterd degp cervical and left axillary groups was present.
Vitaswas stable. Systemic examination did not reveal unusud findings.
Hishematological investigationsshowed anemia(Hb, 8 g%0), leucopenia
(total leucocyte count, 3,200/cmm) and mild thrombocytopenia (platelet
count, 1,10,000/cmm); the ESR was 95 mm/h and direct coombs test
wasnegaive. Urine anaysis showed traces of proteins and the 24-hour
urine protein was 164mg. The blood glucose, liver function tests, blood
urea, serum creatinine, and ECG were norma. A chest X-ray and
ultrasonography of abdomenwerenormal. Blood VDRL, HIV(ELISA),
Mantoux test and rheumatoid factor werenegative. FNAC of theaxillary
lymphnodewassuggesticveof Kikuchi’sdisease. Henceexcisonbiopsy
wasperformedwhichreved ed adenseinflammatory infiltrateandfibrogs.
Theinfiltratewascharacterized by lymphoid tissueswith germind centers
and numerous eosinophils with easinophilic microabscess formation. A
proliferation of small venule-sized vessels was noted. There was no
evidence of malignancy and no organisms were noted. The patient was
started on antibictics. After afollow up period of one month patient was
symptomaticaly better. Ondinicd examinaionadl thecervicd and axillary
glands disgppeared; the antibiotics were then stopped.

DISCUSSION

Kikuchi-Fujimoto disease(K D) isnow awell-known, benign, saif-limiting
disease. Theyoungest patient described to datewas 8 years, 8month ol cf.
KD predominantly affectsfemaes(madefemaeratio 1:4), withamean
age of 30 years. The disease commonly presents with cervical
lymphadenopathy, which may be painless and isolated, or accompanied
by diffuselymphadenopathy, fever, chills, myagiaand non-specificskin
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lesons. Systemic symptomsare severewhen extra-nodd involvement is
present. Although recurrences are possible, it clears pontaneoudy in 1-
4month’. Thisdisease usudly involves cervica lymph nodes, however,
involvement of axillary, mesenteric, mediastina, inguind, intraparotid,
iliac, celiac, and peripancresticlymph nodeshasbeen reported aswel 138°,
The cause of thisrare, salf-limiting disease remainsunknown. It may be
dueto ahyperimmune reaction to aninfectious agent. Severd infectious
agents, including Epstein-Barr virus, HHV-6, HIV, Parvovirus b19
Yerdnia, and Toxoplasma have been suggested'.

Clinicaly, tuberculous lymphadenitis remains a major differential
diagnoss, epecidly in developing countrieslike India. Patientsmay be
empiricaly started on antitubercul oustherapy (ATT), withno Significant
response. Biopsy of the lymph node reveds the actua diagnoss®. The
clinica manifestations include lymphadenopathy, fever, cutaneous
erythema, diarrhea, vomiting chest pain, arthralgia, and
hepatosplenomegaly*s. Patients with Kikuchi-Fujimoto disease may
develop anemia, leukpoenia, atypical lymphocytosis ,and raised
erythrocytesadimentationrate. Histologicdly, KD hasto bedifferentiated
from Indiaand™. KD issdf-limiting, as spontaneous improvement and
disgppearance of symptoms frequently ocean whthin 1 to 6 months of
initid onset. However , recurrence of lymphadenopathy; and fatal cases
have been reported®. Corticosteroids are suggested as an appropriate
treatment'2. Recent therapeutic options for KD include ciprofloxacin®,
chlorogine and hydroxychloroquine®™. Response to antimicrobias
suggests a possible microbid etiology****; KD should be considered in
thedifferentia diagnosisof cervica lymphadenopathy.
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