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— CASE REPORT —

Kimura Disease — Not Every Lymphadenopathy
is Malignant
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Abstract

Introduction. Any obvious lymphadenopathy should be given careful attention and thorough evaluation. With
a spectrum of diseases presenting with l[ymphadenopathies, the clinical presentation, along with histo-
pathological correlation, is important for the final diagnosis.

Case. We are presenting a case of symptomatic lymphadenopathy for 1 month in a middle-aged woman, who,
on evaluation, was found to have Kimura disease, a chronic inflammatory condition with unknown etiology, on
excision biopsy. The patient was initially treated with corticosteroids, causing the disappearance of lymph
nodes and symptomatic improvement. After five months, she had a recurrence of symptoms on steroid tapering,
which was managed with an increase in the dose of oral corticosteroids, leading to resolution of symptoms.

Conclusion. Kimura disease is a chronic inflammatory condition. Patients present with lymphadenopathy
along with B symptoms.Surgery, immunosuppression and radiotherapy are treatment options.
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Introduction of these cases is often complicated by a range of
symptoms similar to those of endemic disease.
Lymphadenopathy is one of the most common symptoms
occurring with varied differential diagnoses, according to

Diagnostic advancements have made it possible to
diagnose rare diseases. They present with common
symptoms, but often remain undiagnosed. The diagnosis
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age, not strictly so. It needs a histopathological
examination if it persists for a long time. In India,
Lymphadenopathy is most commonly attributed to
tuberculosis and other endemic diseases. [1] Lymphoma
accounts for only nearly 5% of patients with
lymphadenopathy. [2] Patients of middle age presenting
with generalized lymphadenopathy often raise suspicion
of malignancy; sometimes, rare diseases are contributory.
Kimura disease is a non-malignant condition caused by
chronic inflammation of unknown etiology. The discase
has seen a preponderance towards the Asian population,
with more males affected than females.[3] Patient
presents with painless subcutaneous nodules with or
without lymphadenopathy, mainly in the head and neck
region, with a few presenting with salivary gland and
renal involvement.[4] Lymphadenopathy in the visceral

Image 1a

region is documented but occurs rarely. Salivary gland
involvement is more common in males, while
lymphadenopathy is more common in females. [5] Serum
IgE is elevated in most cases, along with peripheral
eosinophilia.[6-7] Patients may have systemic symptoms
such as fever, weight loss, and night sweats, so a thorough
assessment is necessary. Diagnosis is established by a
biopsy demonstrating features of
eosinophilia, florid follicular hyperplasia, interstitial
fibrosis, and eosinophilic abscess.[5] Treatment includes
surgical excision, prolonged corticosteroid therapy,
immunosuppression, and radiotherapy. [8] We are
reporting a case of a 47-year-old female with neck
swelling with B symptoms.

tissue tissue

Image 1b

Image la and 1b:Histopathological examination of the excised lymph node showing eosinophilic microabscess
surrounded by polymorphous inflammatory cells. (Hematoxylin and eosin stain)

Case report

A 47-year-old female with no comorbidities presented to
the outpatient department of Clinical Haematology with
left-sided neck swelling , low-grade fever with evening
rise of temperature , fatigue and weight loss of 5 kg over
a period of 2 months. The neck swelling was insidious in

onset, gradually increasing in size over 2 months. On
examination, the largest was a 4 x 2 cm non-tender neck
swelling in the cervical region at level III, along with
supraclavicular, bilateral inguinal, and femoral lymph
nodes. The overlying skin was unremarkable. She had
injected conjunctiva with a puffy face. Other systemic
examination was unremarkable. Her initial blood workup
is shown in Table 1.
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Parameters Baseline After 1 months of corticosteroid
therapy

Hemoglobin ( Hb) (gm/dl) 10.3 10.1

Total Leucocyte count (TLC) (uL) 7230 8100

Platelets (uL) 140000 416000

Differentials (%) N41 L19 E36 N40 L51 E2

Lactate Dehydrogenase (LDH) (IU) 364 201

Erythrocyte sedimentation rate(ESR) (mm/hr) 60 20

Absolute Eosinophil Count(AEC) pL 2600 220

Total IgE (1U/ml) 485 100

C- reactive protein (mg/L) <5 -

Table 1. Laboratory Parameters Before and After Treatment ( N- Neutrophils, L-Lymphocyte, E-FEosinophil)

PET CT suggested FDG-avid intraparotid, bilateral
cervical, supraclavicular, bilateral axillary , anterior
diaphragmatic , bilateral lateral chest wall, mediastinal,
abdominal, pelvic, bilateral inguinal and bilateral femoral
lymph nodes. Biopsy of the cervical lymph node
suggested benign chronic inflammatory disease with an
eosinophilic background of
polymorphous inflammatory cells, suggestive of Kimura
disease. Immunohistochemistry (IHC) showed CD3 and
CD20 in reactive T and B cells, respectively, with
negative BCL2 and CD15. Immunoblasts were positive
for CD30.

After discussing treatment options with the patient, she
was started on prednisolone oral therapy 1mg/kg, which

microabscess in a

substantially reduced lymphadenopathy along with B
symptoms. Corticosteroids were tapered gradually. Five
months from treatment, she had similar complaints as
initial complaints, which were managed with an increase
in the dose of ongoing corticosteroid therapy along with
blood pressure and blood sugar monitoring, resulting in
remission of these symptoms.

Discussion

Any obvious lymphadenopathy should be given careful
attention and thorough evaluation. Given the spectrum of
diseases presenting with lymphadenopathy, the clinical
presentation, along with histopathological correlation, is
important for the final diagnosis. Our patient had
generalised lymphadenopathy with B symptoms,
presenting at middle age, suggesting a malignancy;

however, generalised lymphadenopathy along with B
symptoms has also been reported in Kimura disease.[9]
Also, a case series of 23 patients with Kimura disease
showed that lymphadenopathy was a prominent feature in
females, whereas salivary gland involvement was more
common in males.[5] Our patient had injected conjunctiva
with facial puffiness, which is one of the findings
associated with Kimura disease, occurring in patients with
a history of atopy.[10] Our patient had no history of
Bronchial asthma or skin rashes, but the presence of
injected conjunctiva along with facial puffiness indicates
the presence of an underlying allergic process. Identifying
the allergic process is important, as the probable
pathogenesis of Kimura disease involves an immune
response to persistent antigenic stimulation, believed to be
driven by the interplay between Th2-mediated cytokines
and IgE. [11]

The differential diagnosis for Kimura disease, when the
diagnostic dilemma arises, includes angiolymphoid
hyperplasia with eosinophilia (ALHE) and IgG4-related
disease. ALHE generally affects the young to middle-aged
population with no sex predilection and is more common
in the Western population, and is rarely associated with
lymphadenopathy.[12-13] The presence of high IgE levels
in our patient, along with generalised lymphadenopathy,
makes the diagnosis of ALHE unlikely. Moreover,
histopathologically, vascular proliferation is more
prominent in ALHE than in Kimura disease, in which
germinal centre hyperplasia, interstitial fibrosis, excessive
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eosinophilic infiltration, and abscess formation are
characteristic features. [14]

IgG4-related disease is associated with the pancreas,
salivary glands, orbits, kidney, and lung, where biopsy
shows increased [gG4+ plasma cells, a feature also seen
in Kimura disease, along with other similar features such
as high levels of IgE and peripheral eosinophilia in the
background of an immune-mediated disease process. [15]
Visceral involvement, such as the kidneys, is also
common in both diseases, and both respond well to
corticosteroid therapy, making them difficult to
distinguish. In IgG4-related disease, storiform fibrosis
and obliterative phlebitis are characteristic features, while
interstitial ~fibrosis and eosinophilic abscess are
characteristic features of Kimura disease.[5,16] Best
modality for the treatment of Kimura disease is surgical
excision followed by radiotherapy. Relapses are common
and often compel to start immunosuppressive therapy
handling the immune dysregulation.

Conclusion

Kimura disease is a rare benign condition characterised by
chronic inflammation triggered by an unknown factor.
The presentation could be similar to malignancy;
however, the disease is self-limiting and has a good

References

1. Thakkar K, Ghaisas SM, Singh M.
Lymphadenopathy: Differentiation between Tuberculosis
and Other Non-Tuberculosis Causes like Follicular
Lymphoma. Front Public Health. 2016;4:31. doi:
10.3389/fpubh.2016.00031.

2. Malhotra AS, Lahori M, Nigam A, Khajuria A.
Profile of Lymphadenopathy: An Institutional Based

Cytomorphological Study. Int J Appl Basic Med Res.
2017;7(2):100-103. doi: 10.4103/2229-516X.205812.

3. Dhingra H, Nagpal R, Baliyan A, Alva SR.
Kimura disease: case report and brief review of
literature. Med Pharm Rep. 2019;92(2):195-199. doi:
10.15386/cjmed-1030.

4. Kim WJ, Kim HK. Current concepts of Kimura

disease: pathophysiology and evolution of treatment.
Arch Craniofac Surg. 2022;23(6):249-255. doi:
10.7181/acfs.2022.01053.

response to excision, radiotherapy and corticosteroids,
though relapses are common.

Author  Contributions:  Conceptualisation, authors;
Investigation- all authors; Writing — Original Draft- all
authors; Writing — Review & Editing- all authors; Funding
Acquisition- None; Supervision- PS, NG, HM

Ethics Statement and Conflict of Interest Disclosures
Financial support and sponsorship: All authors have
declared that no financial support was received from any
organization for the submitted work.

Ethics Consideration: The authors declare that all the
procedures and experiments of this study respect the
ethical standards in the Helsinki Declaration of 1975, as
revised in 2008(5), as well as the national laws. Written
informed consent was provided by the participant in this
study.

Conflict of interest: No known conflict of interest
correlated with this publication.

Auvailability of data and materials: The data used and/or
analyzed throughout this study are available from the
corresponding authors upon reasonable request.
Competing interests: The authors declared that they have
no competing interests.

The use of generative Al and Al-assisted technologies: Al
technologies were used solely to refine English language
and spelling.

5. Lee CC, Yu KH, Chan TM. Kimura's disease: A
clinicopathological study of 23 cases. Front Med
(Lausanne). 2022;9:1069102. doi:
10.3389/fmed.2022.1069102.

6. Makasana MD, Gajjar HK, Jhaveri PN. A case
report on Kimura’s disease. Indian J Pathol Oncol.
2024;11(2):210-212. doi:10.18231/].ijp0.2024.046.

7. Yadav V, Bhagat A, Mohapatra S,Arora  KS.
Kimura’s disease: a diagnostic dilemma. BMJ Case
Reports. 2019;12:€228194.d0i:10.1136/ber-2018-
228194.

8. Lee CC, Feng 1J, Chen YT, Weng SF, Chan LP,
Lai CS, et al. Treatment algorithm for Kimura’s disease:

A systematic review and meta-analysis of treatment
modalities and prognostic predictors. Int J Surg.
2022;100:106591. doi:10.1016/1.ijsu.2022.106591.

9. Arul J, Senthil N, Marappa L. Unusual and rare
case of generalised lymphadenopathy: Kimura's disease.
BMJ Case Rep. 2018;2018:bcr2018225020. doi:
10.1136/ber-2018-225020.

116



Documenta Haematologica -
Revista Romana de Hematologie | 2026, Vol. 4, Nr. 3

ﬁjnczvmrm Romana
SRJ de Hematologie

10. Loperfido A, Cavaliere C, Fionda B, Bellocchi
G, Masieri S, Caminati M. Narrative Review of Genetic
and Immunological Mechanisms Involved in the
Pathogenesis of Kimura’s Disease: New Therapeutic
Targets. Genes. 2025; 16(2):194.
Doi:10.3390/genes16020194.

11. Zhu W, LiY, Wang H, Chen X, Liu J, Zhang Q,
et al. Kimura disease: retrospective analysis of 53 cases

and three mepolizumab-responsive cases. J Inflamm Res.
2025. doi:10.2147/JIR.S538560.

12. Theofilou NE, Scolozzi P, Lombardi T.
Angiolymphoid hyperplasia with eosinophilia located on
the forehead: A possible
contraceptive use? Dermatopathology. 2020;6(4):225-30.
doi:10.1159/000503743.

13. Adler BL, Krausz AE, Minuti A, Silverberg JI,
Lev-Tov H.

association with oral

Epidemiology and treatment of

angiolymphoid hyperplasia with eosinophilia (ALHE): A
systematic review. J Am Acad Dermatol. 2016;74(3):506-
12.el11. doi: 10.1016/j.jaad.2015.10.011

14. Zou A, Hu M, Niu B. Comparison between
Kimura's disease and angiolymphoid hyperplasia with

eosinophilia: case reports and literature review. J Int Med

Res. 2021;49(9):3000605211040976. doi:
10.1177/03000605211040976.
15. Peyronel F, Della-Torre E, Maritati F, Urban

ML,Bajema I, Schleinitz N et al. IgG4-related disease and
other fibro-inflammatory conditions. Nat ~ Rev
Rheumatol 2025;21: 275-90. Doi.10.1038/s41584-025-
01240-x

16. Nambiar S, Oliver TI. IgG4-Related Disease.
[Updated 2023 Aug 8]. In: StatPearls [Internet]. Treasure
Island (FL): StatPearls Publishing; 2026 Jan-. Available
from: https://www.ncbi.nlm.nih.gov/books/NBK499825/

117


https://www.ncbi.nlm.nih.gov/books/NBK499825/

