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Abstract

Kimura's Disease is a chronic inflammatory disorder of unknown etiology commonly seen among people who live in the

Middle and Far East countries; characterised lymphatic follicles, vascular proliferation, and marked eosinophilic
infiltration by histologically. It is mainly seen on the head and neck region. The lesion is benign but might be confused
with malignant lesions. Kimura's Disease is often seen in the second and third decades of life. This disease is
characterised by a blood and tissue eosinophilia, markedly elevated serum IgE levels, painless subcutaneous mass and
regional lymphadenopathy on the head and neck region. In this report, we present a 14 yr old boy who was admitted to
our hospital with bilateral post auricular swelling for 4 yr duration. Bilateral postauricular masses were excised under
general anaesthesia and Kimura's disease was diagnosed by histopathological examination of these lesions.
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INTRODUCTION

Kimura disease typically presents as a painless mass or
masses in the head and neck region, with occasional
pruritus of the overlying skin. Renal disease, nephrotic
syndrome in particular, is present in up to 20% of patients
with Kimura disease. Less commonly, several reports in
the literature have linked Kimura disease with a
hypercoagulable state in patients without associated
nephrotic syndrome. Herein we report a case of kimura’s
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disease presenting as bilateral posterior auricular swelling
in young boy.

CASE REPORT

A 14 yr old boy presenting to our hospital with
asymptomatic swelling behind both ear lobe of 4 yr
duration. Swelling progressively increasing in size to
attain present size. No H/o any sudden increase in size of
swelling. Clinical examination revealed 3x2 cm painless
subcutaneous mass in right posterior auricular region with
no puncture or bony indentation. Similarly, 2x1 cm
subcutaneous mass in left posterior auricular region (fig:
1). There was no enlargement of regional lymph nodes or
salivary glands. Laboratory findings were within normal
limits. A differential diagnosis of dermoid cyst, lipoma
and pyogenic granuloma was given. Excisional biopsies
(fig: 2) of the bilateral posterior auricular masses were
performed and specimens were sent for histopathological
examination (fig: 3). HPE revealed multiple lymphoid
follicles with distinct germinal centre which clinched the
diagnosis of kimura’s disease (fig: 4). Post op was
uneventful and the patient is under regular follow-up.
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Figure 1: Pre-op pic of left
posterior auricular mass

Figure 3: Post op pic of excised
posterior auricular masses

DISCUSSION

Kimura’s disease is now recognised as a benign cause of
painless localised lymphadenopathy of Asians, especially
boys of Chinese and Japanese origin. Although the
disease can become apparent at any age, most cases have
been reported in the second and third decades of life. The
clinical triad of subcutaneous nodules found in the head
or neck, prominent peripheral eosinophilia, and highly
increased IgE concentrations, particularly when seen in a
young boy, is highly suggestive of Kimura’s disease.
Pathologically, nodular lesions usually affect the lymph
nodes, though occasionally skin or salivary tissues are
affected. Normal tissue architecture is usually preserved,
but follicular hypertrophy of lymphatic tissue with
infiltration of lymphocytes, histiocytes, and large
numbers of eosinophils is typical. Germinal centres may
be necrotic, with central eosinophilic abscesses. The
pathophysiology of Kimura’s disease is not understood at
this time, but may relate to a disturbance in the normal
rate of production of eosinophils and IgE, currently
believed to be a product of an interaction between types 1
and 2 (Th1 and Th2) T helper cells. Such a derangement
could result in  excessive  elaboration  of
eosinophilotrophic cytokines such as interleukin 4.
Patients with Kimura’s disease have been shown to have
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Figure 2: Introp excision of the
posterior auricular swelling
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Figure 4: Histopathological pic
of Kimuras disease

high levels of circulating eosinophilic cationic protein and
major basic protein, with heavy concentrations of IgE in
their tissues. Allergic or parasitic aetiologies for Kimura’s
disease have been actively sought, but not identified. The
clinical course of Kimura’s disease is benign. The
subcutaneous masses are usually found in the head and
neck region, sometimes affecting the parotid or minor
salivary glands. Infrequently, axillary, inguinal, or
epitrochlear nodes may be affected. Untreated, these
masses tend to slowly enlarge and may eventually
become disfiguring, as in our patient. Long term, patients
seem to do well, although about 10% may develop a
steroid responsive nephrotic syndrome. Three major
therapeutic options exist for Kimura’s disease. Resection
of the tumour mass may be effective in permanently
eradicating the mass if the entire lesion can be removed,
but regrowth is common. Local irradiation has also been
shown to be effective in shrinking lesions, but is
generally not advocated in younger patients. Finally,
systemic and intralesional corticosteroids have been
shown to reduce the size of the lesion, but the tumour
tends to recur when these drugs are discontinued. In
selected patients it may be advisable to take a
conservative approach, treating only if the mass continues
to grow or causes significant deformity. The differential
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diagnosis for Kimura’s disease includes such entities as
eosinophilic granuloma, Mikulicz’s disease, acute non-
lymphocytic leukaemia, Hodgkin’s disease, follicular
lymphoma, angioimmunoblastic lymphadenopathy, and
angiolymphoid hyperplasia with eosinophilia. Except for
angiolymphoid hyperplasia with eosinophilia, the clinical
and histological features of these diseases easily
distinguishes them from  Kimura’s disease.
Angiolymphoid hyperplasia with eosinophilia is a chronic
benign disorder associated with cutaneous nodules
heavily infiltrated with eosinophils. It is found in older,
mostly female patients, however, and lesions tend to be
small and intracutaneous, rather than subcutaneous as in
Kimura’s disease. IgE concentrations are usually not
increased in angiolymphoid hyperplasia with eosinophilia
and there is often no peripheral eosinophilia.
Paediatricians and surgeons need to be aware of Kimura’s
disease, especially in view of the growing number of
susceptible children present in Western countries.
Recognition of this disorder may allow doctors to limit
the number of laboratory tests ordered and reduce
concern about the possibility of malignant disease.
Kimura’s disease needs to be strongly considered in any
patient, especially an Asian boy, who presents with a
painless head or neck mass in association with marked
eosinophilia and hyperimmunoglobulinaemia E.

CONCLUSION

Kimura’s disease of bilateral posterior auricular
subcutaneous tissue is rare. It is a chronic inflammatory
disorder that can be confused with malignant tumour.
Therapeutic surgical excision, radiation therapy, steroids
can be used for management. Spontaneous recovery is
rare and prognosis is good.
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