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Sir,

Kimura’s  disease,  a lso known as eosinophi l ic 
lymphogranuloma, is a chronic inflammatory disease of  
unknown aetiology. Though the disease is endemic in Asia, 
it is considered as a rare entity.1

A 20 year old male, without any comorbidities, presented 
with complaints of  swelling over right cheek for the past 
1 month. It has been progressive and not associated with 
pain or fever. He did not have any history of  allergies. Local 
examination revealed a soft non-tender swelling of  about 
5 cm × 4 cm over the right zygomatic region (Figure 1). 
The skin over the swelling was normal, with no local rise 
in temperature. His vitals and systemic examinations were 
normal. His blood investigations showed normal leukocyte 
count but eosinophils 42%. Erythrocyte sedimentation 
rate was elevated (51 mm in the first hour). His serum 
IgE levels were 482 UI/ml (normal 1-87 UI/ml). Other 
blood investigations like renal and liver functions, urine 
examination and chest Xray were normal. Excision biopsy 
was done and histopathological examination revealed 
lymphoid hyperplasia with dense eosinophilic infiltration 
and proliferation of  post-capillary venules, suggestive 
of  Kimura’s disease. He was given 1  month course of  
prednisolone (1 mg/kg/day with tapering), along with 
montelukast (10 mg once daily) and cetirizine (10  mg 
once daily). After 2 weeks, there was mild regression of  
the swelling; but patient was lost for follow up thereafter.

Kimura’s diseasewas first described by Kimm and Szeto 
in 1937. However, the actual histological description 
was explained by Kimura in 1948; and thus bearing his 

name. An immune reaction towards an antigenic stimulus 
is considered to be the probable mechanism; with 
prolonged immunogenic stimulation leading to lymphoid 
proliferation. The mast cells play a major role by regulating 
IgE synthesis and promoting eosinophilic infiltration. The 
disease has a male predominance; with peak age of  onset 
during the third decade. These patients present with one 
or more subcutaneous nodules over the head and neck 
region, which are indolent and progressive in nature. The 
nodules can be painful and pruritic. The skin over the 
lesion is normal. Some patients may have an associated 
extramembranous glomerulonephritis.2 Laboratory 
investigations show peripheral blood eosinophilia 
and elevated IgE levels. On histological examination, 
the excision specimen shows hyperplastic lymphoid 
tissue with proliferating germinal centers, eosinophilic 
infiltration and proliferation of  post-capillary venules. 
Surgical excision of  the lesion is the mainstay of  therapy. 
Corticosteroids are indicated in refractory cases and in 
those with renal involvement.1 Pranlukast and cetirizine 
have also shown positive results.3,4 Local radiation therapy 
has been indicated for corticosteroid failure cases and in 
those where surgery is not possible.1 Cyclosporine and 
levamisole have been used in the treatment of  Kimura’s 
disease associated with steroid dependant nephrotic 
syndrome.5,6

Because of  its benign nature, Kimura’s disease may go 
unrecognised. Since the condition has an association with 
nephrotic syndrome, an early recognition and diagnosis of  
this disease may prove useful.
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Figure 1: Soft non-tender swelling over the right zygomatic region
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