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Abstract  Case Report 
 

Introduction: Kimura’s disease is a very rare chronic inflammatory pathology of unknown etiology. It is actually an 

allergic or autoimmune reaction process involving blood vessels, lymphocytes and eosinophils. Observation: We 

report a case of Kimura disease with cervical localization in a 37-year-old Patient who saw the appearance of a 

swelling of the right parotid region evolving for 1 year. The patient benefited from a total right parotidectomy with 

homolateral selective curage and the anatomopathological study of the tumoral piece came back in favor of Kimura’s 

disease. The evolution was good. The regression is one year without recurrence. Discussion: Kimura’s disease is 

characterized clinically by subcutaneous nodules of cervicofacial localization, increased volume of salivary glands and 

satellite adenopathies. Its diagnosis is histological based on the identification of follicular hyperplasia with 

eosinophilic polynuclear abscesses. Treatment is surgical most often but in some cases corticotherapy is proposed. 
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INTRODUCTION 
Kimura’s disease or eosinophilic 

lymphogranuloma is a very rare condition. This is a 

chronic inflammatory pathology of unknown etiology. 

It affects almost exclusively patients from the Far East, 

but can occur more exceptionally in Caucasian subjects 

[1]. We report a case of Kimura disease with parotid 

localization and, through a review of the literature; we 

recall the main clinical, para-clinical, therapeutic and 

evolutionary features of this pathology. 

 

OBSERVATION 
This is a 40-year-old patient, who has been 

consulting for a swelling of the left parotid region, 

evolving over the last two years, gradually increasing in 

volume, painful, accompanied by inflammatory 

episodes with no trismus and facial asymmetry. The 

clinical examination found a patient in good general 

condition, apyretic, with normal colored conjunctives. 

On inspection there was a swelling of the left parotid 

region with inflammatory signs of the skin (Figure 1, 2). 

At palpation, a swelling of firm consistency, poorly 

limited, painful, nonflapping, mobile in relation to the 

superficial and deep planes, measuring about 6cm of 

long axis. The cervical lymph node areas were free. 

Examination of the oral cavity and oropharynx showed 

no pyosialie, haeosialie, or swelling of the posterolateral 

wall of the oropharynx. The general examination was 

without particularities. A cervico-parotid ultrasound 

was requested and revealed an enlarged parotid gland 

with heterogeneous echostructure. A cervico-facial 

computed tomography showed an enlarged left parotid 

gland with irregular contours (Figure 3), infiltrating 

subcutaneous fat tissue outside, without viewing 

lithiasic image or bone lysis. 

 

CT scan didn’t show any cervical 

lymphadenopathy. Cytoponction revealed polymorphic 

cell inflammation with the absence of suspicious cells. 

The biological test found an hypereosinophilia. We 

decided to perform a total parotidectomy with an 

extemporaneous exam (Figure 3). Surgical exploration 

found an inflammatory-looking gland. The 

extemporaneous examination was in favour of a non-

specific inflammatory reaction made mainly of 

lymphocytes, with no sign of malignancy. The patient 

benefited from a total left parotidectomy with no 

complications. The anatomopathological study 

concluded with Kimura’s disease. 
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Fig-1: Image of front view showing left parotid swelling 

 

 
Fig-2:Image of lateral view showing left parotid swelling 

 

 
Fig-3: Axial CT scan showing left parotid tumor. 

 

DISCUSSION 
In 1948, Japanese Kimura was described as the 

“unusual granuloma associated with hyperplastic 

changes in lymphoid tissue” of disseminated 

subcutaneous lesions accompanied by 

lymphadenopathy and hypereosinophilia of the blood 

[2]. Kimura’s disease mainly affects young men [3, 4], 

with a sex ratio varying according to studies from 3 to 7 

[5]. It affects almost exclusively patients from the Far 

East, but may occur more exceptionally in Caucasian 

subjects [1], Kimura’s disease can occur at any age, 

with a peak in frequency in the third and fourth decades 

[6]. This is a chronic inflammatory pathology of 

unknown etiology [7]. After considering that Kimura’s 

disease belonged to the tumor group of the vascular 

endothelium and that it could, as such, be assimilated 

with angiolymphoid hyperplasia with eosinophilia in 

Western patients. 

 

Today it is thought that it is actually an allergic 

or autoimmune reaction process involving blood 

vessels, lymphocytes and eosinophils. These are fairly 

poorly limited nodules or subcutaneous closets, of 

varying size up to that of a palm. Their consistency may 

be firm or soft. The lesions are not fixed to the deep 

plane, but adhere to the overlying skin, which is usually 

of normal color or slightly brownish, exceptionally 

purplish red. They are multiple in 40% of cases, and 

have generally slow growth. The preferred location is 

cervico-facial as illustrated by our observation (peri-

auricular region, cheeks, lateral sides of the neck and 

supraclavicular cavities) [9, 10]. Epitrochlean, axillary, 

inguinal and popliteal localisations are described [11]. 

Biologically, blood hypereosinophilia is almost found 

as the case of our patient and there is frequently a 

hyperimmunoglobulinemia E. Systematically, a 

proteinuria that will witness nephrotic syndrome should 

be investigated. 

 

Radiological examinations can be useful in the 

exploration of Kimura’s disease, in order to make its 

extension as clear as possible. Som and Biller [14] 

scanned and imaged their patient with Kimura disease 

affecting the parotid gland and cervical lymph nodes 

using magnetic resonance imaging. The scanner showed 

contrast taking of the parotid and the affected 

homolateral lymph nodes. Since the contrast of the 

affected areas is similar to that of the carotid artery, 

vascular participation is thus suggested by the authors. 

Anatomopathological examination of the lesions shows 

hyperplasia of lymphoid tissue with florid germinative 

centres. The differential diagnosis of Kimura’s disease 

is mainly with angiofollicular hyperplasia with 

eosinophilia. The treatment of Kimura’s disease is not 

codified. Different therapeutic modalities have been 

proposed. The surgical treatment is indicated in first 

intention as it was the case of our patient; it consists in 

carrying out a broad and deep removal in order to avoid 

recurrences that are frequent [11]. Corticosteroid 

therapy is by far the most frequently used medical 

treatment. It is indicated in forms profuse or 

inaccessible to surgery or systematically in case of renal 

impairment. It is prescribed at the initial dose of 0.5 to 1 

mg/kg/d prednisone with a slow degression over at least 

6 months with good efficacy. However relapses are 

possible when treatment stops. Systemic chemotherapy 

based on 5-fluoro-uracil and azathioprine was used in 

combination with general corticotherapy, but its 

usefulness was not formally demonstrated [10]. Local 

radiation therapy may be offered in forms refractory to 

corticosteroids or when surgery is impossible. The total 

effective dose is between 25 and 30 Gy. 

 

Kimura’s disease usually follows a chronic, 

indolent and benign course, without altering the general 

condition. Tumour outbreaks can alternate with periods 

of complete remission. Spontaneous regressions are 

possible. Recurrences after treatment are classic, 15-

40% [15]. Despite a worrying clinical presentation, with 
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involvement of the salivary glands and the presence of 

lymphadenopathy, often causing the hypothesis of 

tumors of the salivary glands or lymphoma to be 

misquoted, no malignant disease has been reported to 

date. The benign prognosis of the disease must 

nevertheless be tempered by the possibility of kidney 

damage sometimes associated. 

 

CONCLUSION 
Kimura’s disease is a rare condition; usually 

affecting Japanese men aged 20 to 40. It is 

characterized by subcutaneous nodules predominating 

in the head and neck. Its diagnosis is histological. The 

treatment is not codified but often surgery is used alone 

as the case of our patient. However, for some cases the 

indication of general corticotherapy is necessary. The 

prognosis of the disease remains good. 
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