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Kikuchi-Fujimoto Disease (KFD) is a benign, self-limited 
disease; it was first described in 1972 by Kikuchi and Fujimoto 
in Japan1,2. It is associated with systemic lupus erythematosus, 
non-infectious inflammatory conditions, viral infection and 
is more common in females (77%), especially those of Asian 
origin3.

The disease frequently mimics tuberculous lymphadenitis and 
malignant lymphoma and may be mistaken for and treated as 
lymphoma4-6. 

The disease is characterized by enlarged lymph nodes, mainly 
the cervical; involvement of abdominal lymph nodes is unusual. 

Kikuchi-Fujimoto Disease (KFD) is a rare and benign cause 
of lymphadenopathy that is often associated with fever, 
night sweats and weight loss. The clinical and laboratory 
manifestations of KFD are similar to those of lymphoma, 
tuberculosis, sarcoidosis and systemic lupus erythematosus. 
Definitive diagnosis is accomplished by lymph node biopsy6,7. 
Awareness of KFD among clinicians and pathologists is 
essential to avoid misdiagnosis and inappropriate treatment of 
this self-limited disorder. 

KFD is an uncommon and benign disorder and should be 
considered by the clinicians whenever evaluating patients with 
lymphadenopathy and fever; this would avoid unnecessary 
invasive testing with subsequent complications.

The aim of this report is to increase the awareness of the 
abdominal lymphadenitis diagnosed as Kikuchi-Fujimoto 
lymphadenitis, a benign self-limiting disorder that could be 
mistaken for other serious diseases. 

THE CASE 

A thirty-three-year-old female presented with abdominal pain 
for three months associated with fever and weight loss of 5 
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A thirty-three-year-old female presented with abdominal pain for 3 months and fever, weight 
loss of 5 kg, no nausea or vomiting and no bowel habit changes. Biopsy of the abdominal lymph 
nodes confirmed the diagnosis of KFD. The patient received a course of antibiotics, hydrocortisone 
and immunoglobulin IV 10 g/100 ml. Post-treatment, the patient’s abdominal pain and general 
condition had improved and CT revealed significant regression of the abdominal lymph node.
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kg but no nausea, vomiting or bowel habit changes. Clinical 
examination revealed low-grade fever of 38○C and vital signs 
were normal.

The laboratory investigations were as follows: Anti-CCP ABS 
was normal, Antineutrophil cytoplasmic antibody, Anti-SSA, 
hepatitis B and Beta-2 Glycoprotein 1 IgG were negative. 
Tuberculin skin test was negative. Serological tests for Epstein 
Barr virus, cytomegalovirus, HIV and toxoplasma were 
negative.

CT scan of the abdomen and pelvis revealed multiple 
mesenteric and retroperitoneal enlarged lymph nodes around 
the celiac axis and paraaortic groups extending around the iliac 
arteries with many necrotic lymph nodes, see figures 1 and 2.

Figure 1: Axial CT Scan Showing Multiple Mesenteric 
and Retroperitoneal Enlarged Lymph Nodes with Many 
Necrotic Lymph Nodes


