
Short reports

Kikuchi's lymphadenitis and carcinoma of the
stomach

J M Radhi, L Skinnider, A McFadden

Departmnent of
Pathology, College of
Medicine, University
of Saskatchewan,
Saskatoon,
Saskatchewan, Canada
J M Radhi
L Skinnider

Department of
Surgery
A McFadden

Correspondence to:
Dr J M Radhi, Department
of Pathology, College of
Medicine, University of
Saskatchewan, Royal
University Hospital, 103
Hospital Drive, Saskatoon,
Saskatchewan S7N OW8,
Canada.

Accepted for publication
12 March 1997

A

Abstract
A 37 year old male with a poorly differen-
tiated carcinoma of the stomach pre-
sented with cervical lymphadenopathy. It
was clinically thought to be a metastatic
carcinoma, but on biopsy, it exhibited fea-
tures of Kikuchi's lymphadenitis. Distin-
guishing the signet ring histiocytes seen in
Kikuchi's disease from signet ring carci-
noma cells can be a diagnostic problem.
To our knowledge this is the first reported
case of an association of Kikuchi's disease
and carcinoma.
( Clin Pathol 1997;50:530-531)
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Kikuchi's disease is a distinctive type of histio-
cytic lymphadenitis primarily affecting the cer-
vical lymph nodes ofyoung individuals that has
a self limited clinical course.' 2 The disease is of
unknown aetiology. Suggested causes have
been Yersinia entrocolitica, toxoplasma, viral
infection, systemic lupus erythematosus, and
self limited autoimmune disorders.3" Associ-
ation with ruptured silicone breast implant and
malignant fibrous histiocytoma have been
described recently.5 As the morphological
features of Kikuchi's disease are sometimes
confused with malignancy, it is important that
pathologists are aware of this association.

Case report
A 37 year old white male presented with a one
month history of epigastric pain. The patient
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Figure 1 (A) Gastro-oesophageal biopsy showing poorly differentiated carcinoma with
signet ring cells. (B) Fine needle aspirate revealed atypical cells with signet ring
appearance.

was not anorexic but he reported a 7 kg weight
loss. An upper gastrointestinal series was
reported as normal. At gastroscopy an ulcer
was found on the proximal lesser curvature but
biopsy did not show any malignancy. Because
of a persistence of symptoms gastroscopy was
repeated and this time biopsy showed poorly
differentiated adenocarcinoma. Before surgery
the patient was noted to have cervical lym-
phadenopathy. Fine needle aspirate showed
atypical cells but was inconclusive for malig-
nancy. A biopsy of one of the cervical lymph
nodes showed unusual features consistent with
a diagnosis of necrotising lymphadenitis.
Preoperative computed tomography confirmed
a large lesion of the upper stomach and fairly
extensive coeliac axis lymphadenopathy. No
hepatic metastases were seen. Oesophago-
gastrectomy was performed but the patient
died following extensive retroperitoneal and
mediastinal spread.

Pathological findings
The initial gastric biopsy showed a poorly
differentiated adenocarcinoma with signet ring
appearance (fig 1A). Fine needle aspirate of the
cervical lymph node revealed lymphoid cells
admixed with large atypical cells, some exhib-
ited signet ring appearance. These cells were
large round or oval with a crescent shaped
nucleus and voluminous pale cytoplasm.
Though these cells mimicked the signet ring
cell seen in the initial gastric biopsy, the lack of
mucin made the diagnosis of metastatic
carcinoma very unlikely. The lymph node
biopsy revealed paracortical hyperplasia with
pronounced mottling appearance and zonal
necrosis. The paracortical foci of necrosis were
surrounded by aggregates ofhistiocytes, immu-
noblasts, lymphocytes, and plasmacytoid
monocytes. The necrotic foci contain karyor-
rhectic debris and lacked neutrophilic infil-
trate. The histiocytes observed exhibited cres-
cent and signet ring appearance (fig 2). No
haemotoxylin bodies were present. Stains for
acid fast bacilli and fungi were negative. The
atypical and signet ring cells present in the
cervical lymph nodes were negative for cytokera-
tin, carcinoembryonic antigen, common leuco-
cyte antigen, and S100 protein; however, these
cells were positive for the histiocytic marker
CD68 (Dako, Mississauga, Ontario, Canada)
(fig 2, inset). Paracortical area cells expressed T
cell markers and residual cortical follicle cells
expressed B cell markers. The gastric specimen
showed a poorly differentiated adenocarcinoma
with involvement of the gastric and omental
lymph nodes.
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Figure 2 Karyorrhectic debris: karyorrhexis, crescent shaped histiocytes, and
immunoblasts. Notice signet ring histiocytes. (Inset) Histiocytes immunostained by antibody
CD68 showing strong cytoplasmic staining.

Discussion
Gastric carcinoma is considered a disease of
middle aged or old individuals, but occasion-
ally it affects young people.6 Unfortunately the
correct diagnosis may be missed even with
radiological examination or endoscopy without
biopsy because of an unwillingness to consider
gastric cancer in young individuals.6 Follow-
ing the establishment of gastric carcinoma, sig-
net ring-type, the present patient was found to
have cervical lymphadenopathy. Pathological
examination confirmed a necrotising lympha-
denitis. The presence of signet ring cells
created a diagnostic problem and raised the
possibility of metastatic gastric cancer. The
nature of these cells became apparent on

immunohistochemical staining as these cells
expressed CD68, macrophage marker, and
were negative for any epithelial markers. The
overall appearances were more in keeping with
Kikuchi's disease. Necrotising lymphadenopa-
thy was first described in the Japanese literature
in 1972 as a benign disorder involving mainly
the cervical lymph node. It can be easily
mistaken for a malignant process.45 Kikuchi's
disease is characterised by florid proliferation
of activated T cells and histiocytes that can

supposedly be produced by diverse diseases
including infection, tumours, and various anti-

genic stimuli.8 A recent report suggests that
apoptosis is the mechanism of cell death in
Kikuchi's disease and is induced by cytotoxic T
cells.9 Because it is rather uncommon patholo-
gists have limited experience with fine needle
aspiration cytology findings in Kikuchi's dis-
ease. In addition none of the features are
pathognomonic of Kikuchi's lymphadenitis as
systemic lupus erythematosus is included in
the differential diagnosis. In Kikuchi's disease
the aspirate reveals necrotic debris, phagocytic
and non-phagocytic histiocytes, plasmacytoid
monocytes, and activated lymphoid cells.'0
Lymph node biopsy shows paracortical hyper-
plasia, pale karyorrhectic nodules, with or
without extensive coagulative necrosis, and
infiltrate similar to those described in fine nee-
dle aspirate cytology. Signet ring histiocytes
with clear or homogenous lightly amphophilic
cytoplasm and compressed nuclei have also
been described.' This could mimic signet ring
cell adenocarcinoma as encountered in the
present case. This case represents the first
report of such an association between
Kikuchi's disease and diffuse gastric carci-
noma. As both share the presence of signet ring
cells the morphological differentiation poses a
considerable diagnostic challenge.
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