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Introduction

Toxoplasmosis is a worldwide parasitic disease. Toxoplasma
gondii, a protozoan, causes the infection in humans.” The clini-
cal manifestations associated with Toxoplasmosis infections
are non specific and frequently asymptomatic; they may in-
clude low-grade fever, fatigue, and lymphadenopathy. The
histopathology and serology are helpful for confirming the di-
agnosis. Because fewer than 10% of infected persons are symp-
tomatic, otolaryngologists rarely suspect and diagnose Toxo-
plasmic lymphadenitis when evaluating patients presenting
with mass lesions in the head and neck regions. Several cases
of Toxoplasmic lymphadenitis have been reported in the Eng-
lish literature; reports of intraglandular Toxoplasmic lymph-
adenitis of the parotid gland are extremely rare.”* We report
Toxoplasmic lymphadenitis of the cervical lymph nodes and
the intraglandular lymph nodes of the parotid gland that have

Toxoplasmosis is a ubiquitous protozoan infection caused by coccidian Toxoplasma gondii. In
an immunocompetent host, the primary infection is generally oligosymptomatic and self-lim-
iting. Fewer than 10% of infected subjects are symptomatic, with lymphadenopathy as the most
frequent clinical finding. Here, two cases of Toxoplasmic lymphadenitis are reported for otolar-
yngologists to consider the clinical findings and natural history aspects of this infection.
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been diagnosed retrospectively subsequent to obtaining the
results of the postoperative pathology.

Case

Patient |

A 34-year-old man presented with an incidentally found
painless neck mass present for one month. The patient report-
ed no other constitutional symptoms. Physical examination
revealed a firm, round mass at the left cervical level V. Com-
puted tomography localized the 1.5 cm mass to the posterior
cervical triangle (Fig. 1A). There were no remarkable findings
in the head and neck region. A fine-needle aspiration biopsy
was non-diagnostic. An excisional biopsy was performed for
a definitive diagnosis. The pathology examination revealed
findings suggestive of Toxoplasmosis.

Toxoplasma serum titers were obtained retrospectively. The
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Toxoplasma immunoglobulin G (IgG) was 164.50 IU/mL
(normal, <30.00 IU/mL), and IgM was 0.64 IU/mL (normal,
<0.80 IU/mL). These results confirmed a previous toxoplas-
mosis infection (IgG positivity), but not a current infection
(IgM negativity). After diagnosing the patient with Toxoplas-
mic lymphadenitis, the history was repeated retrospectively.
The patient was a soldier working in a rural area where many
wild cats wandered around his workplace. No treatment was
provided. At the 3-month follow-up, the patient remained as-
ymptomatic and no new masses developed in the neck.

Patient 2

A 40-year-old woman presented with a two-week history
of a slowly enlarging mass in the left parotid gland without
any other symptoms. The mass was mobile and measured
1.5 cm. There was no facial nerve weakness or twitching not-
ed. Computed tomography localized a mass of the same size
to the superficial lobe of the left parotid gland (Fig. 1B). A fine-
needle aspiration biopsy was non-diagnostic. A partial paroti-
dectomy was performed, and the findings on histopathology
were consistent with Toxoplasmic lymphadenitis (Fig. 2).

Serology for Toxoplasmosis was performed retrospective-
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ly and a repeat history was performed. The Toxoplasma IgG
was 426.10 IU/mL (normal, <30.00 IU/mL), and the IgM was
5.66 IU/mL (normal, <0.80 IU/mL). These results confirmed
an acute infection (IgG and IgM positivity) with Toxoplasmo-
sis. The patient lived in a suburban area where wild cats are
common around homes. Without treatment, the patient re-
mained asymptomatic and there was no recurrence at the
2-month follow-up.

Discussion

Toxoplasmosis is a protozoan infection caused by the para-
site Toxoplasma gondii. Warm-blooded animals are interme-
diate hosts, and cats are the definitive hosts. Humans are in-
fected most often through ingestion of cysts in infected and
undercooked meat, drinking infected water, or consuming con-
taminated, unwashed fruits, and vegetables. Clinically, most
Toxoplasma seropositive patients are asymptomatic. The most
frequently encountered clinical manifestation is posterior
cervical lymphadenitis, as was noted in the first case report-
ed here. However, in immunocompromised hosts, a more
systemic form can occur, with multiple organ involvement,

Fig. 1. Computed tomographic find-
ings of cervical Toxoplasmic lymph-
adenitis (patient 1) (A), and intrapa-
rotid Toxoplasmic lymphadenitis
(patient 2) (B). A 1.5 cm mass in the
left posterior cervical triangle and left
parotid gland (white arrow).

l Fig. 2. Histopathological findings of
intra-parotid Toxoplasmic lymphad-

views show the preserved lymph
node architecture, proliferation of his-
tiocytes, hyperplastic follicles (white
arrow), enlarged germinal centers,
and epithelioid cells with abundant,
! pale eosinophilic cytoplasm (black ar-
row). H-E stain, X100, X400 magni-
fication.
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including the central nervous system, cardiac involvement, pneu-
monia, and chorioretinitis.”

Serology testing is needed to confirm the diagnosis of toxo-
plasmosis, in conjunction with the findings on lymph node
histology. For the diagnosis of a suspected case of acute toxo-
plasmosis, IgG and IgM serology are the main clinical tests
performed. IgG antibodies become positive two to three weeks
after infection, achieve a peak concentration at one to two
months later, and remain positive indefinitely.” On the other
hand, IgM antibodies can be detected two weeks after infec-
tion, achieve a peak concentration in one month, and decrease
thereafter, and usually become undetectable within six to nine
months. A single IgM titer of 1:80 or higher is diagnostic; how-
ever, a negative result does not rule out an infection.”’ In the
first case reported here, the serology indicated a previous
Toxoplasma infection. The neck mass was an incidental find-
ing; it is unclear when the neck mass first developed. Because
the Toxoplasma IgM becomes undetectable within six to nine
months, and the Toxoplasma IgM was negative, the neck mass
might have developed at least six months ago.

Histologic analysis will reveal that the lymph node architec-
ture is preserved and that hyperplastic follicles are present.
Multiple mitoses are seen in the germinal centers. Also present
are many epithelioid cells with pale eosinophilic cytoplasm.
Histologic triad found in Toxoplasmosis are as follows; 1)
lymph node with follicular hyperplasia, 2) clusters of prolifer-
ating epithelioid histiocytes, with a mixed lymphocytic and
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immunoblastic cell population, 3) distension of marginal and
cortical sinuses with epithelioid cells.

In general, the clinical course of toxoplasmosis is self-lim-
ited. Treatment is unnecessary unless clinical symptoms are
severe or persistent, or unless the patient is immunocompro-
mised. However, in some cases where the clinical diagnosis
is compromised, persistence of lymphadenopathy would
warrant excision or superficial parotidectomy.

In conclusion, two cases of Toxoplasmic lymphadenitis of
the head and neck region are reported. Though Toxoplasmic
lymphadenitis is relatively rare and intra-parotid Toxoplasmic
lymphadenitis is extremely rare, a careful history and exami-
nation with appropriate laboratory investigations aid in the
confirmation of the diagnosis of this infection.
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