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Background and Objectives Toxoplasmosis is a disease caused by an intracellular parasite,
Toxoplasma gondii. There has been only a few studies done on cervical toxoplasma lymphad-
enitis, and this study was performed to evaluate its clinical characteristics and outcomes.
Subjects and Method We retrospectively reviewed the patients diagnosed with cervical
toxoplasma lymphadenitis from January 2010 to December 2019. We investigated clinical
pathologic findings, treatment and clinical outcomes.
Results Enrolled in the study were 21 patients who were confirmed with typical pathologic
findings in an excisional biopsy (16/21) and core needle biopsy (5/21). Nine patients were male
and 12 patients were female, with the mean age of 46.1£13.59 (19—70). All patients complained
of neck masses and 5 (23.8%) patients showed pain or tenderness. Only one (4.8%) patient had
mild fever. Fine needle aspiration cytology was performed in 5 patients, with no resulting
pathognomonic outcomes in any one of the patients. CT scan was performed in 15 patients, with
8 (53.3%) patients showing multiple nodal enlargements but 7 (46.6%) patients showing a sin-
gle enlarged lymph node. The most frequently involved location was level I (53.3%), followed
by level 11 (46.6%), level V (46.6%), level 111 (40.0%), and level IV (20.0%). The serologic test
for toxoplasma revealed positive IgG (100%) and IgM (85.7%). Treatments were excision only
(61.9%) and excision with pharmacologic treatment using sulfonamide or pyrimethamine
(38.1%). There was no case of recurrence after treatment.
Conclusion Cervical toxoplasma lymphadenitis can be diagnosed by biopsy but needle as-
piration has little role. It shows favorable clinical outcomes after treatment.
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Table 1. Demographics and clinical characteristics of patients
with cervical toxoplasma lymphadenitis

Variables n (%)
Gender (M:F) 9:12
Age 46.1+13.59 (19—70)
<30 2(9.5)
31-40 4(19.0)
41-50 7 (33.3)
>50 8 (38.1)
Symptoms
Neck mass 21 (100)
Tenderness 5(23.8)
Fever 1(4.8)
Duration of symptom (days) 56.0£89.5
Laboratory findings
Leukocytosis (WBC > 10000) 0(0)
Anemia (Hb<12) 2/18 (11.1)
Thrombocytopenia (<150 k) 2/18 (11.1)
Lymphocytosis (> 44%) 4/18 (22.2)
Monocytosis (> 9%) 2/18 (11.1)
Eosinophilia (> 5%) 1/17 (5.8)
Toxoplasma IgG (+) 10/10 (100)
Toxoplasma IgM (+) 6/7 (85.7)

WBC: white blood cell, Hb: hemoglobin, IgG: immunoglobulin
G, IgM: immunoglobulin M
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Fig. 1. Distribution of toxoplasma lymphadenitis. Location of LN involvement (double counted) (A). Location of maximum size LN (B). LN:

lymph node.

Flg 2. Histopathologic finding of toxoplasma Iymphadenltls Reactlve folllcular hyperpla3|a (arrow) (H&E staln x40) (A) Clusters of
epitheloid histiocytes in the hyperplastic follicles (arrows) (H&E stain, x400) (B). Sheet of monocytoid B cell in extramarginal zone area
(H&E stain, x400) (C). H&E: hematoxylin and eosin.
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Fig. 3. Computed tomographic findings of cervical toxoplasma lympadenitis. Multiple enlarged round lymph nodes with homogeneous
enhancement were noted in neck level II-V without necrotic change (arrowheads).
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