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Toxoplasmosis is a relatively common disease caused by the Toxoplasma gondii parasite. Its clinical manifesta-
tions are dependent on the immune status of the patient, and the correct diagnosis is established based on a
combination of direct parasite visualization and serological assays for the detection of host antibodies acting
against the parasite. This study presents a case of intraparotid lymph node toxoplasmosis diagnosed by fine

needle aspiration cytology presenting bradyzoite- and tachyzoite-compatible structures associated with serology
assays. After diagnosis, treatment comprised a triple antimicrobial scheme and follow-up for six months, and the
patient reached total regression. Thus, it is concluded that FNAC associated to serology assays comprise adequate
tools for toxoplasmosis diagnoses.

1. Introduction

Toxoplasmosis is a relatively common disease caused by Toxoplasma
gondii, an intracellular protozoan [1]. This parasite exists in nature in
three distinct forms: a) oocyst, which releases sporozoites; b) the tissue
cyst, which contains and can release bradyzoites and c) the tachyzoite,
a proliferative, fast-dividing form.

Clinical manifestations are dependent on the immune status of the
patient [2]. Typically, primary infection is asymptomatic, and when
symptomatic in the acute phase, mimics non-specific infectious mono-
nucleosis symptoms, such as cervical lymphadenopathy, low fever, and
fatigue. Usually, a toxoplasmosis diagnosis is not considered even if the
most typical clinical manifestations of this disease are isolated, such as
cervical and occipital lymphadenopathy [2-4]. This can be established
by direct examinations that demonstrate the presence of the parasite
through fluid analyses, such as Polymerase Chain Reaction (PCR), di-
rect detection of the parasite itself by fine needle aspiration (FNAC), or
indirect detection by the presence of antibodies, with no parasite iso-
lation [4,5].

Fine needle aspiration cytology (FNAC) are widely applied in tox-
oplasmosis diagnoses, as they provides sufficient information to guide

the clinician, excluding possible lymphomas or metastases, aiming for
treatments that allow the patient to not remove lymph nodes [6]. Both
minimally invasive techniques should be performed after clinical eva-
luation and detailed anamnesis, and are valuable tools in the diagnosis
of several infective organisms, mainly parasitic and fungal micro-
organisms, including T. gondii [7].

The most commonly applied therapeutic regimen is a combination
of sulfadiazine and pyrimethamine that inhibits T. gondii metabolism.
However, no large-scale randomized studies concerning anti-tox-
oplasmosis drugs are available, and scientific evidence supporting the
efficacy of these treatments is required [8].

In this context, the present study aims to report a case of in-
traparotid lymph node toxoplasmosis diagnosed by FNAC.

2. Case report

The patient, a single 60-year-old Afro-Caucasian Brazilian female
presented complaints concerning an increased volume on the left par-
otid region. During anamnesis, she reported a lesion with a three-month
evolution. She had recently undergone a full-thickness abdominal ul-
trasound examination, which identified an indistinctive hepatomegaly.
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Fig. 1. (A) Nodule, with approximately 2 cm, located in the left parotid region and (B) ultrasound examination revealed a hypoechoic regular lesion.

An extraoral physical examination revealed a well-defined volume
increase, characterized by a firm mobile nodule, painless to palpation,
measuring approximately 2cm, located in the left parotid region,
(Fig. 1), and patchy skin lesions. An ultrasound examination was re-
quested, and a parotid gland cyst of unknown nature was revealed. No
significant changes were detected during an intraoral examination.

FNAC was performed on the nodule, detaching a cystic-like material
with bradyzoite- and tachyzoite-compatible structures (Fig. 2). After
cytological examination, serology test for T. gondii was negative for IgM
and presented over 400 Ul/mL IgG. The chosen therapeutic course was
a triple scheme consisting of sulfadiazine 500 mg (2 tablets, 6/6 h),
pyrimethamine 25 mg and folinic acid 10 mg (1x/day), for seven days.
Subsequently, the patient was referred to the Infectology Service, which
confirmed the prescribed therapy and extended its use for another two
weeks. The patient underwent a six-month follow-up, without re-
currences.

3. Discussion

The main T. gondii reservoirs are common cat and other felines.
Organisms present in the intestinal cycle are passed into cat feces and
mature into infectious cysts within 3-4 days in the external

environment [9]. Toxoplasmosis prevalence increases with age, with no
preference for sex. Human transmission is usually caused by the in-
gestion of cysts containing bradyzoites in infected meat, other food
sources containing oocysts and/or contact with cat feces [10]. In the
present case, no events that may have contributed to the appearance of
the lesion were reported.

Although usually an asymptomatic disease and, if symptomatic,
presenting as mild, toxoplasmosis may be severe in fetuses, depending
on their development stage, as well as in immunocompromised patients
[10]. Acute illness symptoms include fever, headaches, chills, lym-
phadenitis, and fatigue, similarly to infectious mononucleosis. Chronic
signs and symptoms include lymphadenitis, a rash (occasionally), he-
patitis, encephalomyelitis and myocarditis [9]. Toxoplasmosis mani-
festing as a parotid mass is rare and only 14 clinical reports of in-
traglandular toxoplasmic lymphadenitis have been previously reported
in the English literature [11,12]. In this case, the patient presented
asymptomatic chronic toxoplasmosis with an increased volume in the
left parotid region, highlighting the importance of this case report.

T. gondii infection causes both humoral and cellular immune re-
sponses. The former leads to increased levels of specific im-
munoglobulin circulation, including IgA, IgM, IgE and IgG. The quali-
tative, kinetic and quantitative analyses of these antibodies (mainly IgM

Fig. 2. Photomicrograph of cytological analysis
showing  structures compatible  with
Toxoplasma gondii forms. (A-B) Panoptic
staining (magnification X 400) showing forms
compatible with cysts filled with bradyzoites.
(C) Image of rosettes constituted with crescent
shaped structures, with a pointed anterior end
and a rounded posterior end compatible with
tachyzoites forms (grayscale image x 200).
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and IgG) are widely applied in toxoplasmosis diagnosis or monitoring.
Positive IgM results indicate recent exposure or an ongoing acute in-
fection [13] while IgG appears two weeks after IgM, reaching a plateau
within 2 or 3 months and then decreasing rapidly and displaying life-
long persistence at residual titers which are highly variable among
patients. Thus, IgG indicates a chronic infection or a three- to five-
month exposure [10,13]. Although the patient did not present detect-
able serum IgM, IgG titer levels were significant, which could indicate a
chronic-state lesion.

A correct toxoplasmosis diagnosis is established by the combination
of direct parasite visualization and serological assays for antibody de-
tection [5]. Herein, the diagnosis was obtained by parasite detection by
FNAC and positive IgG serology.

Most current toxoplasmosis treatment regimens are based on case
reports and series, and not randomized clinical trials. In this scenario,
several drugs are used to treat this disease, acting primarily against
tachyzoites. The most common treatment is a combination of sulfa-
diazine and pyrimethamine, which is very useful, but displays im-
precise efficacy. Other widely applied drugs are azithromycin, clin-
damycin, lincomycin [8]. Following the proposed literature, the
therapeutic scheme in the present case was set as a combination of
drugs for two weeks associated to folinic acid in order to minimize
pyrimethamine effects, which proved to be quite effective in lesion
remission.

Thus, it is concluded that FNAC associated to serology assays
comprise adequate tools for toxoplasmosis diagnoses. Furthermore, the
combined therapy of sulfadiazine, pyrimethamine and folinic acid was
shown to be been effective in the treatment of this pathology.
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