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ABSTRACT
Primary malignant lymphomas of parotid gland are very rare. Most are B-cell lymphomas, and T-cell lymphomas are very rare. Unfortu-
nately, fine needle aspiration biopsy is non-diagnostic. We, herein, present a case of a 51-year male, who presented with a large mass
in the left parotid gland that had rapidly grown over a few months. As fine needle aspiration biopsy was non-diagnostic, we decided to
take an incisional biopsy to disclose the pathology.
The lesion was diagnosed as T-cell lymphoma after immunohistochemical examination of the specimens. Following 2-[18F] fluoro-2-
deoxy-D-glucose-positron emission tomography/computed tomography (FDG-PET/CT), the disease was staged as ‘Stage I’. The patient
received six sessions of cyclophosphamide, doxorubicin, vincristine and prednisone protocol as chemotherapy management. After the
completion of chemotherapy, complete remission was achieved.
In  suspected  cases,  an  incisional  open  parotid  core  biopsy  should  be  considered  for  a  definite  diagnosis.  As  the  treatment  of
lymphomas  is  not  surgical,  this  approach  avoids  a  parotidectomy,  which  in  turn,  avoids  facial  nerve  complications.
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INTRODUCTION
Primary lymphoma of the parotid gland is an uncommon malig-
nant tumor derived from mucosa-associated lymphoid tissue or
an intraglandular lymph node.1 The ratio of this malignant disease
in salivary glands varies from 1% to 5% in different studies.1-4

Almost all primary parotid gland malignant lymphomas are of B-
cell  origin.  T-cell  originated parotid lymphomas are extremely
rare, and no more than 20 cases have been reported in English liter-
ature.2,5

The clinical presentation of the disease is usually the painless
swelling of the parotid gland, as with other malignant or benign
lesions of the gland. However, rapid enlargement of the gland over
a few months is the first main symptom, suggesting a malignant
tumor; however, moderate enlargement of the gland in this lesion
is also seen.3

We,  herein,  present  a  case  of  a  primary  parotid  gland  T-cell
lymphoma, the first sign being the rapid swelling of the left parotid
gland. We discuss this rarely noted malignant disease regarding
diagnosis and management with reference to the literature.
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CASE REPORT

A 51-year male presented to our clinic with diffuse painless
swelling of the left parotid gland, which was occurred over two
months  back.  No  enlarged  cervical  lymph  nodes  were
detected on physical examination. In one month during the
completion of patient's examination results,  the lesion had
grown rapidly.

A fine needle aspiration biopsy (FNAB) of the lesion was non-di-
agnostic.  Ultrasonography (USG) showed an approximately
30×15  mm  hypoechoic  cystic  lesion  with  well-demarcated
margins and solid component in the left  diffusely enlarged
parotid gland. Thereafter, a T1- and T2-weighted contrast-en-
hanced magnetic resonance imaging (MRI) scan disclosed a
38×30 mm diameter partially cystic mass with the lobulated
contours derived from the inferior part of the left parotid gland
filling the posterior cervical region and carotid sheath (Figure
1).  MRI  findings  were  suggestive  of  parotid  gland-derived
malignant tumor or lymphoproliferative disease.

We decided to take an open parotid gland core biopsy from the
lesion with an adjacent lymph node excision to avoid delay in
diagnosis, and a histopathologic examination was undertaken
as soon as  possible  with  the aim of  optimising the correct
management for the patient. The lesion was diagnosed as T-
cell  malignant  lymphoma  after  histopathologic  evaluation;
and the patient was referred to the haematology-oncology
clinic in our hospital. On immunohistochemical examination,
CD3, CD4, CD5, CD30 and CD43 were positive, and ALK-nega-
tive T-cell lymphoma was diagnosed (Figure 2).
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Before treatment planning, with the aim of disease staging, a 2-
[18F]  fluoro-2-deoxy-D-glucose-positron  emission  tomogra-
phy/computed tomography (FDG-PET/CT) scan was performed.
Following the FDG-PET/CT, the disease was staged as ‘Stage I’,
with the disease localised only to cervical lymph nodes and the
left parotid gland.

The patient received six sessions of cyclophosphamide, doxoru-
bicin,  vincristine  and  prednisone  (CHOP)  protocol  as
chemotherapy management. Our cancer council decided not to
give additional radiotherapy because the disease was not of
high grade. After the completion of chemotherapy, complete
remission was achieved, verified by FDG-PET/CT, performed
three months after treatment. The patient has been free of the
disease for nearly three years.

Figure 1: Enlarged left parotid gland is seen on contrast-enhanced T2
weighted MR imaging in axial plane.

Figure  2:  Widespread  positive  immunoreactivity  with  CD3,  which  is
specific for T-cells seen with immunohistochemical (IHC) staining (IHC,
×100).

DISCUSSION

Primary lymphoma of the parotid gland presents as the painless
swelling indistinguishable from other benign or malignant condi-
tions. Moreover, FNAB and/or frozen sectioning biopsy cannot

disclose the correct diagnosis, which, as in our case, makes diag-
nosis difficult.1-5

The risk of primary lymphoma of parotid gland increases with
age through the 5th to 6th decades of life (average peak is 55 years
old).1-3 Although the risk for other salivary gland malignancies
increases  with  age,  benign  tumors  have  a  peak  incidence
between the 3rd  and 5th  decades of life.1-4 Our patient was 51
years old, which was compatible with the literature.

Imaging methods, such as MRI, CT and USG, have limited value
in  the diagnosis  of  the disease.  However,  Hyman and Wolff
suggested criteria for considering a malignant lymphoma as
having a primary parotid gland origin.6 Our case matched with
those criteria; the first clinical manifestation of the disease was
glandular involvement, which was painless diffuse swelling of
the  parotid  gland,  and  involvement  of  the  glandular
parenchyma with the malignant nature of the T-cell lymphoma.

The management of this malignant disease with chemotherapy
± radiotherapy  independent  of  preceding  surgical  manage-
ment is very satisfactory for those with ‘Stage I’2-5, as was our
case.

In conclusion, primary parotid gland T-cell lymphoma, although
very rare, should be kept in mind in the differential diagnosis of
parotid gland masses. The most striking clinical and diagnostic
finding  for  suspected  primary  parotid  gland  lymphoma  is  a
diffuse, rapid and painless swelling of the parotid gland over a
few months without well-defined mass margins on palpation.
The detection of the disease with an open core parotid biopsy
and  adjacent  lymph  node  excision  protects  patients  from
surgery-related complications, mainly facial nerve injury.
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