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Primary Non-Hodgkin’s
Lymphoma involving Parotid Gland

CASE REPORT

Primary Non-Hodgkin’s Lymphoma involving Parotid
Gland: A Rare Entity
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ABSTRACT
Non-Hodgkin’s lymphomas constitute 25 to 40% of all lymphomas. The gastrointestinal tract is the most common site followed
by the head and neck area. Salivary gland involvement is a very
rare entity and is involved in 0.5 to 5% of all cases. Among all the
major salivary glands, the parotid gland is commonly involved
followed by the submandibular glands. Misdiagnosis often leads
to unnecessary diagnostic procedures, which leads to delay in
initiation of appropriate treatment. It is often difficult to diagnose
the distinction between lymphoma developing primarily in the
parotid gland tissue and in the intraparotid lymph nodes. As
per the reports, primary tumors of the parotid gland show no
characteristic features on diagnostic imaging, reflecting none of
their histological findings. We represent a case of a 61-year-old
female who presented with painless, gradually increasing mass
in the right parotid region. Imaging studies were suggestive
of an infiltrative mass lesion involving right the parotid gland.
The patient underwent superficial parotidectomy along with the
excision of the part of the deep lobe posterior to submandibular
gland with facial nerve preservation. Histopathology of the
resected specimen shows infiltrates of lymphocytes into the
glandular parenchyma destroying its normal lobular organization and disrupting the normal glandular architecture.
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INTRODUCTION
Lymphomas appear most commonly in lymph nodes
and parenchymal organs, such as liver and spleen, while
other localizations are less frequent. They are classified
as Hodgkin and non-Hodgkin types, and these two are
divided into subtypes according to cell morphology and
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the characteristics of concurrent elements.1 Parotid gland
lymphomas are a rare primary tumor, although 70% of all
salivary gland lymphomas appear in the parotid gland.2
They originate from intraparotid or periparotid lymph
nodes, or from lymphoid elements of other pathological
states in the gland, such as sialadenitis, cysts with the
presence of lymphoid tissue, parenchymal neoplasms
with the lymphoid component present, and autoimmune
illnesses, especially Sjögren’s syndrome. Over the past
10 years, many of the researchers have agreed that the
primary localization of lymphomas in parotid salivary
gland is very rare, although in recent decades more frequent than earlier.3
The lymphoma is defined as primary when there
is no detectable disease outside the salivary gland. A
small subset of head and neck non-Hodgkin’s lymphoma
(NHL) is a primary parotid gland lymphoma. The overall
incidence is about 0.5% of all tumors, 3 to 5% of salivary
gland neoplasm, and 5% of extranodal lymphomas. In
contrast to other extranodal locations of NHL, parotid
gland involvement is more likely to be of low grade and
the patients have a better prognosis than those with other
extranodal NHLs.4 The most common subtypes of NHL
present in the salivary glands are extranodal marginal
zone B-cell lymphoma of the mucosa-associated lymphoid tissue (MALT) type, follicular B-cell lymphoma,
and diffuse large B-cell lymphoma.
Parotid NHL being an uncommon neoplasm comprises MALT and non-MALT lymphomas. Both types
of lymphoma vary in prognosis and treatment. Preoperatively, primary NHL in the salivary glands is not
anticipated by most of the surgeons. It is difficult to
give a definitive report based on either frozen section
or fine-needle aspiration biopsy by the pathologist
also. With such a difficulty in pre- and intraoperative
diagnosis, it usually ends up in unnecessary radical
operations to the patient. Various literature shows that
primary tumors of the parotid gland show no characteristic features in diagnostic imaging, reflecting none
of their histological findings.5 Therefore, it is difficult to
differentiate benign conditions from malignant tumors,
and most patients are subjected to surgical procedures
before a definitive diagnosis has been made. In the
present case report, we describe a case of NHL of the
parotid gland.
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CASE REPORT
A 61-year-old female presented with right-sided parotid
swelling since 6 months. Initially it was small in size, which
gradually increased to size measuring approximately
5 × 4 cm. On examination, the swelling was nontender,
fixed to the underlined structure, firm-to-hard in consistency, and present in a preauricular region extending from
helix of the ear superiorly and inferiorly toward the ear
lobule. The skin over the swelling has no change in coloration as compared with surrounding skin (Fig. 1). The facial
nerve examination was found to be normal. There was
no other significant family or personal history. No other
abnormality was found in the oral cavity, nasopharynx,
larynx, or the ears. There was no palpable enlargement
of cervical lymph nodes. There was no clinical evidence
of Sjögren’s syndrome, lymphadenopathy, recurrent
gland swelling, or unexplained xerostomia. Differential
diagnosis of pleomorphic adenoma, Warthin’s tumor, and
parotid lymphoma was made. Although rarely observed
in the parotid gland, lymphoma should also be considered in the differential diagnosis. The patient was staged
according to the Ann Arbor staging system (Table 1).
Staging consisted of a general physical examination,

Table 2: Stage grouping relevant to treatment planning for NHL
Limited stage
Ann Arbor I, II
Bulk less than 10 cm
No B symptoms

Advanced stage
Ann Arbor III, IVa
Bulk greater than 10 cm
B symptoms

hematological screening, computed tomography (CT) of
chest, abdomen, and pelvic regions, and bone marrow
biopsy. The CT chest and ultrasonography of abdomen
and pelvis were normal. In contrast to the complexity
of classification, the staging of NHL is straightforward.
The patients can be divided into two groups based on
Ann Arbor stage: Bulk or size of tumor and presence of
B symptoms (Table 2). The B symptoms refer to systemic
symptoms of fever, night sweats, and weight loss, which
can be associated with both Hodgkin’s lymphoma and
NHL. The presence or absence of B symptoms has prognostic significance and is reflected in the staging of these
lymphomas. The CT scan of head and neck shows solid
homogeneous mass with ill-defined border involving
right parotid gland, largest in the superficial lobe and
extending into the deep lobe (Figs 2A and B). As per the
staging system, our patient was under stage I, bulk less
than 10 cm, and no B symptoms were observed.
A superficial parotidectomy with part of the deep
lobe posterior to submandibular gland was excised with
preauricular skin incision. Facial nerve and its terminal
branches were preserved with careful dissection. The
retromandibular vein was ligated and a globular mass
seen arising from the superficial lobe of the parotid gland
(Figs 3 and 4). The tumor was removed along with other
smaller mass from the deep lobe posterior to submandibular gland (Fig. 5). A corrugated rubber drain was
placed for 48 hours (Fig. 6).

Hematoxylin and Eosin-stained Sections
Under Low Magnification
Fig. 1: Preparation of surgical site by preauricular incision

Table 1: Ann Arbor staging system for NHL
Stage
I
II

III

IV
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Description
Involvement of a single lymph node region or of a
single extranodal organ or site (I E)
Involvement of two or more lymph node regions on the
same side of the diaphragm, or localized involvement
of an extranodal site or organ (II E) and one or more
lymph node regions on the same side of the diaphragm
Involvement of lymph node regions on both sides of
the diaphragm, which may also be accompanied by
localized involvement of an extranodal organ or site (III
E) of spleen (III S) or both (III SE)
Diffuse or disseminated involvement of one or more
distant extranodal sites

Both capsulated and uncapsulated areas of salivary
gland tissue and lymph nodes were seen. Infiltrates of
lymphocytes are seen infiltrating into the glandular
parenchyma destroying its normal lobular organization.
Foci of oncocytes were also seen (Fig. 7).

Under Higher Magnification
Lymphomatous infiltrates that have disrupted the normal
glandular architecture were seen. Lymphomatous area
shows both monotypic and pleomorphic cells. The presence of numerous large cells with eosinophilic cytoplasm
showing monolobed or bilobed nucleus with nuclei can
be appreciated in between lymphocytes. Acini adjacent
to the lymphoid infiltrate are destroyed (Fig. 8). Many
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B

Figs 2A and B: (A) The CT image reflects diffuse homogeneous neoplasm with an illdefined margin occupied in the right parotid gland; and (B) Coronal CT image reflects
the solid mass with well-circumscribed margins in the right parotid gland

Fig. 3: Intraoperative image reflecting tumor involving parotid
superficial lobe

Fig. 4: Postoperative image after removal of tumor

Fig. 5: Resected specimen

Fig. 6: Postoperative picture of the patient with corrugated
rubber drain

scattered salivary gland ducts and epimyoepithelial
islands are also seen.
Postoperative recovery was uneventful and facial
nerve function showed mild weakness, which improved

by physiotherapy (Fig. 9). The CT scan of the head, neck,
chest, and abdomen at 2 and 6 months after the surgery
revealed no evidence of lymphoma infiltration. Our patient
had isolated surgical treatment without chemotherapy or
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Fig. 7: Histopathological examination of specimen – infiltration
of salivary and parenchyma with atypical lymphoid cells

Fig. 9: Seven months postoperative view

radiotherapy. By the time this report was completed, the
patient had been followed for 7 months without evidence
of recurrence.

DISCUSSION
Malignant lymphoma of the parotid region may arise
from an intraparotid lymph node or in the gland itself.
In the intraparotid lymph node, the histological features
and natural history of the disease are those of nodal
lymphoma in general. Non-Hodgkin’s lymphoma of the
parotid gland is usually a painless, progressive enlarging
mass.6 As only about 5% of all salivary gland tumors are
malignant lymphomas, primary salivary gland lymphoma
is rarely suspected before biopsy or surgical removal.7
Primary salivary gland lymphoma is defined
as enlargement of parotid gland at first presentation,

74

Fig. 8: Dense lymphoid infiltrate with partial obliteration of acini

followed by pathological diagnosis that includes parenchymal involvement of the salivary gland without evidence of lymph node origin.8,9 The majority of salivary
gland lymphomas are NHLs of B-cell type, especially
MALT lymphomas. The MALT lymphoma is usually
associated with chronic inflammatory process, which is
either because of an immune process or infection, such
as myoepithelial sialadenitis and Sjögren′s syndrome.10
Schusterman et al5 noticed a progressive increase in the
incidence of salivary gland lymphomas during the last
several decades. This may result from a combination of
factors: (1) referral pattern, (2) increased lifespan of individual, and (3) use of sophisticated molecular techniques.
Malignant lymphomas of the parotid gland are uncommon in patients younger than 50 years, with 2:1 male to
female ratio. The impact of the disease stage, histological
grade, and presence or absence of an underlying autoimmune disease on clinical outcome is controversial.
Primary malignant lymphomas of the parotid gland
are uncommon. Clinically, they manifest as a unilateral,
slow-growing painless mass. Most of these tumors are
B-cell type of NHL. Malignant lymphoma originating in
the parotid gland is relatively rare and occurs in 1 to 5% of
tumors, where the parotid gland is the original site of the
tumor.9 It is believed that the differentiation of malignant
lymphoma originating in the parotid gland from other
tumors (including benign tumors) is difficult; however,
some authors as per the literature have reported that malignant lymphomas showed tumor homogeneity surrounded
by well-defined margins and were rarely associated with
necrosis.10 So as per the observations of the present case, it
is indicated that it is necessary to consider the possibility
of malignant lymphoma even when the lesion is rapidly
increasing in size and exhibits necrosis or an infiltrative
tendency in the imaging presentations, strongly suggesting epithelial tumors. Malignant lymphoma originating in
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the parotid gland is histologically described as low-grade
NHL that frequently belongs to the B-cell type and rarely
relapses into other sites.10 So, surgery as prognostic management can be used.
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CONCLUSION
Swelling and lymphomas affecting parotid gland are clinically indistinguishable from other benign or malignant
lesions. Imaging modalities and fine-needle aspiration
cytology are not always helpful. Hence, the majority of
patients require a parotidectomy for definitive diagnosis.
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