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Abstract 

 

Background: Pleomorphic adenomas are benign 

tumors of the salivary glands that mainly affect the lower 

pole of the superficial lobe of the parotid gland. The term 

"pleomorphic" refers to the epithelial and connective origin 

of the mass. The clinical presentation is typically that of 

asymptomatic swelling which increases in volume. 

Therapy consists in surgical removal of the tumor mass by 

parotidectomy with nerve preservation. 

Case details: This clinical case describes an interesting 

case of pleomorphic adenoma of the parotid gland in a 62-

year-old patient. The patient presented with a long history 

of an asymptomatic mildly worsening swelling of the left 

parotid region. The peculiarity of the clinical case is the 

dimension of the adenoma (9x5x9 cm) and the presence of 

a thyroid incidentaloma (TI), consisting of a thyroid 

multinodular goiter composed of nodules, the largest of 

which measured 8 cm in diameter. This mass dislocated the 

laryngotracheal axis, compressed the larynx and caused the 

reduction of the respiratory space, making orotracheal 

intubation difficult and determining the need to perform a 

tracheotomy. 

Conclusion: Benign pleomorphic adenomas can 

potentially reach large sizes if untreated. Socio-economic 

problems may be the reason for late diagnosis.  
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I.  INTRODUCTION 

 
 Salivary gland tumors represent 1-3% of head and 

neck cancer, they mainly affect the parotid gland and 70-

80% are adenomas (1). Among benign neoplasms, the most 

frequent histotype is pleomorphic adenoma (PA). PA is 

more common in women with a male:female ratio of 1:2 

and is more prevalent between the fourth and sixth decade 

of life (2-6). 

PA is a mixed tumor that originates from epidermoid and 

myoepithelial cells; it includes mesenchymal tissues 

(myxoid, chondroid, mucoid) and epithelial tissues usually 

with adenomatous appearance (ducts, tubules, berries), 

hence the term "mixed tumor" (7, 8). PA is characterized 

by a slow but progressive growth and, if untreated, can 

reach a significant size (9), similarly to other benign head 

and neck masses such as lipoma (10). The diagnosis of PA 
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is based on both clinical and radiological exams, including 

imaging techniques such as B-mode Ultrasound, Magnetic 

Resonance Imaging (MRI) and Computed Tomography 

(CT), followed by fine needle aspiration (FNA) for 

preoperatory cytological diagnosis (11, 12).  

PA can undergo malignant transformation to carcinoma ex-

pleomorphic adenoma (13-15); rarely it metastasizes 

without malignant transformation (16). 

Treatment of PA is surgical; recurrence may occur mainly 

due to intraoperative multifunctional cellular effusions and 

cellular dissemination caused by difficulty in completing 

removal of the pseudocapsule (17). Historically, the 

incidence of recurrence was estimated between 20% and 

40%; today, with the most modern parotidectomy 

techniques, recurrence is estimated around 2.5% (18-20). 

The management of recurrent pleomorphic adenoma of the 

parotid gland is challenging because the tumor is often 

multinodular and can be associated with lesions to the facial 

nerve (21, 22). 

 

 

 

II.  Case Report 

 

A 62-year-old female patient was admitted to the 

Otolaryngology Department of our university hospital 

reporting a painless swelling of the parotid region appeared 

several years earlier and slowly increased in volume. 

The patient was suffering from high blood 

pressure, severe obesity (BMI: 37), permanent atrial 

fibrillation and iatrogenic hypothyroidism. The patient 

regularly assumed nebivolol, furosemide and 

levothyroxine. In 1999, the patient had undergone a left 

hemithyroidectomy for thyroid nodularity. 

Physical examination showed facial symmetry 

with normal movements of the face and eyes. The swelling 

in the left parotid region had a multilobular appearance and 

an elastic consistency; it was not painful on palpation and 

the overlying skin were hyperemic. 

Fibrolaryngoscopy showed a paralysis of the left 

hemilarynx, probably due to the previous thyroid surgery; 

respiratory space was reduced. The patient underwent CT 

scan with contrast agent that detected a solid 

hypervascularized mass in the superficial lobe of the left 

parotid gland measuring 9x5x9 cm (Figure 1 A). CT scan 

also revealed a thyroid incidentaloma (TI), a solid 

hypervascularized mass in the left thyroid lobe with 

multiple focal calcifications over 8 cm in diameter 

consistent with multinodular goiter (MG) (Figure 1 B).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The trachea was strongly deflected on the right 

side, in association with compression of the left pyriform 

sinus and ipsilateral hemilarynx. Pathological lymph nodes 

were found in the left submandibular region. Ultrasound-

guided FNA confirmed the presence of a multinodular 

goiter with a TIR 2 lesion (non-malignant / benign lesion) 

according to the 2014 Italian Consensus for Classification 

and Reporting of Thyroid Cytology classification (22). 

Patient underwent a combined parotidectomy and 

thyroidectomy (Figure 2); a temporary tracheotomy was 

performed due to the preexisting conditions of the patient. 

 

 

 

 

 

 

 

 

 

 

 

 

Histological examination of the parotid specimen 

revealed a capsulated, solid and cystic mass characterized 

by the presence of a wide squamous component containing 

partially calcified corneal cysts and by multifocal 

proliferation of epithelial cells, which formed structures 

that resembled glandular lumina and spindle-shaped 

myoepithelial cells bearing pale cytoplasm. A hyaline and 

chondromyxoid extracellular matrix was present. There 

was evidence of multiple granulomatous inflammation foci 

containing multinucleated giant cells, even within the 

capsule. The features of chondromyxoid foci and glando-

duttal differentiation and the low growth rate (ki67 <5%) 

confirmed the diagnosis of PA with extensive squamous 

metaplasia. The histological exam also revealed reactive 

nodes, negative for tumoral invasion. Histological 

examination of the thyroid mass showed multiple colloid 

nodules in both lobes, characteristic of multinodular goiter 

(23-25). The parenchyma had histological features of 

macro and microfollicular stroma, with areas of focal 

necrosis sclerosis and inflammatory infiltration. 

The patient had no postoperative complications; 

tracheostomy was removed 2 weeks after surgery and 

showed no recurrence of disease at regular follow up visits 

(1, 3, 6, 12 and 18 months after surgery). 

 

 

III.  DISCUSSION 

 

 

Figure 1: Facial Computed tomography scan with contrast agent 

of the head and neck. A) solid hypervascularized mass in the 
superficial lobe of the left parotid gland measuring 9x5x9 cm 

(white arrows. B) a solid hypervascularized mass in the left 

thyroid lobe with multiple focal calcifications over 8 cm in 
diameter (yellow arrow). 

 

 

Figure 2: Intraoperative image 
showing a capsulated, solid and 

cystic mass in the superficial lobe 

of the left parotid gland.  
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This case report shows an obese patient with a large PA 

who presented in a late stage of the disease. In addition, the 

patient presented a contextual finding of a TI, a MG whose 

largest nodule reached 8 cm in diameter. The presence of 

vocal fold paralysis probably due to previous 

hemithyroidectomy, the very voluminous MG and the 

displacement of the laryngotracheal axis complicated the 

surgical intervention.  

PA or benign mixed tumor is the most common salivary 

gland neoplasm; in 80% of cases it involves the parotid 

gland, in 8% the submandibular gland, and in 6% the minor 

salivary glands (5). Generally, PA involves the lower pole 

of the superficial lobe of the parotid gland, is not painful 

and presents solid consistency (5, 21, 26). Facial nerve 

palsy is a rare occurrence (27), and was not found in this 

patient despite the large size of the parotid mass.  

Although encapsulated, in some locations the capsule is not 

fully developed and expansile growth produces protrusions 

into the surrounding gland, which may lead to recurrences 

if the tumor is enucleated. In the present case, a radical 

parotidectomy was performed with removal of the 

pseudocapsule; no recurrence of the parotid mass was 

found during follow up.  

The dominant histologic feature found in this case of PA is 

the great heterogeneity. The epithelial elements resembling 

ductal cells or myoepithelial cells are arranged in duct 

formations, acini, irregular tubules, strands, or sheets of 

cells. These elements are typically dispersed within a 

mesenchyme-like background of loose myxoid tissue 

containing islands of cartilage and, rarely, foci of bone. 

Sometimes, the epithelial cells form well-developed ducts 

lined by cuboidal to columnar cells with an underlying 

layer of deeply chromatic, small myoepithelial cells. In 

other cases, there may be strands or sheets of myoepithelial 

cells. Islands of well-differentiated squamous epithelium 

may also be present. In most cases there is no epithelial 

dysplasia or evident mitotic activity. There is no difference 

in biologic behavior between the tumors composed largely 

of epithelial elements and those composed largely of 

seemingly mesenchymal elements (28).  

Malignant transformation occurs in nearly 3% of cases, is 

usually linked a long-standing, untreated condition and has 

to be suspected in case of pain, ulceration, spontaneous 

bleeding, superficial and/or deep tissue invasion, rapid 

growth and facial nerve alterations (29, 30). 

In conclusion, the present case shows a peculiar situation in 

which a PA and TI were found in the same patient at a very 

late stage. PA may reach significant sizes if untreated, and 

socio-economic problems can be a reason for late diagnosis 

and treatment.  

 

 

 

IV.  REFERENCES 

 

1. Jagadishkumar K, Anilkumar MG, Krishna 

Kumar HC, Maggad R. Pleomorphic adenoma of the cheek 

in a child: A case report. Dent Res J (Isfahan). 

2014;11(4):522-4. 

2. Pommier P, Liebsch NJ, Deschler DG, Lin DT, 

McIntyre JF, Barker FG, 2nd, et al. Proton beam radiation 

therapy for skull base adenoid cystic carcinoma. Arch 

Otolaryngol Head Neck Surg. 2006;132(11):1242-9. 

3. Douglas JG, Laramore GE, Austin-Seymour M, 

Koh W, Stelzer K, Griffin TW. Treatment of locally 

advanced adenoid cystic carcinoma of the head and neck 

with neutron radiotherapy. Int J Radiat Oncol Biol Phys. 

2000;46(3):551-7. 

4. Di Stadio A, Ralli M, Maranzano M, Messineo D, 

Ricci G, Cavaliere M, et al. A Rare Case of Asymptomatic 

Adenoid Cystic Carcinoma of the Minor Salivary Glands in 

an Elderly Patient. Ear Nose Throat J. 

2019:145561319885242. 

5. Bokhari MR, Greene J. Pleomorphic Adenoma.  

StatPearls. Treasure Island (FL)2020. 

6. Witt RL, Eisele DW, Morton RP, Nicolai P, 

Poorten VV, Zbaren P. Etiology and management of 

recurrent parotid pleomorphic adenoma. Laryngoscope. 

2015;125(4):888-93. 

7. Meshram GG, Kaur N, Hura KS. Pediatric 

Pleomorphic Adenoma of the Parotid: Case Report, Review 

of Literature and Novel Therapeutic Targets. Children 

(Basel). 2018;5(9). 

8. Eveson JW, Cawson RA. Salivary gland tumours. 

A review of 2410 cases with particular reference to 

histological types, site, age and sex distribution. J Pathol. 

1985;146(1):51-8. 

9. Akintububo OB, Ogundipe OK, Kaltungo ZY, 

Guduf MI, Pindiga UH, Abdullahi YM. Giant parotid 

pleomorphic adenoma in a Nigerian male. Niger J Clin 

Pract. 2016;19(5):681-4. 

10. Ralli M, de Vincentiis M, Greco A. First, Rule Out 

Cancer: Giant Lipoma. Am J Med. 2018;131(2):146-7. 

11. Carta F, Chuchueva N, Gerosa C, Sionis S, Caria 

RA, Puxeddu R. Parotid tumours: clinical and oncologic 

outcomes after microscope-assisted parotidectomy with 

intraoperative nerve monitoring. Acta Otorhinolaryngol 

Ital. 2017;37(5):375-86. 

12. Nouraei SA, Ismail Y, Ferguson MS, McLean NR, 

Milner RH, Thomson PJ, et al. Analysis of complications 

following surgical treatment of benign parotid disease. 

ANZ J Surg. 2008;78(3):134-8. 

13. Nouraei SA, Ferguson MS, Clarke PM, Sandison 

A, Sandhu GS, Michaels L, et al. Metastasizing 

pleomorphic salivary adenoma. Arch Otolaryngol Head 

Neck Surg. 2006;132(7):788-93. 

14. Hay MA, Witterick IJ, Mock D. Recurrent 

pleomorphic adenoma of the parotid gland with cervical 

metastasis. J Otolaryngol. 2001;30(6):361-5. 

15. Ralli M, de Vincentiis M, Greco A. Large 

parapharyngeal mass: a challenging differential diagnosis. 

Lancet Oncol. 2018;19(3):e181. 



Translational Medicine @ UniSa - ISSN 2239-9747 2020, on line first(4): 15-18 

 

18 

Università degli Studi di Salerno 

16. Knight J, Ratnasingham K. Metastasising 

pleomorphic adenoma: Systematic review. Int J Surg. 

2015;19:137-45. 

17. Guntinas-Lichius O, Silver CE, Thielker J, Bernal-

Sprekelsen M, Bradford CR, De Bree R, et al. Management 

of the facial nerve in parotid cancer: preservation or 

resection and reconstruction. Eur Arch Otorhinolaryngol. 

2018;275(11):2615-26. 

18. Park GC, Cho KJ, Kang J, Roh JL, Choi SH, Kim 

SY, et al. Relationship between histopathology of 

pleomorphic adenoma in the parotid gland and recurrence 

after superficial parotidectomy. J Surg Oncol. 

2012;106(8):942-6. 

19. Foresta E, Torroni A, Di Nardo F, de Waure C, 

Poscia A, Gasparini G, et al. Pleomorphic adenoma and 

benign parotid tumors: extracapsular dissection vs 

superficial parotidectomy--review of literature and meta-

analysis. Oral Surg Oral Med Oral Pathol Oral Radiol. 

2014;117(6):663-76. 

20. Zbaren P, Vander Poorten V, Witt RL, Woolgar 

JA, Shaha AR, Triantafyllou A, et al. Pleomorphic 

adenoma of the parotid: formal parotidectomy or limited 

surgery? Am J Surg. 2013;205(1):109-18. 

21. Andreasen S, Therkildsen MH, Bjorndal K, 

Homoe P. Pleomorphic adenoma of the parotid gland 1985-

2010: A Danish nationwide study of incidence, recurrence 

rate, and malignant transformation. Head Neck. 2016;38 

Suppl 1:E1364-9. 

22. Nardi F, Basolo F, Crescenzi A, Fadda G, 

Frasoldati A, Orlandi F, et al. Italian consensus for the 

classification and reporting of thyroid cytology. J 

Endocrinol Invest. 2014;37(6):593-9. 

23. McKenzie JM, Zakarija M, Bonnyns M. Graves' 

disease. Med Clin North Am. 1975;59(5):1177-92. 

24. Day TA, Chu A, Hoang KG. Multinodular goiter. 

Otolaryngol Clin North Am. 2003;36(1):35-54. 

25. Ralli M, De Virgilio A, Artico M, Longo L, de 

Vincentiis M, Greco A. New insights into the 

etiopathogenesis of Hashimoto's Thyroiditis: The role of 

genetics and epigenetics. Autoimmun Rev. 

2018;17(10):1065-6. 

26. Jain S, Hasan S, Vyas N, Shah N, Dalal S. 

Pleomorphic Adenoma of the Parotid Gland: Report of a 

Case With Review of Literature. Ethiop J Health Sci. 

2015;25(2):189-94. 

27. Jecker P, Hartwein J. [Facial paralysis in benign 

parotid tumor: case report and review of the literature]. 

Laryngorhinootologie. 1993;72(4):204-6. 

28. Tarsitano A, Pizzigallo A, Giorgini F, Marchetti 

C. Giant pleomorphic adenoma of the parotid gland: an 

unusual case presentation and literature review. Acta 

Otorhinolaryngol Ital. 2015;35(4):293-6. 

29. Chooback N, Shen Y, Jones M, Kasaian K, Martin 

M, Ng T, et al. Carcinoma ex pleomorphic adenoma: case 

report and options for systemic therapy. Curr Oncol. 

2017;24(3):e251-e4. 

30. Zhan KY, Khaja SF, Flack AB, Day TA. Benign 

Parotid Tumors. Otolaryngol Clin North Am. 

2016;49(2):327-42. 

 

 

 


