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Abstract
Tumors of the salivary glands constitute 3% of all head and neck tumors. The parotid gland (PG) is the most
common site involved in 85% of cases. PG tumors' size varies from a few millimeters to several centimeters
and is about 2-6 cm on average. However, because of insidious growth and asymptomatic nature, untreated
tumors of the PG can attain large size. Pleomorphic adenoma (PA), as large as 33 cm in size or 26.5 kg in
weight, has been reported in the literature. Similarly, untreated Warthin’s tumor (WT) rarely becomes giant,
size up to 20 cm is reported. Giant PG tumors are commonly symptomatic and have a rare tendency to
become malignant.

We are reporting two giant PG tumors with different histopathological diagnoses, PA and WT of size 15x15
cm and 10x8 cm, respectively. Therefore, with a size of 10 cm, our case is the second-largest WT reported in
the literature. Both the giant PG tumors were present for 15-20 years, and mild pain and discomfort were the
only symptoms. We had the differential preoperative tissue diagnosis in fine-needle aspiration cytology
(FNAC) because of varying consistency. Contrast-enhanced computed tomography (CECT) and magnetic
resonance imaging (MRI) of the neck were done for these cases for preoperative planning. Compared to the
former, the latter was more informative about nerve involvement preoperatively. Both the patients
underwent superficial parotidectomy, and meticulous dissection was done to identify and safeguard the
facial nerve and its branches. We had a challenge in closing the flaps, which was achieved with an acceptable
cosmetic outcome. Both the patients were discharged in stable condition with minimal facial nerve
weakness.
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Introduction
Pleomorphic adenoma (PA) is the most common salivary gland tumor (70%), followed by Warthin’s tumor
(WT) (6%-10%) [1]. The parotid gland (PG) is the most common site of salivary gland tumors [2]. The size of
PG tumors varies from few millimeters to several centimeters and is about 2-6 cm on average [3-5]. However,
because of insidious growth and asymptomatic nature, untreated tumors of the PG can attain a large size.
Giant parotid gland tumors (GtPGTs) weighing as much as 26.5 kg are reported in the literature [6]. Herein,
we report two GtPGTs with a different histopathological diagnosis, PA and WT.

Case Presentation
Case summary 1
A 60-year-old male presented with complaints of swelling over the right side of the face for 20 years. The
swelling remained static initially, which gradually increased in size for the last five years and was not
associated with any sudden increase in size. He had no pain complaint, difficulty in mouth opening, facial
weakness, facial paraesthesia, halitosis, altered salivary flow, or discharge from the swelling during its
progression.

On local examination, an ovoid mobile swelling of size 15x15 cm was noted below, behind, and in front of
the right ear with obliteration of the retro-mandibular furrow and lifting of the right ear lobule with no local
warmth or tenderness. The swelling had well-defined margins, a smooth surface, a variegated consistency
predominantly fluctuant cystic area, and a firm solid area in its posterosuperior part. There were two soft
outpouchings noted on the surface of swelling, which were compressible. The swelling was not fixed to the
underlying muscles or the overlying skin except in the area of outpouching nodules. The skin over the
swelling had normal facial hairs and had no dilated veins, scars, sinuses, or fistulae (Figure 1).
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FIGURE 1: Clinical image of the patient (Case 1) showing a large right-
sided parotid swelling

His intraoral examination revealed a normal deep lobe, parotid duct, and its opening. There was no apparent
facial asymmetry or weakness of facial muscles. Contrast-enhanced computed tomography (CECT) revealed
a well-defined, hyperdense, fluid-attenuating cystic lesion of size 11x13x12 cm with an eccentric enhancing
nodular solid component of size 4x5 cm in the right parotid region. The deep lobe of the parotid was normal.
There was no involvement of the deeper structures and vessels of the neck. There was no significant
lymphadenopathy (Figure 2).

2021 Jain et al. Cureus 13(4): e14539. DOI 10.7759/cureus.14539 2 of 8

https://assets.cureus.com/uploads/figure/file/129012/lightbox_bcbbf040bc8f11ea9744f7345e329d56-Figure-1.png


FIGURE 2: Post-contrast CECT
A: Coronal, and B: Axial view showing a well-defined fluid attenuating cystic lesion (red arrow) with an
eccentric, enhancing nodular solid component (yellow arrow) in the right parotid region.

CECT: contrast-enhanced computed tomography

Fine-needle aspiration cytology (FNAC) from the lesion showed features suggestive of PA. The patient
underwent a right superficial parotidectomy. Blair’s incision was given with a 5 cm extension in the cervical
skin crease because of significant swelling. Intraoperatively, the facial nerve's zygomatic branch was found
to be traversing through the cyst and was sacrificed. The rest of the branches were identified and preserved.
There was an excess of thinned and redundant skin, which was trimmed to achieve cosmetically acceptable
closure. Postoperative microscopic examination revealed PA without any evidence of malignancy (Figure 3).
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FIGURE 3: Photomicrographs of histopathological sections
a) Tumor composed of solid sheets of epithelial cells and focal chondromyxoid background (H&E X 40); b)
High-power sections of sold areas show nests and cords of epithelial cells admixed with few myoepithelial
cells (H&E X 200); c) Focal areas show a cyst composed of predominantly chondromyxoid areas admixed
with a few cords of epithelial cells (H&E X 100); d) Show a tumor with normal seromucinous glands of the
parotid (blue arrowhead) (H&E X 100)

H&E: Hemotoxylin and Eosin

Case summary 2
A 63-year-old male presented with complaints of swelling in the right side of the neck extending to the right
cheek for 15 years. There was no sudden increase in the size of the swelling. He had no other complaints
similar to Case 1.

On local examination, an irregular, non-tender, mobile swelling of size 10x8 cm was noted below, behind,
and in front of the right ear with obliteration of the retro-mandibular furrow and lifting of the right ear
lobule. The swelling had well-defined margins, a smooth surface, and variable consistency with cystic and
solid areas admixed. It was not fixed to the masseter, sternocleidomastoid, or overlying skin. The skin over
the swelling and his intraoral examination were clinically unremarkable. There was no evidence of facial
palsy or lymph nodes in the neck.

Magnetic resonance imaging (MRI) of the neck showed a well-circumscribed, solid-cystic lesion within the
posteroinferior part of the right parotid gland's superficial lobe with no extension to the deep lobe
measuring 8.5x6.4x8 cm. Peripheral solid areas of the lesion along the superior and medial aspects show
diffusion restriction with post-contrast enhancement. There was a presence of T2 intermediate to
hyperintense signal with scattered T1/T2 hyperintense cysts. A T2 hypointense T1 intermediate to mildly

hyperintense cystic component of the lesion (measures 4.0x3.8 cm2) with possibilities of mucoid content
was also noted. The lesion was abutting the retromandibular vein and displacing it anteriorly. There were no
suspicious deep cervical lymph nodes noted (Figure 4).
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FIGURE 4: T1 axial image, T1 intermediate to mildly hyperintense cystic
component of lesions (red arrow) - possibly of mucoid content

FNAC showed differentials of WT and lymphoepithelial cyst. He underwent right superficial parotidectomy
with standard Blair’s incision. Meticulous dissection was done to identify and safeguard the facial nerve and
its branches. During his immediate postoperative period, he developed facial nerve neuropraxia, which was
resolving well with physiotherapy. The histopathology of the specimen revealed features of WT (Figure 5).
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FIGURE 5: Photomicrographs of histopathological sections
A: Interface between the salivary gland parenchyma and the tumor - red arrow (H&E 40); B: Cystic structures
lined by benign bilayered epithelium surrounded by a dense lymphoid stroma - black arrow (H&E X 100)

H&E: Hematoxylin and Eosin

Discussion
The common site of the tumor in PG is the superficial lobe or tail of the gland; however, deep lobe
involvement is also seen. The size of PG tumors varies from a few millimeters to several centimeters and is
about 2-6 cm on average [3-5]. The size of reported cases of giant WT was found to be smaller than PA. WT up
to 8 cm is reported in the literature, with only one tumor of 20 cm size [1]. Therefore, with a size of 10 cm,
our case is the second-largest WT reported in the literature. This size difference could be because of WT's
peak incidence in the 6th-7th decade, with an incidence as low as 6% below 40 years of age [1,7]. The
dimensions of these GtPGTs can range from 15-20 cm, with 33 cm as the maximum size reported in the
literature [8-10]. These tumors can weigh in kilograms. As per a series of 31 cases published by Schultz-
Coulon, the weight of such tumors varied from 1-26.5 kg [6].

The tumors of PG are generally slow-growing with no symptoms other than aesthetic implications.
Therefore, these tumors are generally ignored by patients in the initial stages. Various factors are responsible
for this neglect [2,6-8]. Therefore, continuous non-treatment for decades altogether leads to these tumors
growing to a disproportionately large size. In our case, both patients belonged to a remote village and didn’t
have access to a proper health care facility. Patients generally tolerate this slow-growing mass for years and
present for treatment when it becomes symptomatic. Therefore, patients tend to be in their fifth or sixth
decade [7]. However, cases are reported as young as the 25-year-old patient [6]. A very large swelling can
assume the appearance of a “double head,” which can have psycho-social issues, especially in rural areas [8].
However, fascial nerve weakness or paralysis is rarely seen even with such a large tumor size.

Ultrasonography (USG) is the initial investigation of choice. But USG has certain limitations such as
difficulty studying the deep parotid lobe because of the mandible acoustic shadow, inability to visualize the
facial nerve, retropharyngeal and deep neck lymphadenopathies, and the difficult to identify the
involvement of surrounding tissue [4,11]. This problem is compounded in GtPGTs due to their size.
Therefore, MRI is the preferred investigation for such GtPGTs, primarily due to its ability to provide
excellent morphological and volume assessment and a precise definition of the relationship with adjacent
structures [11]. This information becomes more critical in cases of GtPGTs because distortion of the
surrounding anatomy is expected due to their large size [1]. On MRI, GtPGTs tend to be well-capsulated,
lobulated, and non-homogenous in appearance due to areas of necrosis, hemorrhagic, and cystic
degeneration with or without calcification [3,11]. There is also increased vascularity of glands with multiple
feeder vessels, commonly arising from the external carotid artery or its branches, seen on imaging [2,7-8,10].
CECT can also be used only in cases where MRI is contraindicated or not available [11].
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FNAC is a rapid and useful tool for cytological diagnosis. The risk of dissemination of neoplastic cells along
the needle tract and facial nerve injury is also negligible [11]. However, the large size of these GtPGTs
increases the risk of having a false negative or inconclusive report owing to the inability to sample the
representative areas. The majority of PA cases are probably because it is the most common PG tumor [1].
However, cases of WT, malignant transformation in PA, malignant PG tumor, or secondary carcinoma in
PA are also reported [4,6,9-10].

Although benign, tumors of the salivary gland, such as PA and WT, mandates excision because of the risk of
malignant transformation. The risk of malignant transformation in PA increases from 1.6% in tumors with
less than five years duration, to 9.5% for those presenting for more than 15 years [3,5]. The same risk in WT
is 0.3% [1]. The risk of transformation increases with recurrence after surgery. Therefore, excision with
uninvolved margins is necessary. Since GtPGTs are both long-standing as well as symptomatic at
presentation, excision is mandatory even if metastatic malignancy is suspected [10]. However, there are
specific problems inherent to the surgical management of these tumors. First, tumors can be approached
with modified Blair’s incision, but good cosmetic outcomes mandate properly planned skin incision with the
excision of redundant or fixed or involved skin [1,7]. Second, large feeder vessels predispose to an increased
risk of intraoperative and postoperative hemorrhage [7-8,10]. Many authors have suggested the role of
preoperative embolization, but owing to the rarity of GtPGTs, no conclusive data are available [7-8,10].
Third, such large tumors distort the anatomy of surrounding structures, including splaying of facial nerve
branches, exposing them to injury. However, these tumors are seen to separate easily from surrounding
tissue [2,7,10]. Therefore, with meticulous dissection, the fascial nerve injury can be kept to a minimum.

Conclusions
PG tumors usually remain untreated and grow to an enormous size due to various factors such as poor
socioeconomic conditions, lack of access to healthcare, and fear of surgery. GtPGTs can be benign as well as
malignant. Also, long-standing GtPGTs become symptomatic and have more risk of malignancy, thus
mandating surgical excision. Therefore, excision with uninvolved margins should be considered for all
GtPGTs. Surgery needs proper preoperative planning to minimize intra and postoperative complications.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
The authors would like to acknowledge Dr. Bhawana Ashok Badhe (Professor of Pathology, JIPMER,
Puducherry), who provided histopathological images and a valuable description of pleomorphic adenoma,
and Dr. Bheemanathi Hanuman Srinivas (Associate Professor of Pathology, JIPMER, Puducherry), who
provided histopathological images and a valuable description of Warthin’s tumor.

References
1. Salaria N, Garg U, Kumar S, Verma D, Sharma N, Singh K: Giant Warthin's tumour of the parotid gland: a

rare case report. Indian J Otolaryngol Head Neck Surg. 2019, 71:839-43. 10.1007/s12070-019-01675-1
2. Weng X, Guo F, Shen Z, Cheng B: Case report. Giant pleomorphic adenoma of the parotid gland with a

history more than forty years without malignant transformation. Int J Clin Exp Med. 2018, 11:1033-1037.
3. Gupta M, Chaudhary N, Gupta M: Giant presentation of pleomorphic adenoma in major salivary gland . BMJ

Case Rep. 2011, 2011:bcr0420114098. 10.1136/bcr.04.2011.4098
4. Kim CH, Han S, Kim MY: Warthin’s tumor of the parotid gland: a case report . J Korean Assoc Oral

Maxillofac Surg. 2012, 38:366-370. 10.5125/jkaoms.2012.38.6.366
5. De Silva MN, Kosgoda KM, Tilakaratne WM, Murugadas P: A case of giant pleomorphic adenoma of the

parotid gland. Oral Oncol Extra. 2004, 40:43-45. 10.1016/j.ooe.2003.12.006
6. 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, 25:189-94. 10.4314/ejhs.v25i2.13
7. Schultz-Coulon HJ: Pleomorphic giant adenomas of the parotid gland [Article in German] .

Laryngorhinootologie. 1989, 68:445-9. 10.1055/s-2007-998373
8. 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, 19:681-4. 10.4103/1119-3077.188694
9. Phillips JS, Premachandra DJ: Giant parotid mass . Can J Surg. 2009, 52:E21-2.

10. Honda T, Yamamoto Y, Isago T, Nakazawa H, Nozaki M, Hirayama T: Giant pleomorphic adenoma of the
parotid gland with malignant transformation. Ann Plast Surg. 2005, 55:524-7.
10.1097/01.sap.0000176023.94693.b7

2021 Jain et al. Cureus 13(4): e14539. DOI 10.7759/cureus.14539 7 of 8

https://dx.doi.org/10.1007/s12070-019-01675-1
https://dx.doi.org/10.1007/s12070-019-01675-1
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwimoOnh7rPqAhVGyzgGHT_xC8oQFjAAegQIBhAB&url=http%3A%2F%2Fwww.ijcem.com%2Ffiles%2Fijcem0062142.pdf&usg=AOvVaw3WzgfjY4Wu1JD8EF9EXIS1
https://dx.doi.org/10.1136/bcr.04.2011.4098
https://dx.doi.org/10.1136/bcr.04.2011.4098
https://dx.doi.org/10.5125/jkaoms.2012.38.6.366 
https://dx.doi.org/10.5125/jkaoms.2012.38.6.366 
https://dx.doi.org/10.1016/j.ooe.2003.12.006
https://dx.doi.org/10.1016/j.ooe.2003.12.006
https://dx.doi.org/10.4314/ejhs.v25i2.13
https://dx.doi.org/10.4314/ejhs.v25i2.13
https://dx.doi.org/10.1055/s-2007-998373
https://dx.doi.org/10.1055/s-2007-998373
https://dx.doi.org/10.4103/1119-3077.188694
https://dx.doi.org/10.4103/1119-3077.188694
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2637634/pdf/20090200E.1s00E10pE21.pdf
https://dx.doi.org/10.1097/01.sap.0000176023.94693.b7
https://dx.doi.org/10.1097/01.sap.0000176023.94693.b7


11. Tartaglione T, Botto A, Sciandra M, et al.: Differential diagnosis of parotid gland tumours: which magnetic
resonance findings should be taken in account?. Acta Otorhinolaryngol Ital. 2015, 35:314-20.
10.14639/0392-100X-693

2021 Jain et al. Cureus 13(4): e14539. DOI 10.7759/cureus.14539 8 of 8

https://dx.doi.org/10.14639/0392-100X-693
https://dx.doi.org/10.14639/0392-100X-693

	Colossal Parotid Tumors: A Diagnostic and Surgical Challenge
	Abstract
	Introduction
	Case Presentation
	Case summary 1
	FIGURE 1: Clinical image of the patient (Case 1) showing a large right-sided parotid swelling
	FIGURE 2: Post-contrast CECT
	FIGURE 3: Photomicrographs of histopathological sections

	Case summary 2
	FIGURE 4: T1 axial image, T1 intermediate to mildly hyperintense cystic component of lesions (red arrow) - possibly of mucoid content
	FIGURE 5: Photomicrographs of histopathological sections


	Discussion
	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


