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Significance of Cytological Diagnosis in
Benign Salivary Gland Lesion
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ABSTRACT

A diffuse, chronic, non-inflammatory, non-neoplastic usually bilateral, enlargement of major salivary glands is termed as Sialadenosis
or sialosis. It is an uncommon cause for enlargement of the parotid gland. We here by describe two patients with history of unilateral
painless swelling of parotid glands. Fine-Needle Aspiration (FNA) specimens showed highly cellular smears comprising of clusters
of enlarged acini and numerous naked nuclei. A diagnosis consistent with sialadenosis was made. It is important to recognise this
underestimated entity cytologically in the work-up of salivary gland swellings to avoid the unnecessarily surgical intervention.
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CASE REPORT

Case 1: A 50-year-old male presented with a swelling in right
retroauricular region measuring 2.5x2.0 cm. The swelling was firm,
mobile and nontender. It was gradually enlarging in size over a period
of two months. The overlying skin was normal and no other swelling
was noted on either side. Laboratory tests revealed Random Blood
Sugar level (RBS) 220 mg/dL. All the other investigations were
within normal limits. Ultrasonography (USG) showed single, well-
circumscribed swelling measuring 2x1.8 cm in the right retroauricular
region which was suggestive of benign salivary gland lesion.

Case 2: A 20-year-old female presented with a swelling in right
infraauricular region measuring 2.0x1.5 cm. The swelling was firm,
mobile, nontender and gradually increasing in size since past one
month. The overlying skin was normal and no other swelling was
noted on either side. The patient was underweight for age and had
lean built. Complete blood count showed haemoglobin 9.5 gm/
dL, microcytic hypochromic red blood cells with normal total and . : , . "
differential leucocyte count. However, all other routine investigations ; e o —

L i . . [Table/Fig-1]: Acinar epithelial cells arranged in clusters, papillae, and glandular
were within normal limits. USG suggested benign lesion. i 10 el e e (B, L

FNAC in both the cases was performed using a 22-gauge needle
attached to a 10-mL plastic syringe mounted on a syringe holder for
a single hand grip. Blood mixed aspirated material was deposited
onto five clean glass slides. FNAC air-dried smears were stained
with Giemsa stain and the slides were then examined under a light
microscope (Labomed Lx 400) on 4X, 10X, and 40X magnification.
Smears prepared from the swelling of both the patients show similar
cytological features. Smears were moderately cellular, having acinar
epithelial cells arranged in clusters, papillae, and glandular pattern as
well as scattered singly [Table/Fig-1]. Within the clusters, acini were
extremely crowded and appeared fused [Table/Fig-2]. The acinar
cells appeared swollen and exhibit round, small, peripherally located
nuclei. The cytoplasm was either vacuolated or finely granular
[Table/Fig-3]. Background showed numerous naked epithelial cell
nuclei, few adipocytes and red blood cells. Inflammatory cells were
not seen in the background. FNA findings were correlated clinically
and radiologically, there was no suspicion for any other benign or
malignant tumour. Thus, cytological diagnosis of sialadenosis of
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parotid gland was given in both cases. [Table/Fig-2]: Extremely crowded and fused acini (MGG stain, 10x).

DISCUSSION secretion and/or synthesis, with secondary cytoplasmic swelling
Sialadenosis can be defined as a non-inflammatory, non-neoplastic,  and enlargement of the parotid gland [1]. Sialadenosis does not
symmetrical, soft, painless, persistent enlargement of the parotid  have a sex predilection and the highest rate of incidence is reported
glands. It is generally the result of an autonomic neuropathy which ~ between 30 and 69 years of age [2,3]. A variety of conditions
results in either excessive stimulation or inhibition of acinar protein ~ such as alcoholism, endocrine disorders particularly diabetes
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[Table/Fig-3]: Swollen acinar cells having round, small, peripherally located nuclei
with vacuolated or finely granular cytoplasm (MGG stain, 40x).

mellitus, malnutrition, pregnancy, drugs, bulimia, eating disorders
have been associated with sialadenosis [4-6]. It is often bilateral
and recurrent [7]. But few cases with unilateral sialadenosis were
reported as well. Both of our cases had unilateral presentation.
Pape SA et al., also reported four cases of unilateral sialadenosis
in their case series [7].

Sialadenotic glands diverge from the appearance of normal FNA
salivary gland specimens with the presence of high cellularity and
the architectural pattern. Another important feature is the marked
enlargement of single acini. The cytoplasm is swollen because
of a numerical increase of secretory granules and shows either a
dark pattern or a clear, vacuolar transformation. Abundant naked
nuclei are found due to the extreme delicacy of acinar cytoplasm
[1]. Sialadenosis is distinguished from chronic sialadenitis by the
abundance of acinar elements, absence of inflammatory cells
and proteinaceous debris in the background. Lymphoepithelial
Sialadenitis (LESA) is also one of the differentials but sialadenosis
lack lymphoepithelial islands and germinal center fragments, which
are the characteristic features of LESA [8]. A neoplasic condition that
can mimic sialadenosis on cytology is low grade acinic cell tumour.
Acinic cell tumours generally yield abundant cellular material with
poorly formed microacinar groupings. Naked nuclei are absent in
acinic cell tumours whereas these are numerous in sialadenosis.
Atypical nuclear features are more prominent in acinic cell tumours
as compared to sialadenosis [9]. Another differential is Warthin
tumour which also have bilateral presentation. The typical aspirate is
composed of lymphocytes, oncocytes, and granular debris, which
are not seen in sialadenosis. The non-neoplastic entities such as
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oncocytosis associated with aging, parotitis, and benign epithelial
lesions, which may occur in Acquired Immune Deficiency Syndrome
(AIDS) should also be excluded [1,9]. Morphologic characteristics
of sialoadenosis are however typical to make the diagnosis.
Moreover, oncocytes and inflammatory cells are distinctly absent in
sialadenosis [9].

Thus, FNAC is a reliable and minimally invasive diagnostic method
with a high sensitivity in the diagnosis of parotid gland lesions.
Sensitivity of FNAC for malignant parotid tumours is low because
of the deep location. However, 100% accuracy can be achieved if
ultrasound guidance is taken [10].

The treatment of sialadenosis is unsatisfactory but the emphasis
should be given at the correction of the underlying disorder. In our
case, one patient was diabetic and other was malnourished. So no
surgical treatment was given, only symptomatic treatments were
followed up.

We presented these cases for the rarity of its unilateral presentation
and its differentiation on cytology smears from other parotid lesions.

CONCLUSION

FNAC provides the valuable information for further therapeutic
management and is preferred for its high diagnostic accuracy
with minimal invasive nature and avoiding unwarranted surgery. It
must be emphasised that appropriate clinical history of underlying
predisposing diseases is essential in order to establish a correct
diagnosis of sialadenosis. However, few cases may be inaccurately
diagnosed on cytology due to overlapping features and in these
cases histopathology is the only modality for final diagnosis.
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