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A Rare Entity

Letter to Editor

Dear Editor,

Lymphoma is the second most common neoplasm of the head 
and neck region after squamous cell carcinoma [1]. In the parotid 
tumours the prevalence of the lymphoma is very rare, accounting 
to just 1-4% of cases [2], due to which clinician do not consider 
lymphoma as one of the differential when he is evaluating a parotid 
mass. In the present case a 55-year-old female presented to the 
ENT OPD with a complaint of gradually increasing swelling in the 
right parotid region since three months which was not associated 
with any pain. On clinical examination a diffuse swelling was present 
in the right parotid region measuring approximately 2.5×2.5 cm, 
with overlying unremarkable skin. On palpation swelling was soft 
to firm in consistency, well circumscribed. No other significant 
past medical or hereditary history was there. Based on clinical 
findings, possibility of pleomorphic adenoma was kept. Computed 
tomography of the patient showed a well circumscribed contrast 
enhancing mass in right parotid gland measuring 3×3 cm [Table/
Fig-1]. Based on above findings possibility of benign parotid gland 
neoplasm was given. Patient consent was taken and was operated. 
Lazy S incision was given, surrounding soft tissue was dissected, 
dissection of the facial nerve was done and superficial parotidectomy 
was done. Grossly, single well circumscribed grey brown soft tissue 
mass was received measuring 2.5×2×0.5 cm. Cut section of the 
specimen was grey white with slightly infiltrating margins [Table/
Fig-2]. Represented sections from the tumour were submitted for 
the histopathological examination. On microscopic examination, it 
showed a tumour composed of atypical lymphoid cells arranged in 
sheets, invading adjacent adipose tissue and salivary glands [Table/
Fig-3,4]. Based on microscopic findings, diagnosis of Non Hodgkin 
lymphoma (large cell type) was given. Immunohistochemistry 
was done for further confirmation of the diagnosis and further 
categorisation of the lymphoma. On immunohistochemistry tumour 
cells were diffusely positive for CD20 and negative for CD3 [Table/
Fig-5,6]. Tumour cells showed positivity for CD10 and BCl6 and 
negative for MUM1. Cells showed focal positivity for BCl2 and 
showed c-myc positivity in approximately 80% of cells [Table/
Fig-7-10]. Ki67 was positive in more than 90% of cells [Table/Fig-

11]. Based on above findings diagnosis of Diffuse Large B Cell 
Lymphoma (DLBCL), germinal center type with double hit was 
given, which express both BCL-2 and c-myc and are associated 
with poor prognosis. PET Scan of the patient was done thereafter 
to look for involvement of other lymph nodes. This case was stage 
I as only single lesion was identified on PET scan. Except post 
surgery changes no other evidence of any lesion was appreciated. 
After that we lost follow-up of the patient.
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[Table/Fig-1]:	 CT image showing well defined mass in the right parotid region.

[Table/Fig-2]:	 Gross specimen, cut section showing grey white mass with infiltrative 
margins.

[Table/Fig-3]:	 Microphotograph showing lymphoid cells present in sheets, cells 
are monomorphic in appearance (H&E,40X).

[Table/Fig-4]:	Photomicrograph showing atypical lymphoid cells infiltrating in adjacent 
parotid gland (H&E,40X).
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cells invading between residual parotid gland parenchyma. This 
case was primary parotid gland lymphoma as it was distructing 
surrounding tissue. Most NHLs arising in the salivary glands are 
B cell lineage including low grade B cell lymphoma of Mucosa 
Associated Lymphoid Tissue (MALT), follicular lymphoma and 
DLBCL [5]. Initial evaluation for parotid tumours should include 
Magnetic Resonance Imaging (MRI) or CT to determine tumour 
size, shape, and location. The final diagnosis of DLBCL is 
made with the help of histopathological examination and 
immunohistochemistry. These tumours are strongly positive for 
B cell marker that is CD20. These tumours are subdivided into 
germinal and non germinal centre type based on CD10, MUM1 
and BCL6. For further categorisation into Double-Hit Lymphomas 
(DHLs) c-myc is applied and its expression is noted. Once the 
diagnosis of NHL is formed it is important to evaluate the patient 
for the other systemic involvements, to further decide for the 
therapy of the patient. The Ann Arbor or International Prognostic 
Index (IPI) scoring system is used to stage the disease [6]. This 
case was stage I as only single lesion was identified on PET scan. 
Aggressive lymphomas like DLBCL are assumed to have poor 
prognosis due to dissemination of the disease even though if 
there is no evidence of multiple lesions of radiological screening, 

[Table/Fig-5]:	 IHC slide showing diffuse CD20 positivity in tumour cells.

[Table/Fig-6]:	 IHC slide showing tumour cells are negative for CD3.

[Table/Fig-7]:	 IHC slide showing tumour cells positive for BCL6.

[Table/Fig-8]:	 IHC slide showing tumour cells positive for CD10.

Malignant lymphomas of the parotid are usually seen in the adult 
groups i.e., more than 50 years with peak age at 55 years [3]. 
The lymphomas may arise within the gland or from intraparotid 
lymph nodes. If only the lymph nodes are involved without  
parenchyma infiltration then it should be considered of nodal 
origin [4]. The DLBCL is a high grade lymphoma associated 
with destruction of salivary gland parenchyma with tumour 

[Table/Fig-9]:	 IHC slide showing focal BCL2 positivity.

[Table/Fig-10]:	 IHC slide showing tumour cells positive for c-myc.

[Table/Fig-11]:	IHC slide showing Ki67 approx 90%.
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due to which these cases are treated with chemotherapy and 
rituximab-CHOP (cyclophosphamide, doxorubicin, vincristine, 
and prednisone) and radiotherapy both. Localised low-grade 
lymphoma is treated with radiotherapy. DHLs are a subtype 
of DLBCL with concurrent chromosomal rearrangements 
involving the MYC and BCL2 and/or BCL6 genes, accounting 
approximately 2-10% of newly diagnosed DLBCL [7]. These 
lymphomas are associated with poor prognosis with R-CHOP 
treatment. Total of 6-8 cycles are given to patient, followed by 
the radiotherapy if the disease is residual or extranodal site have 
bulky disease.

Primary parotid gland lymphomas are very rare. Histopathology is 
the gold standard for the diagnosis of the parotid gland lymphoma. 
Immunohistochemistry plays a key role in confirming the diagnosis 
and to further categorise it. DHLs are associated with poor 
prognosis so early diagnosis and treatment plays an important role 
for the patient.
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