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Background: Warthin tumor is the second most common benign 

salivary tumor.  This case highlights a patient who underwent local 

excision of a solitary Warthin tumor from the peri-parotid area.  He 

subsequently presented with recurrent, multi-centric disease with 

bilateral parotid and cervical lymph node involvement. Case Report: 

A 45 year old, tobacco-using male was referred for a right head and 

neck mass.  Exam revealed a mobile, painless mass near the angle of 

the jaw.  Nasofibroscopic exam revealed a non-obstructive 

nasopharyngeal mass. CT confirmed an ovoid mass inferior to the right 

parotid gland. Fine-needle aspiration (FNA) was non-diagnostic.  Deep 

biopsies and local excision of the right neck mass were performed.  

Nasopharyngeal biopsies were negative; the neck mass was consistent 

with Warthin tumor. The patient returned approximately 4 years later 

with a right pre-auricular mass and right upper neck lymphadenopathy.  

Diagnostic work-up, including ultrasound-guided FNA, revealed 

bilateral parotid gland Warthin tumor. The patient was symptomatic 

from the right-sided disease and not the left.  Consequently, he elected 

right parotidectomy and excision of the right upper neck lymph nodes 

and clinical follow-up of the left mass.  Upon pathologic review, there 

was Warthin tumor present in the parotidectomy and right lymph node 

specimens. 
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Introduction:- 
In this case report, we describe a patient with recurrent Warthin tumor in both parotid glands and lymph nodes of the 

upper neck.  Warthin tumor is the second most common benign salivary tumor [1].  Studies have demonstrated that 

the epithelial and lymphocytic components of Warthin tumor are polyclonal and hence this lesion is best described 

as non-neoplastic [2,3].  Multi-centric recurrence is not due to disease spread; rather, it is likely due to the 

heterotopia of salivary tissue and sub-clinical multi-centric disease at initial presentation. 
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Case Report:- 

A 45-year-old male was referred to our otolaryngology practice with a right neck mass with an underlying concern 

for metastatic head and neck cancer.   He smoked one pack of cigarettes a day and had a history of insulin-

dependent diabetes mellitus.   A directed head and neck exam revealed a mobile, painless 2x2 cm right neck mass 

near the angle of the jaw with normal overlying skin.  Nasofibroscopic examination revealed a smooth, non-

obstructive nasopharyngeal mass.  CT of the neck revealed normal parotid and submandibular glands.  However, 

there was an ovoid, soft tissue neck mass inferior to the right parotid gland.  After IV contrast administration, there 

was almost homogenous enhancement of a 2.6x2.0x4.1 cm peri-parotid mass which was clearly delineated from the 

surrounding soft tissue; there was no enhancement in the nasopharyngeal area.  Note was also made of bilateral sub-

centimeter cervical lymphadenopathy Picture.1.   

 

FNA under local anesthesia revealed no evidence of malignancy in the nasopharyngeal mass. However, in the 

palpable right neck mass, borderline malignancy could not be ruled out.   Subsequently, under general anesthesia, 

the patient was subjected to local excision of the palpable right neck mass and deep biopsy of the nasopharyngeal 

mass.   The histopathology for the nasopharyngeal mass was negative.  However, the excisional biopsy of the 

palpable mass revealed a well-circumscribed lesion composed of a cystic area, necrotic inflammatory debris, and 

two layers of oncocytic cells within a lymph node consistent with Warthin tumor involvement.   

 

After several months, the patient was lost to follow-up.  However, approximately 4 years later, the patient presented 

to the clinic with a painless and enlarging right pre-auricular mass and right upper neck lymphadenopathy.  An 

ultrasound was performed and revealed a hypo-echoic, smooth walled mass in the right pre-auricular region, 

enlarged, benign-appearing right and left cervical lymph nodes, and a heterogeneous 2.1 x 1.0 cm lesion with 

smooth borders and vascularity in the left pre-auricular area.  On nuclear scan, both parotid and mandibular glands 

demonstrated good uptake of tracer with spontaneous excretion after lemon juice.  However, there was focal uptake 

seen in the upper portion of the right parotid gland Picture.2. Ultrasound-guided FNA of the right and left parotid 

masses confirmed Warthin tumor. 

 

Because the patient was more symptomatic with respect to the right mass and lymph nodes and not the left mass, he 

opted for right parotidectomy and excision of the right upper neck lymph nodes and close clinical follow-up of the 

left mass.  Upon pathologic review, Warthin tumor was found in the parotidectomy and right lymph node 

specimens.    

 

 
Picture.1:- CT scan of the neck 
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Picture 2:- Nuclear scan, both parotid and mandibular glands. 

 

Discussion:- 
Warthin tumor is the second most common benign salivary neoplasm [1].  Also known as papillary cystadenoma 

lymphomatosum, this lesion is typically surrounded by a thin capsule and has lymphoid stroma, cystic changes, and 

intraluminal papillary projections lined by the characteristic bi-layered epithelium of oncocytic cells surrounded by 

smaller basal cells [1].  PCR analysis has demonstrated that the epithelial and lymphoid components of Warthin 

tumor are polyclonal [2,3] which corresponds to its benign, non-neoplastic behavior.  Although the tumor is more 

commonly seen in older adults (6
th

 decade in women and 7
th

 decade in men), it can occur in younger patients as 

described in this case [4].  This patient‟s presentation with a painless mass and smoking history is characteristic; a 

positive smoking history has been found in over 88% and 89% of men and women, respectively [4].   

 

This tumor tends to present in the parotid glands and peri-parotid lymph nodes [1].  However, in large registries, 

Warthin tumor outside of the parotid or peri-parotid tissue is noted in up to 8% of cases, most commonly in the 

cervical lymph nodes, submandibular glands, and larynx [5,6].  There are several theories to explain this localization 

pattern and histogenesis.  The most favored theory postulates that the tumor results from the proliferation of salivary 

gland ductal cells that were trapped in intra- and peri-parotid lymph nodes during embryonal life [5].  The multi-

centric and extra-parotid potential of this tumor is similarly attributed to this same embryonal heterotopia of salivary 

tissue [5].  The other favored theory suggests that these tumors are adenomas developing from the ductal epithelium 

of the parotid gland with subsequent lymphocytic infiltration [7]. 

 

On ultrasound, Warthin tumors appear as well demarcated, hypo-echoic, and hypervascularized oval lesions [8].  In 

a retrospective study of 34 Warthin tumors, 94% of these tumors had greater uptake than normal parotid gland tissue 

on Tc-99m scintigraphy after lemon juice stimulation [9].  On CT scans, Warthin tumors appear as well-delineated 

lesions commonly involving the inferior pole of the gland; the presence of bilateral or multiple lesions is suggestive, 

but not diagnostic of Warthin tumor [10]. A validation study showed that gadolinium-enhanced dynamic MRI has 

been found to have a 100% sensitivity and an 80% specificity in differentiating malignant salivary tumors from 

benign tumors [11].  Consequently, tissue sampling is regarded as necessary for a definitive diagnosis.  In a review 

of 341 salivary gland FNA biopsies, cytologic sampling showed overall sensitivity, specificity, and accuracy of 

92%, 100%, and 100%, respectively [12]. On FNA, typical cytomorphological features of Warthin tumor include  

monolayered sheets of oncocytic cells, lymphocytes, and amorphous, cystic debris [13]. 

 

When factoring in synchronous and metachronous clinical presentations, Warthin tumor is multi-centric in 12-20% 

of patients and bilateral in 5-14% [1].  In one study, when parotidectomy specimens were examined with whole-

organ sectioning, 50% had multiple tumors [14].  Similarly, in a retrospective, cross-sectional study, only 19% of 

multi-centric tumors were identified by palpation and only 28% by imaging investigations [15]. Recurrence rates for 

solitary and multi-centric tumors were 0 and 10%, respectively [15]. This same study also revealed that intra-

operative rupture of the tumor was not associated with recurrence however, positive margins and multi-centricity 

were [15].  The authors consequently question whether “recurrence” is related to sub-clinical or unrecognized multi-

centric disease [15]. 
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With respect to management, some advocate for conservative management once Warthin tumor has been confirmed 

by FNA cytology [16]. When surgery is elected, some researchers recommend local excision  be limited to patients 

with solitary tumors and that multi-centric tumors be addressed with superficial parotidectomy [15].  Because these 

tumors have a less than a 1% chance of malignant transformation, once recurrent disease is confirmed with FNA 

cytology, surgery can be offered, however, conservative management with observation is not necessarily 

contraindicated [16].        

 

Conclusion:- 
At first blush, the terms “recurrent” and “multi-centric” might suggest that Warthin tumor is a malignant, neoplastic 

lesion; however, its true nature, as reflected by its behavior and the polyclonality of it cellular components [2,3], is 

best characterized as benign.  A positive history of smoking is found in greater than 85% of cases [4].  Most patients 

present with a solitary, painless mass in the peri-parotid area.  Radiologic evaluation, whether it be with ultrasound, 

CT scans, or MRI, reveal well-demarcated, heterogeneous lesions [8,10,11].  A definitive diagnosis is usually 

rendered when FNA reveals monolayered sheets of oncocytic cells, lymphocytes, and amorphous, cystic debris [13].  

Management options for solitary lesions include conservative management with observation [16] or resection with 

either local excision or parotidectomy [15].  Multi-centric and bilateral disease is not uncommon but it is often sub-

clinical and not easily detected by palpation or imaging [15].  With respect to histogenesis, it is believed that this 

tumor results from the proliferation of salivary gland ductal cells that were trapped in intra- and peri-parotid lymph 

nodes during embryonal life [5].  The multi-centric and extra-parotid potential of this tumor is similarly attributed to 

the embryonal heterotopia of salivary tissue [5]. Multi-centricity has been associated with increased recurrence [15].  

Consequently, it appears that “recurrence” may be related to sub-clinical or unrecognized multi-centric disease 

 

Conflict of Interests 

 

References:- 
1. R.H.W. Simpson and J.W. Eveson. Warthin tumour. In: L. Barnes, J.W. Eveson, P. Reichart, D. Sidransky, 

(Eds.): World Health Organization Classification of Tumours. Pathology and Genetics of Head and Neck 

Tumors. IARC Press: Lyon 2005. 

2. K. Honda, K. Kashima, T. Daa, S. Yokoyama, and I. Nakayama,”Clonal analysis of the epithelial component of 

Warthin‟s tumor,” Human Pathology, vol. 31, no. 11, pp. 1377-80, 2000. 

3.  K. Takezawa, C. Jackson, D.R. Gnepp, and T.C. King, “Molecular characterization of Warthin Tumor, “Oral 

Surgery, Oral Medicine, Oral Pathology, Oral Radiology, and Endodontics,” vol. 85, no. 5, pp. 569-75, 1998. 

4. G.H. Yoo, D.W. Eisele, J.S. Driben, M.E. Johns, and F.B. Askin, “Warthin‟s tumor: A 40-year experience at the 

Johns Hopkins Hospital,” The Laryngoscope,” vol. 104, no. 7, pp. 799-803, 1994.   

5. A. Teymoortash and J.A. Werner, “Tissue that has lost its track: Warthin‟s tumour,” Virchows Archiv: an 

International Journal of Pathology, vol. 446, no. 6, pp. 585-88, 2005. 

6. J.W. Patterson, E.D. Wright, and S. Camden, “Extraparotid Warthin‟s tumor,” Journal of the American 

Academy of Dermatology, vol. 40, no. 3, pp. 468-70, 1999. 

7. A.S. Thompson and H.C. Bryant, “Histogenesis of papillary cystadenoma lymphomatosum (Warthin‟s tumor) 

of the parotid salivary gland,” The American Journal of Pathology, vol. 26, no. 5, pp. 807-49, 1950. 

8. E.J. Bialek, W. Jakubowski, P. Zajkowski, K.T. Szopinski, and A. Osmolski,” US of the major salivary glands: 

anatomy and spatial relationships, pathologic conditions, and pitfalls,” Radiographics, vol. 26, no. 3, pp. 745-

63, 2006. 

9. H. Miyake, A. Matsumoto, Y. Hori, H. Takeoka, H. Kiyosue, Y. Hori, H. Mori, S. Ueyama, and K. Kashima, 

“Warthin‟s tumor of parotid gland on Tc-99m pertechnetate scintigraphy with lemon juice stimulation: Tc-99m 

uptake, size, and pathologic correlation,” European Radiology, vol. 11, no. 12, pp. 2472-78, 2001. 

10. M. Djekidel, P. Wang, M. Piert, S.K. Mukherji, and R.K. Brown, “Warthin‟s tumor multimodality imaging. 

Anatomical and scintigraphy imaging review, including PET-CT and SPECT-CT,” OMICS Journal of 

Radiology, vol. 2, no. 3, pp. 117-21, 2013.  

11. H. Yabuuchi, T. Fukuya, T. Tajima, Y. Hachitanda, K. Tomita, and M. Koga, “Salivary gland tumors: 

diagnostic value of gadolinium-enhanced dynamic MR imaging with histopathologic correlation,” Radiology, 

vol. 226, no. 2, pp. 345-354, 2003.  

12. C.J. Stewart, K. MacKenzie, G.W. McGarry, A. Mowat, “Fine-needle aspiration cytology of salivary gland: a 

review of 341 cases,” Diagnostic Cytopathology, vol. 22, no. 3, pp. 139-46, 2000. 



ISSN: 2320-5407                                                                                  Int. J. Adv. Res. 6(1), 1425-1429 

1429 

 

13. A.V. Parwani and S.Z. Ali, “Diagnostic accuracy and pitfalls in fine-needle aspiration interpretation of Warthin 

tumor,” Cancer, vol. 99, no. 3, pp. 166-71, 2003. 

14. K.H. Lam, H.C. Ho, C.M. Ho, and W.I. Wei, “Multifocal nature of adenolymphoma of the parotid,” The British 

Journal of Surgery, vol. 81, no. 11, pp. 1612-14, 1994. 

15. M. Ethunandan, C.A. Pratt, B. Higgins, A. Morrison, T. Umar, D.W. Macpherson, and A.W. Wilson, “Factors 

influencing the occurrence of multicentric and „recurrent‟ Warthin‟s tumour: a cross sectional study,” 

International Journal of Oral Maxillofacial Surgery, vol. 37, no. 9, pp. 831-34, 2008. 

16. V.M. Reddy, T. Thangarajah, F. Castellanos-Arango, and A. Panarese, “Conservative management of Warthin 

tumour,” Journal of Otolaryngology-Head & Neck Surgery, vol. 37, no. 5, pp. 744-49, 2008. 


	Introduction
	Title
	Discussion
	Conclusion
	References

