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ABSTRACT
Warthin’s tumor, which accounts for around 2-15% of all parotid tumors, 
is the most common monomorphic adenoma of the main salivary 
glands. Adenolymphoma, papillary cystadenoma lymphomatosum, and 
monomorphic adenoma are some of the words used to characterize it. It 
is a disease of the salivary glands, a benign cystic tumor with an extensive 
lymphoid stroma and an epithelial component. This tumor, which is 
found in the parotid gland, is the second most prevalent benign salivary 
gland tumor. From a clinical perspective, it looks to be a slow-growing 
tumor that fluctuates frequently due to its cystic form. Complete excision 
with broad tumor-free margins is considered as the optimum course of 
treatment. In this case, a 57-year-old male patient had a warthin’s tumor 
that was treated with a parotidectomy and did not recur after six months 
of follow-up.

Keywords: Warthin’s Tumor, Salivary Gland, Parotid, Surgical Excision, 
Parotidectomy.

INTRODUCTION

Of all head and neck tumors, salivary gland tumors make up about 3%. 
The parotid gland is most frequently impacted by about 70–80% of 
these neoplasms, which are found in the major salivary glands [1-3]. The 
second most frequent benign salivary gland tumor in the parotid gland, 
after pleomorphic adenomas, are warthin tumors. They are responsible 
for 15% of all parotid tumors [4-7]. The first person to identify this lesion 
as a type of congenital neck cyst was Hildebrand in 1895 [2], but his 
description was eventually forgotten. The first person to describe it as an 
unusual entity in English medical literature was the pathologist Aldred 
Scott Warthin (1866–1931), who did so in 1929 [4].

Adenolymphoma, cystic papillary adenoma, cystadenoma 
lymphomatosum, monomorphic adenoma, adenolymphoma, or Warthin 
tumor are some of the names that have been given to this tumor because 
of its histological appearance with duct-like features and extensive 
lymphoid stroma [4].

Warthin tumors are typically seen in the inferior part of the parotid gland 
[8]; less frequently, they can also be found in the submandibular salivary 
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gland or cervical lymph nodes region. They often manifest 
as a painless, smooth, and soft mass that can be fluctuant on 
palpation [9] or as an asymptomatic mass that is expanding 
quite slowly. Males are more likely than females to acquire 
warthin tumors, with the peak incidence occurring in the 
fifth and sixth decades. They frequently occur bilaterally or 
in clusters and are linked to excessive cigarette smoking [10].

According to published research, Warthin tumors can be 
multicentric, synchronous or metachronous, in 12–20% of 
instances, and they can also be bilateral in 5%–14% of cases 
[9,10]. The histogenesis of it is unclear [11]. The Warthin 
tumor was classified by the World Health Organization 
(WHO) in 2005 as being made up of glandular and frequently 
cystic structures; occasionally, these structures have a 
papillary cystic pattern and are coated with epithelium. The 
aforementioned epithelium is composed of inner columnar 
eosinophilic or oncocytic cells that are encircled by smaller 
basal cells and has a distinctive bilayer arrangement [8].

The lymphoid stroma frequently contains a large number 
of germinal centers. There may still remain lymphoid tissue 
in the lymph nodes after some of the neoplastic epithelium 
there has been partially replaced by it, or there may be an 
immunological reaction to the neoplastic epithelium [12-15]. 
Van der Wal, et al. [16] demonstrated that lymph nodes can 
exist inside healthy salivary gland tissue. At the same time, 
salivary gland tissue may become entrapped in the structure 
of the lymph nodes.

Partial, subtotal, or total parotidectomy with facial nerve 
preservation constitutes the course of treatment [17]. 
Only 0.1% of cases of malignant transformation have been 
reported, and they typically develop in the lymphoid tissue 
tumor’s epithelial component [18]. After surgical therapy, 
the likelihood of recurrence is quite uncommon [19].

CASE REPORT

A 57-year-old obese man with no prior medical history 
arrived to the Apollo ENT Hospital in Jodhpur with a left-
sided infra-auricular swelling that had been present for a 
year and was gradually getting bigger. There were no signs 
of the constitution, such as tenderness, fluctuation, colour 
changes, facial weakness, or other masses. There was no 
prior radiation exposure, and there was no family history of 
the same illness.

A superficial, painless, soft, and movable mass measuring 2 
x 2 cm was discovered during inspection in the left parotid 
area (especially tail of parotid gland region). (Figure 1) No 
discoloration or tethering could be found on the skin that 
covered the mass’s surface. In addition, there was no evidence 
of facial nerve paralysis or cervical lymphadenopathy. There 
were no sinuses, fistulas or dilated veins over swelling. On 
palpation, inspectory findings were confirmed. The mass was 
mobile and non-tender. Skin over swelling was pinchable. 
There was no palpable lymphadenopathy. There were no 
noteworthy results from direct flexible laryngoscopy.

Figure 1. Clinical picture showing swelling over left sided parotid-tail region.
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A well-defined oval-shaped soft tissue lesion in left 
parapharyngeal space measuring 20 x 26.9 x 21 mm and 
it is involving the superficial lobe of the left parotid gland, 
without calcification showing heterogenous enhancement 

on post contrast tomography (CT) scan of the head and neck 
(Figures 2 A and B). No evidence of extra parotid extension 
is seen.

Figure 2A. Axial Cut

Figure 2B. Coronal Cut

Figure 2 (A and B). Contrast-enhanced computed tomography (CT) scan (axial and coronal view) 
of the head and neck revealed enhancement of a well-defined oval-shaped lesion in the left parotid 

gland’s superficial lobe measuring 20 x 26.9 x 21 mm.
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Smears that were subjected to fine needle aspiration biopsies 
revealed cohesive, flat sheets of oncocytes. Oncocytes had 
rich, granular cytoplasm and spherical, homogeneous nuclei 
with evenly distributed chromatin. Abundant reactive 
lymphocytes were observed scattered throughout the 
background. The features were consistent with a Warthin 
tumor.

Treatment

After explaining the benefits and possible complications 
of the surgery, the patient consented to proceed with our 
method. The patient was treated surgically, with the mass 
completely removed using a modified Blair’s incision for 
parotidectomy. The surgery went uneventful, and there were 
no complications afterward.

Surgical technique

The surgery was conducted under general anesthesia by a 
head and neck team. The patient was resting supine with his 
neck stretched and his head turned to the contralateral side. 

The incision was then started at the level of the right tragus 
in the pre-auricular region, continued along the skin crease, 
and ended at the ear lobe. It then twisted around the ear lobe 
and proceeded postero-superiorly along the post-auricular 
sulcus until it reached the level of the right external auditory 
canal.

To reveal the parotid gland and anterior border of the right 
sternocleidomastoid muscle, the skin flap was elevated 
in three directions: anterior, inferior, and posterior. The 
parotid fascia was detached from the ear lobe, which was 
then superiorly retracted. The facial nerve was identified 
by using the tympanomastoid fissure, retromandibular vein 
and tragal cartilage as a landmark after parotid gland and 
right sternocleidomastoid muscle were dissected apart. The 
relevant branch of the facial nerve was carefully dissected 
after the flap had sufficiently retracted (Figure 3). The tumor 
was fully excised, with an adequate resection boundary that 
included normal parotid tissue (Figure 4). Hemostasis was 
obtained. The wound was closed in layers.

Figure 3. Intraoperative picture showing mass at left tail parotid region with surrounding parotid gland.

Figure 4. Main surgical specimen.
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The pre-operative diagnosis of Warthin’s tumor was 
confirmed by pathological investigation, with no evidence of 
malignancy (Figure 5 A, B, C). The patient has been examined 

on a regular basis during follow-up, and there have been no 
recurrences in one year.

Figure 5A

Figure 5B
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 Figure 5C

Figure 5 (A,B,C). Histopathological slides of Warthin’s tumor showed a well circumscribed tumor composed 
of papillary structures lined by hyalnized oncocytic epithelium and surrounding dense lymphoid aggregates 

forming lymphoid follicles few papillae are dilated and filled with eosinophilic material and cholestrol clefts. No 
atypia seen.

DISCUSSION

Warthin tumor is one of the most common benign salivary 
gland tumors and it generally involves the parotid gland [20]. 
It occurs predominantly in the parotid gland and represents 
approximately 15% of parotid tumours [17,19,21-23]. Fewer 
than 10% of cases occur outside this gland [19]. Furthermore, 
bilateralism is described in 5-15% of cases and multifocality 
in 6-20% [23-26].

The pathophysiology that leads to the development of 
Warthin tumor is currently unknown. The prevalent theory 
holds that the lesion develops during embryogenesis, when 
salivary gland tissue becomes lodged in the parotid lymph 
nodes.

The lymphoid and epithelial parts of the parotid gland do 
not compartmentalize inside the gland in the early stages 
of development. The lymphoid component may still contain 
epithelial cells, which are the ancestors of the salivary duct-
acinar system.

These lymphoid parts will eventually make up the 
intraglandular lymph nodes. After an unknown tumorigenic 
event, these epithelial inclusions could result in Warthin’s 
tumor [24]. Due to the presence of numerous lymph nodes 
in the parotid gland’s tail, bilateral or unilateral multiple 

Warthin’s tumors are more prone to form there.

The second theory holds that the Warthin tumor is an 
adenoma with a lymphocytic infiltrate, suggesting that 
the presence of tumor epithelial cells triggers either an 
immunological or a hypersensitive response [27].

The pathophysiology of Warthin tumors may be influenced 
by certain viruses, however the literature has not yet 
addressed this issue. One study alone seemed to suggest that 
the Epstein-Barr virus might be involved, but further studies 
did not support this theory [28]. Cigarette carcinogens are 
probably going to be a big risk factor for the development 
of Warthin tumors. In our case, the patient smoked for 
a considerable amount of time—more than 28 years—
supporting the idea that smoking caused the lesion.

Patients may present with no symptoms or complain of facial 
pain. Rarely, facial nerve palsy in tumors linked to fibrosis 
and inflammation might manifest; this characteristic can 
raise the possibility that the tumor is cancerous. Tinnitus, 
deafness, and ipsilateral ear pain are rare ear symptoms that 
can be observed in some people [29]. Our case featured a 
progressively growing asymptomatic tumor in the parotid 
gland, similar to prior reports [30].

The tumor size varies from a few millimeters to a few 
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centimeters, with an average of 2 cm to 4 cm in diameter; 
it is mostly located in the lower pole of the gland, i.e., the 
jaw angle [31,32]. Our patients presented tumors with 
dimensions closer to those in the literature.

Fine needle aspiration biopsy (FNAB) and CT scans are 
necessary for the diagnosis of a Warthin tumor. While FNAB 
is a quick and easy approach to find a salivary gland tumor, 
it is not extremely sensitive or specific for detecting Warthin 
tumors [20]. The FNAB results are still useful in attempting 
to rule out malignancy, though. Surgery is the most common 
form of treatment and has a low recurrence rate [33].

Several writers have linked the rate of recurrence to the 
extent of surgery, which ranges from 0% to 13% [19,25,34]. 
In our study, we used superficial parotidectomy with facial 
nerve preservation, and there were no recurrences after a 
median follow-up of 31 months.

When the circumstances allow, conservative surgery—which 
does not include the dissection of all facial nerve branches—
is being employed increasingly frequently. The use of 
superficial parotidectomy was associated with a decrease 
in the incidence of facial nerve dysfunction, according to 
several research [35,36].

The chosen therapy for Warthin’s tumor is either a 
superficial or total parotidectomy with preservation of the 
facial nerve, and long-term follow-up has not revealed any 
instances of tumor recurrence. The two main side effects 
of this procedure were facial nerve dysfunction and Frey’s 
syndrome.

As a result, if total parotidectomy is an appropriate radical 
resection of parotid parenchyma that theoretically lowers 
the risk of recurrence, superficial parotidectomy is also an 
effective radical procedure with low morbidity in terms of 
facial nerve dysfunction and Frey’s syndrome.

Resections like those of the lower extremity of the superficial 
pole of the parotid should still be considered since they 
may be done safely in lower tumors and allow for lower 
manipulation of the cranial branches of the facial nerve with 
less morbidity. However, further prospective and randomized 
researches are required to establish a clearer conclusion.

A thorough examination of patients with multiple Warthin’s 
tumors is therefore advised, and long-term follow-up is 
required due to the possibility of metachronous salivary 
and extrasalivary tumors even after long intervals of time 
[16,37]. This is because Warthin’s tumor may be associated 
with extra-salivary neoplasms.

CONCLUSION

The Warthin tumor, a benign parotid gland tumor, typically 
affects older smokers who have smoked for a considerable 

amount of time. Clinicians should consider the Warthin tumor 
when making a parotid mass differential diagnosis. After 
diagnosis and treatment, individuals with Warthin tumors 
should have a sufficient follow-up since metachronous 
tumors or synchronous ones that are still undiscovered 
might form even after a lengthy period of time.
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