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Abstract
NECROSIS OF A PAROTID GLAND PLEOMORPHIC ADENOMA

: A CASE REPORT

Sun-Youl Ryu, Sung Baek, Hong-Ran Choi”
Department of Oral and Maxillofacial Surgery and Oral Pathology",
College of Dentistry, Dental Science Kesearch Institute,

Chonnam National University

Pleomorphic adenomas is the most common neoplasm of the parotid gland,
generally presenting as a slowly growing, firm, well-circumscribed, painless
nodule. It 1s often difficult to separate into benign and malignant
categories because 1ts bland histomorphologic and cytologic features. This
tumor can be rarely associated with cystic change, hemorrhagic necrosis, or
spontaneous infarction. Necrosis of lesional tissue may be associated with
malignant transformation, particularly in a pleomorphic adenoma.

We report a case of 50-year-old woman presented with a enlarging right
parotid mass. Computed tomographic scan demonstrated a right superficial
lobe mass with i1ll-defined border. The preoperative fine needle aspiration
yielded necrotic debris and atypical squamous elements that were thought to
be compatible with high degree of mucoepidermoid carcinoma. A total
parotidectomy with intraoperative frozen section revealed extensive necrosis
and diagnosed as malignant tumor. This tumor was finally diagnosed as a
pleomorphic adenoma with necrosis on permanent sections. Caution should be
exercised in evaluation of the parotid neoplasms with central necrosis to
avold misdiagnosis of such lesions as malignancy.

Key words : parotid gland, pleomorphic adenoma, necrosis, malignancy
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Fig. 1. Preoperative frontal photograph showing

swelling below the right earlobe.



Fig. 2. Computed tomographic scan demonstrating 2 X 3 cm
sized mass located at the superficial lobe of the right
parotid gland with a peripheral rim of enhancement

and a central zone of necrosis.

Figure 3. Cytologic material obtained by fine needle aspiration
showing a mucus-secreting squamous epithelial cells with
hyperchromatic nuclei and deep blue cytoplasm. Necrosis

and infarction accompany focal ductal cells.

(Hematoxylin-eosin stain, X 100).
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Fig. 4. Intraoperative photograph showing incision

design for a total parotidectomy and radical neck dissection.

Fig. 5. Histologic frozen section showing
metaplastic epithelial cells, a extensive necrosis (N)

and keratin (K). (Hematoxylin-eosin stain, X 30).



Intraoperative photograph showing the microanastomosed

Fig. 6.

facial nerve with the autologous greater auricular nerve.
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Fig. 7. Cross—sectional view of the surgical specimen

containing yellow tumor material.
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Fig. 8. Histologic section of the pleomorphic adenoma

showing ductal epithelium, squamous metaplasia

and necrotic area. (Hematoxylin-eosin stain, X 100).
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Fig. 9. Facial photographs showing weakness of the mandibular

branch of facial nerve at postoperative 18 months.
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Figure Legends

Fig. 1. Preoperative frontal photograph showing

swelling below the right earlobe.
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Fig. 2. Computed tomographic scan demonstrating 2 X 3 cm
sized mass located at the superficial lobe of the right
parotid gland with a peripheral rim of enhancement

and a central zone of necrosis.
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Figure 3. Cytologic material obtained by fine needle aspiration
showing a mucus-secreting squamous epithelial cells with
hyperchromatic nuclei and deep blue cytoplasm. Necrosis

and infarction accompany focal ductal cells.

(Hematoxylin—-eosin stain, X 100).
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Fig. 4. Intraoperative photograph showing incision

design for a total parotidectomy and radical neck dissection.
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Fig. 5. Histologic frozen section showing
metaplastic epithelial cells, a extensive necrosis (N)

and keratin (K). (Hematoxylin-eosin stain, X 30).
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Fig. 6. Intraoperative photograph showing the microanastomosed

facial nerve with the autologous greater auricular nerve.
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Fig. 7. Cross—sectional view of the surgical specimen

containing yellow tumor material.
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Fig. 8. Histologic section of the pleomorphic adenoma
showing ductal epithelium, squamous metaplasia

and necrotic area. (Hematoxylin-eosin stain, X 100).
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Fig. 9. Facial photographs showing weakness of the mandibular

branch of facial nerve at postoperative 18 months.
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