IOSR Journal of Dental and Medical Sciences (IOSR-JDMS)
e-1SSN: 2279-0853, p-ISSN: 2279-0861.Volume 23, Issue 1 Ser.3 (January. 2024), PP 22-27
www.iosrjournals.org

Whartin's Tumor: About A Bilateral Parotid Location.

T.W. Chabi Agbassikakou, S.K. M’fa, A. Benbachir, M. K. Fighi, J. Hamama,
M.K. El Khatib (1) A. Mustapha, M. Oukabli (2)

Department Of Maxillofacial Surgery And Stomatology
Department Of Pathological Anatomy And Cytology
Mohamed V Military Training Hospital, 10500 Rabat Maroc

ABSTRACT :

Warthin's tumor (TW) is the second most common etiology of parotid tumors after pleomorphic adenoma.
Currently, this tumor is no longer a reassuring diagnosis for the maxillofacial surgeon considering the risk of
cancerization.

An 87-year-old patient with hypertension and chronic smoking history presented with chronic bilateral swelling
of the parotid region progressively evolving for more than six years. Magnetic resonance imaging noted the
benign nature of the tumor. A right exofacial parotidectomy was performed and histopathological analysis
confirmed the diagnosis of Warthin tumour. Post operative follow up was uneventful and no recurrence was
observed after six months.

Warthin's tumor typically predominates in smoking men over the age of 50. Cytological puncture is not
systematic for establishing the preoperative diagnosis. The majority of authors recommend an exofacial
parotidectomy with identification and dissection of the facial nerve. Malignant transformation is exceptional
and can occur at the expense of both epithelial and lymphoid components.
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l. INTRODUCTION

Warthin's tumor (TW), also called adenolymphoma or papillary cystadenolymphoma, is the second
etiology of parotid tumors after pleomorphic adenoma. It represents 5 to 15% of tumors of the parotid gland.
[1.2]
This disease owes its name to the American pathologist Alfred Scott Warthin who definedit for the first time in
1929, and its etiopathogenesis is not yet well established. [3.4]

It typically predominates among smoker men over the age of 50. This tumor as it was described almost
a century ago is no longer a reassuring diagnosis for the maxillofacial surgeon today because of the risk of
cancerization, but especially because there is always the risk of diagnostic confusion, during the preoperative
assessment, with oncocytoma, low-grade mucoepidermoid carcinoma or lymphoma. [2,4,5]

The case that we report highlights the major problem of the therapeutic attitude to adopt, either
abstentionist or interventionist, and also emphasizes this debate in the light of the literature.

Il. OBSERVATION
An 87-year-old patient with high blood pressure and chronic smoking for 18 years consulted the
maxillofacial surgery department for chronic bilateral swelling of the parotid region that had been progressively
evolving for more than six years.
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Figure 2: right proile view sowing right parotid swelling.

The examination reveals a bilateral parotid swelling, the largest on the left of which measures about 7
centimeters on the long axis, of soft consistency, slightly sensitive to palpation, mobile in relation to the
superficial and deep planes and overflows the mandibular angle at the bottom with a remarkable elevation of the
lobule of the left ear. On the right, the curve measures about 5 cm long axis, mobile, sensitive to palpation, with
a slight cutaneous infiltration facing giving the appearance of orange peel. There was no motor deficit in the
facial nerve territory. Examination of the oral cavity found a totally edentulous patient, with no suspicious
mucosal lesions, and the two stenon ostias were without abnormalities. Palpation of the cervical lymph nodes
does not reveal lymphadenopathy.

Parotid ultrasound performed as first intention reports a bilateral increase in the size of the glands and
the presence in between of well-limited hypoechoic masses with posterior enhancement, non-vascularized on
color Doppler. To have a more precise diagnostic radiological contribution, we carried out magnetic resonance
imaging (MRI) of the face which confirmed the bilateral parotid hypertrophy, by the presence of two masses in
their superficial lobes. On the right, the mass is encapsulated with a lobulated contour, in T1 hyposignal, with an
intermediate signal in T2, enhanced earlyafter injection with rapid Wash Out (>30%) and measuring 27x23x30
mm. On the left, the mass is larger in size and measures 35x26x48 mm. It is encapsulated, oval, with lobulated
contours with a double component: tissue with an intermediate signal in T2, enhanced early after injection with
rapid Wash Out (>30%), and cystic in hypersignal T1 and T2 (rich in proteins).
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Figure 3: MRI of the parotids, axial section in T2 sequence: On the right, the mass is encapsulated and
with a lobulated outline
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Figure 4: parotid MRI; coronal slice in T2 sequence: On the left, the tumor is encapsulated, oval, with
lobulated contours with a double component: tissue and cystic in high signal.

We therefore decided to perform a superficial parotidectomy with conservation of the facial nerve, the
choice is made on the left side because the tumor is very large with major morphological repercussions.

Figure 5: Intraoperative images of the parotidectomy and the anatomical specimen sent to the laboratory.

Histological examination shows a Warthin tumor without histological signs of malignancy. There is
therefore a benign tumor proliferation made up of oncocyte cells, organized in papillae bordered by a double
layer of regular myoepithelial and oncocyte cells within the same lymphoid stroma. This proliferation is
circumscribed by a fibrous capsule which is completely respected.
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Figure 6: Microscopic view of the slide on pathological examination: there are indeed cystic cavities
bordered by papillae with a double cell layer (oncocytes + basal cells) resting on a very abundant
lymphoid stroma.

After a follow-up of six months, the postoperative course was simple, we did not note any recurrence
on the operated side.

At the level of the right parotid region, we noted no increase in tumor volume and the patient was
warned of rigorous self-monitoring.

I11.  DISCUSSION

Warthin's tumor (TW) typically presents in adults as a mass of a few centimeters, painless, of parotid
seat and indolent evolution. [6] It characteristically has oncocytic glandular structures and a lymphoid stroma. It
is found almost exclusively in the parotid gland and the peri-parotid lymph nodes [2].

Several hypotheses on the histogenesis of this lymphoid contingent have been proposed to try to
understand this pathology.

The first, the most widely accepted, would be that the tumor arises from an ectopic ductal epithelial
tissue located in the normal parotid lymphoid tissue. [6,7] Indeed, the parotid is the only salivary gland to
physiologically contain lymph nodes.

The second hypothesis would be that this adenoma initially develops on normal parotid epithelial tissue
and that it induces a significant lymphoid stromal reaction. [8]

This theory could explain the frequent location of Whartin's tumors in the parotid gland, the bilaterality
and the multiplicity of these tumors. [9]

Several studies have shown that more than 94% of patients with Warthin's tumor are smokers [10,11].

In the MNEJJA series, a high frequency of smoking was observed among affected patients (82% were
smokers and 67% were heavy smokers). [12]

Yu Gy also showed in his study that the frequency of smoking was higher in patients with Whartin's
tumor (96.3% patients smokers in TW) than in those with Pleomorphic Adenoma AP (26.4% of patients
smokers in patients with OA) and compared to the general population (25.5%). [13]

4-7.5% of parotid Warthin tumors are bilateral. [14] In a series of 71 cases, Tveterds and Kristensen,
found only seven bilateral and synchronous localizations. [15] For some authors, the high incidence of Whartin
tumors in men suggests possible hormonal dependence because sex hormone receptors have been identified in
tumor cells. [16]

The exact role of sex hormones and their impact on the salivary glands remains unclear. On the other
hand, the incidence of Whartin's tumors in the black race is extremely rare, probably implying a participation of
genetic factors [16,17]

Many studies have tried to show the performance of magnetic resonance imaging in the
histopathological approach of parotid tumors. This examination brings back with a very appreciable precision,
an evaluation of the characteristics of the tumor and the peri-tumoral environment. It is of remarkable
performance in the distinction between the benign and malignant nature of the tumor process, but also in the
histological typing of benign tumors since the advent of new dynamic diffusion and perfusion sequences.
[18.19]
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In a retrospective study of a series of 50 patients with parotid tumors who underwent MRI and echo-
guided cytopuncture for histological confrontation with the etiology mentioned after the radiological evaluation,
we retain for the correct diagnoses, an MRI sensitivity of 92.8% and a specificity of 97.2%. [19]

The echo-guided fine needle aspiration biopsy will therefore be performed as a second intention by a
radiologist or a cytologist who is well trained and experienced enough to provide the histological proof
necessary for the final therapeutic decision. Its diagnostic performance is quite variable. While it generally has
good specificity for malignant tumours, the sensitivity is far too low, hence the high risk of missing serious
tumours, not to mention the significant percentage of non-contributory examinations. [18,19] There is little work
on fine needle aspiration cytology (CAf) which would have a diagnostic sensitivity ranging from 75% to 89.2%
with in particular false positives between the diagnosis of Whartin tumor and the squamous cell carcinoma. [2]

The cytological puncture is therefore not systematic for the establishment of the preoperative diagnosis
and the therapeutic strategy, and its association with imaging does not seem to significantly improve the results
at the expense of the greater cost induced by this examination. [20]

the PubMed database, numerous cohorts of several hundred patients report malignant transformation.
They described lymphomas developing within the lymphoid component of Warthin's tumor and authentic
"cancerizations" in the form of mucosquamous cell carcinomas, adenocarcinomas, salivary duct carcinomas,
oncocyte cell carcinomas and squamous cell carcinomas. (most published transformation). One of these clinical
cases even detailed the area where the benign epithelium of the Warthin tumor transformed into a squamous cell
carcinoma, leaving no doubt about the reality of this phenomenon. [21]

This exceptional malignant transformation can occur at the expense of both epithelial (carcinoma) and
lymphoid (lymphoma) components. Nagao et al reported a malignant transformation frequency of 0.1%. [22]

The occurrence of a lymphoma on a known Warthin lymphoepithelial tumor or the synchronous
discovery of the two tumors is exceptional (less than 30 cases reported in the Anglo-Saxon literature. [23]
MALT lymphomas are the forms most often reported, but cases of Hodgkin's lymphoma or T-cell lymphoma
have also been described [24, 25, 26, 27].

In general, the risk of malignant transformation is around 0.3%. [28] This risk of malignant mutation
seems close to that associated with basal cell carcinoma, and well below the percentage of malignant
transformation of pleomorphic adenoma, which is 5 to 15%. The question of the absolute benignity of this
previously mentioned tumor thus becomes a legitimate concern, and consequently questions about the
aggressiveness to adopt in the therapeutic attitude become legitimate. [29.20]

If the therapeutic indication often depends on the functional and aesthetic impact of the swelling, we
would be tempted to operate on some patients after the multidisciplinary consultation meeting. Parotidectomy
will be discussed in the event of diagnostic doubt or a large lesion responsible for aesthetic damage. The
majority of authors recommend an exofacial parotidectomy with identification and conservation of the facial
nerve. This attitude is the most adequate to avoid recurrences and reduce postoperative incidents [3].

Proponents of simple tumor enucleation maintain that it is an encapsulated tumor for which enucleation
increases neither the risk of recurrence nor that of facial paralysis and does not compromise exofacial
parotidectomy in the event of recurrence but the frequency of multifocality is against this attitude. [30]

MNEJJA in his series of 11 cases performed lower polar exofacial parotidectomies with fewer
complications and without tumor recurrence with an average follow-up of 5 years. [12]

V. CONCLUSION:
Since the risk of cancerization has been scientifically established, this has considerably changed the
view of surgeons and the therapeutic attitude to adopt vis-a-vis Whartin's tumour.
From a medico-legal point of view, this data reinforces the absolute necessity of a discussion of the
medical file of these tumors in a multidisciplinary consultation meeting before any therapeutic decision and this
must change the information delivered to the patient on the oncological particularities of the tumor of Warthin.
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