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Parotid duct cyst: A casereport
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Abstract. Parotid duct cyst: A case report. Salivary gland cysts can be benign or malignant. Salivary duct cysts are
benign tumours that occur mainly in the parotid gland and represent 10% of all salivary gland cysts. We report the case
of a 48-year-old man who presented with a painless preauricular mass on the right side. Superficial parotidectomy was
performed based on magnetic resonance imaging (MRI). Histopathol ogic examination of the specimen revealed a parotid
duct cyst. Here we report clinical features, diagnosis, and treatment of the case as well as areview of the literature.

I ntroduction

Cysts of the mgjor salivary glands
are rare, and they occur most fre-
guently in the parotid gland.
Cystic lesions account for 5% of
al lesions that develop in the
parotid gland.*? Most parotid cysts
are detected in the fifth to seventh
decades of life, and prevalence
rates are similar in men and
women.? Parotid gland cysts can
be congenital or acquired.
Congenital cysts are thought to
result from a malformation of the
embryona duct system or from
defects of thefirst branchial pouch
and cleft.** Congenital parotid
cysts are referred to as branchial
cleft cysts or lymphoepithelial
cysts.® Although they are congeni-
tal, such cysts may not manifest
until adulthood.

Acquired parotid gland cysts
result when a duct becomes
obstructed due to trauma or
chronic inflammation.** Such cysts
can also develop in association
with neoplasia, most frequently
Warthin's tumours.® Occasionaly,
a cystic lesion develops from
necrosis and hemorrhage within a
malignant salivary gland tumour.
Acquired cysts can also develop

outside of the gland and manifest
as a parotid mass.

Parotid duct cysts can occur
in the superficial or deep lobes
of one or both glands, and can be
single or multiple3* Stricture of
the duct can cause stasis of sdliva
and dilatation, with subsequent
development of a cystic lesion.

Here we describe the successful
treatment of a patient with a
parotid duct cyst. We believe that
neoplasia with cystic changes
must be excluded in salivary gland
cystic lesions.

Casereport

A 48-year-old man presented at
our clinic with a painless swelling
near the angle of his right
mandible. He first noticed the
swelling six months earlier. The
patient was examined at another
ear, nose, and throat (ENT) center
before being referred to us. The
patient’s medical history was
unremarkable.

Otolaryngological examination
revealed a soft, non-tender 2 x 2 x
3cm mass in the right parotid
region. There were no other
remarkable findings, and the
results of routine laboratory tests

were normal. Magnetic resonance
imaging (MRI) showed a cyst
located posterior and lateral to
the ramus of the right mandible,
within the superficial lobe of the
parotid gland. The lesion was
hypointense on a T1-weighted
image (Figure 1).

We performed a right super-
ficial parotidectomy, and macro-
scopic examination of the speci-
men revealed a cystic mass.
Histopathological study showed
that the cyst was lined with squa-
mous epithelium and filled with
keratinous material (Figure 2).
Based on these findings, the lesion
was classified as a salivary duct
cyst. The patient had no postoper-
ative facial weakness, and his
recovery was uneventful.

Discussion

Parotid duct cysts are part of a
larger group of parotid cysts?
(Table 1), and represent 10% of all
salivary gland cysts. They are
usualy unilocular, but can be
multilocular. These cysts are well
circumscribed and rarely exceed
3 cm in diameter. The epithelium
is stratified squamous, or a single
layer of cuboidal or columnar
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Figure 1
An axia T1-weighted magnetic resonance image showing a
hypointense cystic structure in the right parotid gland (white
arrow)

Table 1
Classification of parotid cysts (modified from Pieterse?)

I- Cystic tumours
1. Benign
a. Warthin's tumour

b. Pleomorphic adenoma

c. Cystadenoma
d. Lymphangioma
2. Malignant

a. Low-grade mucoepidermoid carcinoma
b. Adenoid cystic carcinoma
c. Metastatic squamous cell carcinoma

d. Lymphoma
I1- Non-neoplastic cysts

1. Epithelial - unilocular or multilocular

- with lymphoid tissue (may be associated with HIV infection) or

without lymphoid tissue

Epidermoid

Ductal

. Branchial
. Multiple
Traumatic

Qoo

2. Non-epithelial
a. Tuberculosis
b. Abscess
c. Paraditic

d. Gasin glassblowers and musicians

e. Traumatic

. Epidermoid with sebaceous glands

. Associated with cholesteatoma of mastoid air cells

cells. The modified duct epitheli-
um lining the cysts may be flat
and multilayered. The cause of
duct obstruction in epithelial-lined
cystsis not aways known.”
Patients with parotid cysts usu-
aly present with a ow-growing
or intermittent pre-auricular mass,

depending on whether the lesion
communicates with the ductal sys-
tem. There may be pain due to
pressure or to an associated
inflammatory reaction. The facial
nerve is usually intact, but in rare
cases facial muscle movement is
weakened by nerve compression
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or loca inflammation. In the pre-
sent case, the patient had no pain
or facia muscle weakness, the
swelling was confined to the right
parotid, and there was no known
traumato the parotid gland region.
We suspect that the cyst resulted
from mucous plugs.
Radiologically benign cysts
(e.g., mucous retention cysts, lym-
phoepithelial cysts, cysts of the
first branchial cleft, ranulas,
parotid cysts, and pseudocysts)
have similar intensity on comput-
ed tomography and MRI. Such
lesions enhance with intravenous
gadolinium only if there is hemor-
rhage or infection. In those cases,
intensities of T1- and T2-weighted
MRI differ from those of simple
cysts, and the lesion may show
contrast enhancement. In the pre-
sent case, the patient had an
uncomplicated cyst of the parotid
duct. The lesion was hypointense
on T1l-weighted images, hyperin-
tense on T2-weighted images, and
did not enhance with contrast.
Fine-needle aspiration cytology
cannot differentiate isolated cysts
from those within neoplasms.® The
diagnostic value of punctate cytol-
ogy can be increased by sampling
solid tissue components of the
region after cyst fluid has been
aspirated. Ultrasound-guided fine
needle aspiration biopsy allows
cytologic examination of cystic
and solid parts of amass. Parotid
duct cysts are definitively diag-
nosed by histopathological exami-
nation after excision. The cyst
lining consists of a layer of
cuboidal, columnar, or squamous
epithelium. Acquired cysts of the
parotid gland contain no lymphoid
tissue.* Lymphoepithelial cysts
always have associated lymphoid
tissue, and they are sometimes
seen in HIV-infected patients.
Whether lymphoepithelia cystsin
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Figure 2
Flattened squamous epithelium lining the cyst wall (hema-
toxylin - eosin, 100 x, black arrow).

the parotid glands in HIV-infected
patients develop from pre-existing
salivary gland inclusions in intra-
parotid lymph nodes or from a
lymphoepithelial lesion of sali-
vary parenchymais unclear.®?

It is important to differentiate
neoplastic cysts from non-neo-
plastic cysts (Table 1).? Salivary
duct cysts may be the sarting
point of a salivary gland tumour
such as a cystadenoma or, in rare
cases, mucoepidermoid carcino-
ma®* Most neoplastic parotid
cysts develop in benign tumours,
usually Warthin's type. Any carti-
lage or lymphoid tissue that is
detected in the walls of a parotid
cyst during histopathological
examination is presumed to be of
branchial origin, and should alert
the surgeon to the possibility of
associated sinuses and fistulae.* In
the present case, the patient
declined to have a fine-needle
aspiration. Instead, he underwent
a superficial parotidectomy based
on the MRI findings, and
histopathologic examination of
the excised specimen reveded a
cyst of the parotid duct.

Parotidectomy is the preferred
treatment for parotid cystic

lesions.* Parotidectomy offers the
advantage of accurate identifica
tion and preservation of the facial
nerve, and it may be required to
reach cysts that are deep in the
gland tissue, media to the facial
nerve. In the present case, super-
ficial parotidectomy was per-
formed, and the facial nerve was
preserved.

Conclusions

This report describes a case of a
parotid duct cyst. Although these
cysts are rare, they should be con-
sidered in the differential diagno-
sis for any parotid mass, especial-
ly if the lesion is a neoplasm with
a cystic component.
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