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Salivary gland tumours are relatively uncommon but they present globally regardless of age. Most 
of these tumours are benign and involve the parotid gland. Though strictly confined to the parotid 
gland, Warthin’s tumours can exceptionally present at an ectopic site of head and neck. Of 
particular significance is its striking similarity with a lymph node, an inclusion cyst, branchial cyst 
or a malignant mass, especially when it presents in the upper cervical region. 
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INTRODUCTION 

Warthin’s tumour also known as papillary 
cystadenoma lymphomatosum or adenolymphoma is 
the second commonest benign salivary gland tumour 
after pleomorphic adenoma, usually involving the 
parotid gland. Salivary gland tumours comprise 3–
4% of all head and neck tumours, with 70% 
involvement of the parotid gland.1 Minor salivary 
glands and the submandibular glands follow in order 
of 22% and 8%, respectively.2 Warthin’s tumors 
make 14% of all parotid lumps and 0.8% of 
submandibular gland masses.3 Regional demographic 
data corresponds to international literature.4 Very rare 
heterotopic appearances of this tumour in the 
parathyroid, thymus, larynx and the nasopharynx 
have been reported in western literature.5,6 

Concurrently, sparse regional and nation-wide 
knowledge is available highlighting serendipitous 
detection of these heterotopic salivary gland tumours. 

CASE REPORT 

We received a 50-year-old married lady in outpatient 
on account of a lump in the right side of her upper 
neck for over past 6 years. It was of the size of an egg 
and caused her a dull aching pain. Without any 
known predisposing factor, the lump insidiously grew 
in size. On examination, we found a solitary, firm, 
ovoid lump in the right carotid triangle. It did not 
move with swallowing or tongue protrusion. The 
overlying and surrounding skin were normal. 
Temperature felt normal and the lump was non-
tender. It had smooth contours and ill demarcated 
margins. The swelling was not tethered to overlying 
skin and underlying structures. It was non-pulsatile, 
non-fluctuant, incompressible and irreducible. It 
measured 4.5×3 cm in maximum dimensions. No 
bruit was audible over the lump. A provisional 
diagnosis of right sided branchial cyst was 
established and necessary investigations were 

ordered. Fine needle aspiration cytology revealed the 
possibility of infected branchial cyst with squamous 
metaplasia and reactive atypia; inflamed epidermal 
inclusion cyst or a cystic squamous cell carcinoma. 
 We performed surgical exploration for 
complete extirpation of the lump through a right 
sided submandibular incision placed over the 
horizontal axis of swelling. Sub-platysmal dissection 
was continued and sternocleidomastoid muscle was 
retracted posteriorly. We continued the dissection 
around the lump, whereupon, the lump was found to 
be arising from the carotid sheath. The latter was 
carefully opened to reveal the right internal jugular 
vein. The lump was excised in toto and sent for 
histopathology. We placed a drain and closed the 
wound in layers. The patient was released from 
hospital on 2nd post-operative day. 

Post-operative histopathology confirmed the 
mass to be a right upper cervical Warthin’s tumour. 
Microscopically the specimen was found to be 
encapsulated with cystic and solid areas composed of 
epithelial and lymphoid components. 

 
Figure-1: Tumour attached to right carotid sheath 

DISCUSSION 

The ‘multi-cellular’ theory of origin of salivary 
tumours postulates that any of the cellular 
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components of the salivary gland can undergo 
anomalous transformation.7 Whereas later on, a more 
accepted consensus developed on embryologic 
migration and entrapment of salivary epithelial cell 
rests from the oral mucosa into peri and intra-parotid 
lymph nodes in 6–8th gestational week. Warthin’s 
tumour is assumed to be originating from these 
epithelial inclusions. And this perhaps is the only 
sound description of extra-parotid and multi-centric 
location of these tumours. 

First coined by Aldred Scott Warthin in 
1929, Warthin’s tumours are slow growing benign 
masses arising in the tail of parotid in elderly males. 
10% are bilateral but metachronous. Heterotopic 
Warthin’s tumours have been narrated by Xu et al, 
Berrocal et al, Iwa T et al, Synderman and Johnson, 
and Pelucchi et al. In some of these accounts, the 
tumour was found to be present as multifocal 
ipsilateral or contralateral cervical lump or in the 
nasopharynx.6,8 Kotrotsos and Giotaki mentioned a 
solid tumour in the left laryngeal ventricle without 
mucosal invasion in an 80 years old male.5 Very 
infrequently they may co-exist with an internal or 
external laryngocele.9 Gleeson and Cawson contested 
the possibility of ectopic Warthin’s tumour at other 
sites of head and neck by representing them as a 
misdiagnosis.10 But histologic circumscription with a 
characteristic eosinophilic glandular epithelial 
component with lymphocytic stroma in the shape of 
follicles and cysts in these unusual masses is 
indicative.  
 Foregoing in view, a possibility of lymph 
node, inclusion cyst or malignancy must always be 
borne in mind. This report aims at bringing around 
awareness amongst medical practitioners about the 

rare heterotopic presentation of this common salivary 
gland tumour in the neck, thereby instilling a new 
perspective of rightly diagnosing and managing these 
cervical masses. 
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