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ABSTRACT

Introduction: Mucosa-associated lymphoid tissue (MALT) non-Hodgkin lymphoma (NHL) is a
malignant neoplasm that represents between 7 and 8% of all B-cell lymphomas. It is rarely locat-
ed in the parotid gland and usually presents as an asymptomatic volume augmentation, so it can
be confused with benign salivary gland tumours. Objective: To present a case of MALT lympho-
ma associated with the parotid gland, diagnosed by histopathological and immunohistochemical
data, as well as to present the technique for the surgical approach to the tumour. Case pre-
sentation: A 62-year-old female patient who came for consultation because of a slow-growing,
unilateral, painless volume augmentation in the right preauricular region. The histopathological
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study confirmed an atypical lymphoproliferative neoplasm morphologically compatible with
NHL, which was classified by immunohistochemistry as a low-grade extranodal NHL of MALT.
Conclusions: Complete surgical resection was both diagnostic and therapeutic. Low-grade MALT
lymphoma was confirmed by immunohistochemistry, which allowed it to be differentiated from
other lymphoproliferative processes, crucial for establishing an appropriate oncological protocol
and highlighting the need for long-term follow-up to detect late recurrences.
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INTRODUCTION

Mucosa-associated lymphoid tissue (MALT) non-Hodgkin lymphoma (NHL) was first de-
scribed by Peter Isaacson and Dennis Wright in 1983". This type of neoplasm is formed by a
set of non-encapsulated lymphocytes composed of monocytoid B cells*3. MALT lymphoma is
a malignant neoplasm that represents between 7 and 8% of all B cell lymphomas; the most
frequent sites of location are the gastrointestinal tract, salivary glands, lungs, ocular adnexa,
and thyroid™.

When MALT lymphoma presents facial symptoms, it includes pain, paralysis, and rapid
growth; however, in the early stages, it does not show symptoms®. Parotidectomy is essential
for diagnosis, since the histopathological and immunohistochemical study of the surgical sam-
ple is the only method that allows a definitive diagnosis, as it shares clinical characteristics with
other neoplasms of the parotid gland®.

The most common histologic classifications of parotid gland lymphomas are extranodal
B-cell lymphoma type MALT and follicular lymphoma®. The prevalence increases with age, with
a female/male ratio of 2:1 and an average age of 57 years*; however, the reason for the female
predominance is not clear. Surgery with radiotherapy and chemotherapy turns out to be the
treatment of choice®.

The objective of this work is to present a clinical case of MALT lymphoma associated with
the parotid gland, describe the histopathological and immunohistochemical diagnosis, as well
as the surgical approach used.

CLINICAL CASE PRESENTATION

A 62-year-old female patient who came to consultation in Guadalajara, Jalisco, for a painless,
slow-growing, and unilateral volume augmentation, with no history of autoimmune diseases.
The clinical evaluation extended over several months, during which an evolution of approxi-
mately one year was documented.

Extraoral examination revealed a mobile volume augmentation of approximately 5 cm in
diameter in the superficial lobe of the right parotid gland (preauricular region) (Figure 1. A). The
patient reported no history of night sweats, weight loss (>10%) or history of unexplained fever
(238°C) in the previous 6 months. Furthermore, she did not report facial paralysis (House-Brack-
mann score Grade ). A simple computed tomography (CT) scan of the right parotid/cervicofacial
region was indicated, in which a heterogeneous solid lesion with poorly defined margins was
observed in the right parotid gland, suggestive of a neoplastic process (Figure 1. B).
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Figure 1. Initial images. A. Lateral extraoral photograph of the preauricular region showing the
volume augmentation in the parotid region, without changes in the skin. B. Computed tomography
in two slices at the level of the atlas for the axial view and at the level of the nasopharynx in the
coronal view. The transverse view shows an isodense area with poorly defined edges associated with
the parotid gland. The coronal view reveals well-defined edges in the right preauricular region.

An excisional biopsy was indicated for diagnosis due to the location and possible differential
diagnoses such as infections or other neoplasms such as pleomorphic adenoma, Warthin’s
tumour, mucoepidermoid carcinoma, adenoid cystic carcinoma or salivary gland-associated
lymphoma”®. The indicated surgical treatment was a right total parotidectomy through a
modified Blair incision (Figure 2. A), due to imaging characteristics suggestive of malignancy,
including poorly defined margins with suspicion of tumour infiltration. This approach was justi-
fied to ensure wide surgical margins and reduce the risk of recurrence or residual disease, given
the aggressive behaviour of malignant parotid neoplasms. Furthermore, the selected technique
allowed for careful dissection with preservation of the facial nerve (Figure 2. B), prioritising a
balance between oncological radicality and maintenance of function.
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Figure 2. Intraoperative images. A. Surgical approach through modified Blair
incision. B. Identification of the facial nerve as a reference point to the superior
edge of the posterior belly of the digastric muscle (white arrow).
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A sample measuring 6.0 x 3.5 cm was extracted with a heterogeneous external surface of
rough appearance, dark brown in colour, with smooth areas of pink colour and a fragment of
adipose tissue (Figure 3). The entire sample was sent for histopathological study in order to
establish the definitive diagnosis. Histopathological analysis showed histomorphological data
positive for atypical lymphoproliferative neoplasm, with partial preservation of the ductal
portion, and the rest of the tissue replaced by a diffuse and nodular lymphoid proliferation
of small cells with scant cytoplasm of centrocytic and lymphoplasmacytic appearance with
occasional mantles of monocytoid cells, with clear data of lymphoepithelial lesion positive to
infiltration by low-grade NHL of the extranodal marginal zone of the MALT, and positive for
malignancy (Figure 4. A). Also, a complementary immunohistochemistry panel was performed
for diagnostic confirmation and classification with the following results: negative to CD3, BCL6,
cyclin D1, positive to CD20, BCL2 and proliferative index (Ki 67) of 30-40% (Figure 4. B), with
no evidence of metastasis.

Figure 3. Tissue obtained for macroscopic description. Received in 10% formaldehyde
solution, specimen labelled as right parotid tumour, serial sections showed a
well-defined, smooth, shiny, homogeneous, light brown, nodular surface with
pushing edges surrounded by abundant dense connective tissue.

Figure 4. Histopathological report. A. Photograph of the histological sample stained with
H & E where the salivary gland is identified with partial preservation of the ductal portion,
the rest of the tissue replaced by diffuse and nodular lymphoid proliferation of small cells
with scant cytoplasm of centrocytic and lymphoplasmacytic appearance with occasional
mantles of monocytoid cells. B. Inmunohistochemistry BCL2, Ki67, CD20, BCL6.
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After a one-year follow-up, no evidence of tumour activity or recurrence was found, confirmed
by imaging studies (CT scan) and absence of suggestive clinical symptoms (such as volume
augmentation, facial paralysis or pain). Oncometric evaluation (PET-CT or specific tumour
markers) was not required since there were no signs of progression that would justify adjuvant
chemotherapy. Furthermore, cervical lymph node biopsy for staging (Ann Arbor system) was
not performed as no suspicious lymph nodes were identified during follow-up, supporting the
effectiveness of the initial surgical treatment. However, prolonged follow-up was not possible
due to causes external to the medical team.

DISCUSSION

Of parotid lymphomas, 80% are non-Hodgkin lymphoma (NHL). The most frequent are diffuse
large B-cell follicular lymphoma and mucosa-associated lymphoid tissue (MALT) lymphomaé.
MALT lymphomas constitute approximately 30% of head and neck non-Hodgkin lymphomas.
In salivary glands, the parotid gland is the most frequent location (75%)°'°. Lymphomas in the
parotid gland are difficult to differentiate from other neoplasms, making a definitive preopera-
tive diagnosis impossible®. The salivary glands do not possess MALT, although they may become
inflamed as a result of an underlying chronic autoimmune disorder® ™. The clinical presentation
of lymphoma in the parotid gland is usually an asymptomatic volume augmentation in the
preauricular region; however, it may be accompanied by spontaneous pain or discomfort, facial
paralysis, and tumour growth®.

In Latin American populations, data on the prevalence of parotid lymphomas are limited.
A study conducted in Mexico reported that salivary gland lymphomas represent 2-5% of all
NHLs in the region, with a higher frequency of MALT subtypes in patients with underlying
autoimmune diseases'.

It has been reported in the literature that MALT lymphomas of the parotid gland are often
associated with autoimmune diseases such as Sjorgen’s Syndrome’, although in this case the
patient had no history of autoimmune diseases. This contrasts with studies that report a high
prevalence of autoimmunity in patients with parotid MALT lymphomas™. Additionally, the ab-
sence of systemic symptoms such as fever, weight loss, or night sweats in our case is consistent
with the nature of this type of neoplasm, although these symptoms may be observed in more
advanced cases™.

There are criteria for diagnosing primary parotid gland lymphoma, such as those proposed
by Hyan & Wolff, which include: a) involvement of the salivary gland as the first clinical man-
ifestation of the disease, b) histological proof that the lymphoma affects the parenchyma of
the salivary gland (rather than being limited to soft tissue and lymph nodes), and c) architec-
tural and cytological confirmation of the malignant nature of the infiltrate'. In this sense,
immunohistochemistry is an essential tool for its diagnosis, since it is useful to identify the
specific lineage, as well as the stage of development of the lymphoma. The choice of markers
will depend on factors such as the morphological differential diagnosis, which includes T cell
markers (CD3 and CD5) to rule out T cell proliferations or associated translocations, such as
mantle cell lymphoma, which is usually CD5+, B-cell lymphoma (CD20 and CD79a) to confirm
the B-lymphoid origin (essential in the diagnosis of B-lymphomas such as MALT), or diffuse
large B-cell lymphoma; BCL-2, useful for identifying t(14;18) translocations in follicular lympho-
mas or overexpression in MALT lymphomas, and Cyclin D1, key to differentiating mantle cell
lymphoma (positive) from other NHLs, among others, according to cytoarchitectonic pattern”.
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In our case, the diagnosis was based on a combination of imaging studies and excisional
biopsy followed by histopathological and immunohistochemical analysis, crucial to confirm
the diagnosis of low-grade NHL, specifically MALT lymphoma. The diagnostic approach used
in our case is consistent with what has been reported in the literature, where tomography and
magnetic resonance imaging are key tools for the evaluation of parotid lesions, particularly in
cases where malignancy is suspected®. Likewise, this diagnostic approach is consistent with
the treatment of MALT lymphoma in the parotid gland, which is different from the treatment
of other NHLs because most parotid MALT lymphomas involve localised neoplasms and have
low malignancy and fewer systemic metastases. The treatment is primarily surgical resection
with radiotherapy, chemotherapy, or rituximab after the operation, and the prognosis is very
good> ¢, with a survival rate greater than 80% at 5 years" "". The decision not to administer
additional treatments in this case may be justified by the complete resection and the absence
of additional risk factors, although such management could be debatable in a context of greater
resource availability and prolonged follow-up.

It is important to highlight that the low-grade B-cell NHL of the extranodal marginal zone
that affected the patient is a rare form of NHL, with a generally favourable prognosis, although
local recurrence and progression to higher-grade forms are possible, which is why continuous
monitoring is necessary™. A Ki-67 proliferation index of 30-40% is indicative of a low-grade tu-
mour, but the patient should be monitored for possible complications or recurrences, especially
since transformations to more aggressive lymphomas have been reported in similar cases®.

In the present case, the lack of follow-up due to the patient’s personal and demographic
circumstances presents a challenge in proper management, since postoperative monitoring is
essential to detect any recurrence of the disease. The lack of follow-up appointments raises
concerns about the long-term management of lymphoma patients, as proper follow-up can
prevent the progression or recurrence of lymphoma, as well as facilitate the management of
side effects from applied treatments?" 2,

CONCLUSIONS

Our clinical case illustrates an example of the successful diagnostic-therapeutic management of
a MALT lymphoma in the parotid gland using facial nerve preservation surgery. Confirmation by
immunohistochemistry was a fundamental pillar that allowed the differentiation of low-grade
MALT lymphoma from other benign lymphoproliferative processes or epithelial tumours of
the salivary gland, which is crucial for establishing an appropriate oncological protocol. This
case provides clinical evidence that supports conservative surgical management; however, it
highlights the need for long-term follow-up to detect late recurrences.

BIBLIOGRAPHIC REFERENCES

1. Troch M, Formanek M, Streubel B, Miillauer L, Chott A, Raderer M. Clinicopathological aspects of
mucosa-associated lymphoid tissue (MALT) lymphoma of the parotid gland: a retrospective sin-
gle-center analysis of 28 cases. Head Neck. 2011; 33(6): 763-767. DOI: 10.1002/hed.21533

2. Vidal Becker CK, Vallejo Rodriguez DM, Garcia Pérez MA, Vazquez Zamora MA. Linfoma no Hodgkin
tipo MALT de la glandula parétida. Presentacion de un caso. Rev. Fac. Med. (Méx). 2020; 63(3): 19-22.
DOI: 10.22201/fm.24484865e.2019.63.3.03

49



50

Andrade-Espinoza BA, et al. Non-Hodgkin Lymphoma of Mucosa-Associated Lymphoid Tissue.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Konofaos P, Spartalis E, Katsaronis P, Kouraklis G. Primary parotid gland lymphoma: a case report. J
Med Case Rep. 2011; 5(1): 380. DOI: 10.1186/1752-1947-5-380

Zhang C, XiaR, Gu T, Wang L, Tian Z, Zhu L, et al. Clinicopathological aspects of primary mucosa-as-
sociated lymphoid tissue lymphoma of the salivary gland: a retrospective single-center analysis of
72 cases. | Oral Pathol Med. 20271; 50(7): 723-730. DOI: 10.1111/jop.13168

WangJ, LiR, Wang Q, Chen Y, Gao T, Han R, et al. The clinicopathological features of parotid lympho-
ma. Int J Clin Exp Pathol. 2020; 13(8): 2050-2057. PMID 32922600 PMCID: PM(7476930

Jamal B. Treatment of parotid non-Hodgkin lymphoma: A meta-analysis. / Glob Oncol. 2017; 4: 1-6.
DOI: 10.1200/)G0.17.00071

Whitt JC, Schafer DR, Callihan MD. Multiple malignant salivary gland neoplasms: mucoepidermoid
carcinoma of palate and adenoid cystic carcinoma of floor of mouth. Head Neck Pathol. 2008; 2(1):
41-48. DOI: 10.1007/s12105-007-0026-1

Bova R, Saylor A, Coman WB. Parotidectomy: review of treatment and outcomes. ANZ J Surg. 2004;
74(7): 563-568. DOI: 10.1111/j.1445-2197.2004.02988.x

Fernandez-Garcia G, Salom-Covefas C. Linfoma MALT de glandula parétida. Revisidon sistematica.
Rev. ORL. 2023; 14(1): 63-74. DOI: 10.14201/0rl.28387

Moya-Martinez R, Cruz-Toro P, Callejo A, Doménech I. Linfoma de la zona marginal de glandula
parétida. Rev Esp Cirug Oral y Maxilofac. 2018; 40(4): 187-189. DOI: 10.1016/j.maxil0.2017.04.002
Yonal-Hindilerden I, Hindilerden F, Arslan S, Turan-Guzel N, Dogan 10, Nalcaci M. Primary B-cell
mucosa-associated lymphoid tissue lymphoma of the hard palate and parotid gland: report of one
case and review of the literature. J Clin Med Res. 2016; 8(11): 824-830. DOI: 10.14740/jocmr2733w
Zhu L, Wang P, Yang J, Yu Q. Non-Hodgkin lymphoma involving the parotid gland: CT and MR imag-
ing findings. Dentomaxillofac Radiol. 2013; 42(9): 20130046. DOI: 10.1259/dmfr.20130046
Hernandez-Ruiz E, Alvarado-lbarra M, Lien-Chang LE), Banda-Garcia L, Aquino-Salgado JL, Barra-
gan-lbanez G, et al. Epidemiology and clinical characteristics of non-Hodgkin lymphoma in Mexico.
World | Oncol. 2021; 12(1): 28-33. DOI: 10.14740/wjon1351

Voulgarelis M, Dafni UG, Isenberg DA, Moutsopoulos HM. Malignant lymphoma in primary
Sjogren’s syndrome: a multicenter, retrospective clinical study by the European Concerted Ac-
tion on Sjogren’s Syndrome. Arthritis Rheum. 1999; 42(8): 1765-1772. DOI: 10.1002/1529-0131
(199908)42:8<1765::AID-ANR28>3.0.C0O;2-V

Vitali C, Bombardieri S, Jonsson R, Moutsopoulos HM, Alexander EL, Carsons SE, et al. Classification
criteria for Sjogren’s syndrome: A revised version of the European criteria proposed by the Ameri-
can-European Consensus Group. Ann Rheum Dis. 2002; 61(6): 554-558. Disponible en: https://ard.
bmj.com/content/61/6/554

Zucca E, Bertoni F. The spectrum of MALT lymphoma at different sites: biological and therapeutic
relevance. Blood. 2016; 127(17): 2082-2092. DOI: 10.1182/blood-2015-12-624304

Chhabra S, Bhutani N, Kumar M, Yadav S, Sen R. Primary non-Hodgkin lymphoma of the parotid
gland: a common entity at an uncommon location. Case report. Acta Scientific Cancer Biology. 2019;
3(1): 17-21. Disponible en: https://actascientific.com/ASCB/pdf/ASCB-03-0086.pdf

Rao IS. Role of immunohistochemistry in lymphoma. Indian | Med Paediatr Oncol. 2010; 31(4): 145-
147. DOI: 10.4103/0971-5851.76201

Thoeny HC. Imaging of salivary gland tumours. Can Imaging. 2007; 7(1): 52-62. DOI: 10.1102/
1470-7330.2007.0008

National Health Service [NHS England]. Cancer diagnoses in 2020. NHS Digital. [Internet]. [Con-
sultado octubre 8, 2024]. Disponible en https://digital.nhs.uk/data-and-information/publications/
statistical/cancer-registration-statistics/england-2020/cancer-diagnoses-in-2020



21.

22.

Rev Odont Mex. 2025; 29(4): 44-51

Swerdlow SH, Campo E, Pileri SA, Harris NL, Stein H, Siebert R, et al. The 2016 revision of the
World Health Organization classification of lymphoid neoplasms. Blood. 2016; 127(20): 2375-2390.
DOI: 10.1182/blood-2016-01-643569

Pinnix CC, Gunther JR, Dabaja BS, Strati P, Fang P, Hawkins MC, et al. Bridging therapy prior to axi-
cabtagene ciloleucel for relapsed/refractory large B-cell lymphoma. Blood Adv. 2020; 4(13): 2871-
2883. DOI: 10.1182/bloodadvances.2020001837

51



