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Major salivary glande 2]¥J$371€.2F oral epithelium
o) mesenchyme %422 Aghtubuloalveolar structure® 3
Al3to] ThEo)Rt). Salivary gland duct™ acini, intercala-
ted duct, striated duct, excretory duct £ @A%™, acini,
intercalated duct, smaller striated duct¥ lobuleS 34
319, striated duct, excretory duct® connective tissue
septagol Y=gt} & Salivary gland= connective tis-
sue septa®] oJ&] WA= FEE lobuleE ™, con-
nective tissue capsule®] 23] E#ie] gich

Acini+ lumeng E2¥= pyramidal cell, myoepithe-
lial cell, basement membrane ©% TAE ™, acinar cell
serous, mucinous, seromucinous cell 502 #3128 4 9]
t}. Mucinous cell- & sublingual, submandibular gland
o] LA, serous celld parotid glandollx] LB}

Salivary gland duct unit®] 7} F23 29 acini¢}
intercalated duct® junction¥-9]°]9, intercalated duct
stem cellolA] acinar cell, intercalated duct cell, striated
duct cell, myoepithelial cell's©¢ 2 ¥3} ZA3it} e}
ko] FE-2 salivary duct unit®) cellular zone®|A]
s keig=

Salivary gland®} lymphoid cell& parotid gland W%
EF 54 Iymph nodedll &A18EAY, acini/ducts 5 con-
nective tissue®l| #4rE]o] JIHMALT ; mucosa—associ-
ated lymphoid tissue). Bl 657 parotid anlage®} up-
per cervical lymph node”} S|F&2 07 ¢lA3le] LA¥s)
BE AR LN el zdo] A vtz o]
el LN7} 2Es7|% gk

318, Breast gland$} salivary gland¥ tubulo—acinar
exocrine glando]P.2 F+AKt morphological featureE 7+
= tumor® BY 4 3121, myoepithelial differentiation
& RolE= Ay 39 gd= Ao7 FEAT} Myoepithe-
lial differentiations R.©]+= group®ll= benign myoepi-
thelioma, pelomorphic adenoma, AdCC, low grade ade-
nosquamous carcinoma, adenomyoepithelioma, malign-
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ant myoepitheliomaZ} o9, 138X ¥+ groupfs
ACC oncocytic carcinoma, mucoepidermoid carcinoma

7} olet.
Cysts

EfAA W) 6%E XA|EH, o]gjg WHAE muco-
cele(75%), parotid cyst(11%), lymphoepithelial cyst
(7%), ranula(5%), congenital sialectasia & dysgenetic
cyst(2%) %0 It} Cystic lesion th3} o] 3A 3
72 B53 4 QI 1) Dysgenetic cyst(Polycystic
disease of parotid gland), 2) Secondary acquired cyst
(duct cyst, lymphoepithelial cyst, retention mucocele),

3) Pseudocyst (extravasation mucocele)
Neoplastic Lesions

Salivary gland neoplasm-& salivary gland 28%-¢]o]l
we} 324 3 typelE F-EE 1) Sialadenoma or sialo-
ma ; tumor of salivary gland parenchyma, 2) Synsialade-
noma or synsialoma ; tumor arising within the salivary
gland capsule and stroma from the supporting connec-
tive tissues such as fibrous tissue, blood vessels, and
nerves, 3) Parasialadenoma or parasialoma ; neoplasm
of the surrounding tissues that may simulate a salivary
gland tumor Intercalated duct cell, myoepithelial cell*]
A pleomorphic adenoma, striated ductal cellelX] War-
thin’ s tumor, oncocytic tumor, excretory duct cell®|A]
SCC, mucoepidermoid carcinomaZ} AT o A},

1. Epithelial neoplasms

Salivary gland neoplasm®] °F 88%7} epithelial origin
o]8 benign adenoma”} 65.5%, malignant tumor”7} 22.5%
£ 2§t



Table 1. Histologic classification of salivary gland tumors
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Adenomas

Carcinomas

Ofthers

Pleomorphic adenoma (mixed tumor)
Myoepithelioma (Myoepithelial adenoma)

Basal cell adenoma

Warthin’s tumor (adenolymphoma)

Oncocytoma(Oncocytic adenoma)

Candlicular adenoma
Sebaceous adenoma
Ductdl papilloma

Inverted ductal papilloma
Intraductal papilloma
Sialadenoma papilloferum
Cystadenoma

Papillary cystadenoma

Mucinous cystadenoma

Acinic cell carcinoma
Mucoepidermoid carcinoma

Adenoid cystic carcinoma

Terminal duct adenocarcinoma (polymorphous low-grade
adenocarcinoma)

Epithelial-myoepithelial carcinoma

Basal cell adenocarcinoma

Sebaceous carcinoma

Papillary cystadenocarcinoma

Mugcinous adenocarcinoma

Oncocytic carcinoma

Salivary duct carcinoma

Hyalinizing clear cell carcinoma
Adenocarcinoma NOS

Myoepithelial carcinoma (malignant myoepithelioman
Malignant mixed tumor

Carcinoma ex pleomorphic adenoma
Carcinosarcoma (frue malignant mixed fumor)
Metastasizing mixed tumor

Squamous cell carcinoma

Small-cell carcinoma

Undifferentiated carcinoma

Other carcinomas

Nonepithelial fumors
Malignant lymphoma
Secondary tumors

Unclassified tumors

Tumor-like lesions

Table 2. Clinical staging using the TNM classification

Primary tumor (T)

Tx Primary tumor cannot be assessed

10 No evidence of primary tumor

T Tumor 2cm or less in greatest dimension without extraparenchymal extension

T2 Tumor more than 2cm but not more than 4 cm in greatest dimension without extraparenchymal extension
13 Tumor more than 4 cm and/or fumor having extraparenchymal extension
Tda Tumor invades skin, mandible, ear canal and/or facial nerve
Tab Tumor invades base of skull, and/or pterygoid plates and/or encases carotid artery

1) Pleomorphic adenoma(Mixed tumor)

Epithelial component, myoepithelial component2} mu-
coid, myxoid, chondroid tissueE E&3dH= mesenchyma—
like tissue$} EFHS U= FULEE, necrosis, hemorr-
hage, hyalinization, calcification or ossificationg E&3}
7% gk,

Grossly, irregular, lobulated, bosselated mass® 7}
T3 Fofoln FEHAMN HIFUd 70~80%F A g
84%7} o)3tAle] A3k 90%7} superficial lobed] <
b Ein=

1~50%2] theFdt Aegs Ho AHe o A
QFE9, parotidectomy”t oA enucleation®t A3
w9} chondroid/myxoid content?} Atz oz k&
Hhgo] Fon &35 thidFedo R Apdith

Malignancy+ carcinoma ex pleomorphic adenoma {ma-

¥ b
2 e XL

lignant mixed tumor), true malignant mixed tumor, me-
tastasizing benign mixed tumor?] 3&571 lth
Carcinoma ex pleomorphic adenoma= th7l= adeno-
carcinoma®|®}, 10~159d9) #A7)7ke) He = & 37|
kAW, pain, facial nerve palsy $°] B off oJ4l€tt.
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Parotid Gland Tumors

True malignant mixed tumor+ epithelial @ stromal
component® B5F X#SH= carcinosarcoma®l|® ¢33}
(SR

9G4 A7L benign—appearing mass®|™, lobulated ma-
rgin, inhomogenous density/signal, delayed enhancement
with early less— and late strong—enhancement’} &%
ojnf, Z& Y FUF 34l Warthin’s tumorel v]3)
cellularity 7} ¥o} ADC value”} 3t} Carcinoma ex ple-
omorphic adenoma+ large size, focally or totally aggre-
ssive appearance, nodal metastasis®¢ £7°] 1Y o

JHT 5 ek

2) Warthin’s tumor

Papillary cystadenoma lymphomatosum®|2}11E &
™ adenolymphomat misnomer®]th. Parotid gland th$]
9] AspAo] £A5H= heterotopic salivary glandellA] 7]
3= Zog 4eA 2l Warthin's tumors lymphoid
stroma$} lymphoid stroma Well &&= cystic space
£ lining3}= epithelial papillary element® TFAEo] 9
t}. Homogenous high cellularityE 2|+ lymphoid st-
roma® {13 low ADC valueZ 7}2t}. Parotid tail &3
oA &3] vk, juxtaparotid lymph node% extrapa-
rotid location®] 27| & 3t} 5~14%9)A bilaterality
£ HX.o]9, benign looking mass®|t}. EB virus$} JaE]o]
BT ¢ Qe AR 4HA 1ow, epithelial prolife-
ration with lymphocytic infiltration®.® <13} peritu-
moral infiltraione ®°)= $7F %t} Oncocytomas} ¢
£o] Warthin’ s tumor®l&= mitochondrium—rich onco-
cyteZ} 21o] 99mTc pertechnetate scan®l] hot uptakeE
Helth

3) Oncocytoma and oncocytic carcinoma

Mitochondria proliferation®l] 23§} cytoplasm swellingS
HolE= oncocyteE ©]F 7 Fk0 F single, small, well—
circumscribed brown tumor©]™ central star—like fibrosis
(central scarring) ¢} cystic change& #Y 4 Ut} Onco
cytic carcinomat more invasive appearanceE HQITh
EF 99mTc pertechnetate scan®)] hot uptakeE X elth

4) Basal cell adenoma and basal cell adenocarcino-
ma

583k basal cell layer®} basement membrane—like

material 2 T4 ¥ basaloid cell® o]Fo]R ok4 Fefo|n],
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pleomorphic adenoma®lX] &A5= myxochondroid stro-
mal component”} §l= Zlo] E3o|t},

th7} small, oval, well-encapsulated mass®]™, fibrotic
capsule©] 2+ Holu] 718 hemorrhage® IS cystic
changeE XY Qo)

Basal cell adenocarcinoma+ more invasive growth
and/or perineural or vascular invasion®] &J3j Zt=H
low—grade malignancy biologyZ Ee]d, ACCel H|3|
less aggressive pattern & Helth

5) Myoepithelioma and myoepithelial carcinoma

Myoepithelioma+ 5% myoepithelial (not ductal) diffe-
rentiationg ¥.o}= myoepithelial cell(spindle, plasmacy-
toid, epithelioid, clear cells) 2 =] & =& salivary
gland tumore]th. Y17} myoepithelial cello] 95%©]do] o
#}A pleomorphic adenoma®) histologic spectrum®iiA]
one extreme 2 E 7159 2H, pelomorphic adenoma$
epithelial, ductal, or mesenchymal component”} 5%¢¥
¥4 myoepitheliaum—rich pleomorphic adenoma®
29t} Myoepithelial cell:i salivary gland secretion®l]
Tofshs Al FA st

7l well—circumscribed or encapsulated heterogen-
ous tumor®]9 delalyed enhancementE& H.°]+= pelomo-
rphic adenoma®} At patterng HQIth

Myoepithelial carcinomas= atypical myoepithelial cell
2 FA= o] 9= malignant epithelial tumor® locally ag-
gressive or malignant fashion& Ho|™, intermediate to
high—grade neoplasm © & 7++gt}

6) Clear cell carcinoma
Clear cell nest®} 1 $%12] amyloid—like, fibrous, hyali-
nizing stroma® ©]%¢]A low grade carcinoma®]™, infil-
trating and scar—like tumor ®.QIt}

7) Mucopeidermoid carcinoma

Mucoepidermoid carcinomat ¥ ZtZ mucus—pro-
ducing cell# squamous cell ZZ#1 cells of intermedi-
ate typeZ TAHO] St FUolt}. Intermediate cell
Umx] F AZZ £33 primitive cell® &#A Uk

78 &3 malignant parotid gland tumor®]™, epider-
moid cell, mucus—secreting cell, cell intermediate bet-
ween the other twoZE T4J€ circumscribed but seldom—
encapsulated tumore|t}, ZA8AH0Z cell typeo]| Wt



low, intermediate, high—grade® 838}, tumor invasi-
veness, lymphatic, vascular, bony invasion, >4 mitos-
es/10 high—power fields, perineural spread, necrosis
of W} grade I, I, MIE TE¥3P)E 3t} Low—grade
tumor+= 5~year survival rate’} 90~100%°} X% high—
grade tumor®! Z-¢ disease—related mortality rate”}
63%¢l o] Ech

Low—grade tumor+ benign looking appearanceE H.
o] A9t high—grade tumor: aggressive, infiltrating pat-
terne Bo]™ hypercellularityE 2SIt}

8) Adenoid cystic carcinoma(AdCC)

Duct—lining cell#} myoepithelial type cell® ©]Fo|3l
theFst 2284 E38- Hol=infiltrative malignant tumor
o|t}. 0|3l o= mucoepidermoid carcinoma THEO 2
WE WEE ol oAFkO R typically slow—growing,
widely infiltrative tumor ©]™ perineural spreadZ 2+ ¢
o7,

Grossly, firm, circumscribed but rarely encapsulated
tumor¢|™ perineural spreadE 3 skip lesion® F4r
87]% 3t} Architectural patternd] Wel grade I (well
differentiated or tubular pattern), I (moderately diffe-
rentiated, cribriform or glandular pattern), Il (poorly dif-
ferentiated or solid pattern) & &3t}

YIALAEA © 2 benign to malignant looking tumor®
Ro|m neural or perineural invasions 2 ®2elth

Wide surgical resection®]|& 73l thE malignant
salivary tumorel| B|3l] 7}¢ =& local recurrence rate
(up to 62%) 5 Holt}

9) Acinic cell carcinoma(ACC)

Acinar cell29] M3 #3185 Ho]= malignant epithelial
neoplasm .2, 90%°]4¢] parotid gland®l|A A3},
deep lobeolA] A& o2 & nl&= S} Childhood
2] malignant salivary gland tumor 2% mucoepidermoid
tumor TH©e® &3t tumor®]th BilateralityE Ho|:=
salivary gland tumor®+ Warthin' s tumor, pleomorphic
adenoma Y22 ® &34 Bolu malignant tumor ol
Ae 7V &3t

Dense fibrous tissue layer® 2 £ A1 well—circum-
scribed mass®)™ cystic changeS 4 4= 9oL} ple-
omorphic adenoma*]¥ benign looking mass® Ho|&
Zlo] dutdoly ponspecific findingS Beich

Hl =
=

°

10) Salivary duct carcinoma(Plus low-grade salivary

duct carcinoma)

Large cello] 20} 249 salivary duct®} FA13 JelE
9= = high malignancy$ epithelial tumor®]th. 7l ag-
gressively infiltrating, solid mass®|t} cystic change®
SHEE Qlk

AAA7AE nonspecific Y high—grade, infiltrating
mass®Z K¢tk Microscopically high—grade, low—grade,
infiltrative, predominantly intraductal tumor® F-#¥t},

Breast?} ductal carcinoma (53] comedocarcinoma) £}
48Rt intraductal 2 infiltrative ductal element’} 25
T

11) Primary squamous cell carcinoma

Kerating #Ask= Al ZE2] malignant epithelial tumor
2 skino|u} A3 Zo) Y metastasis$} high—grade
mucoepidermoid carcinoma/salivary duct carcinoma®}
7o} squamous element § 7FA&= THE parotid tumor
9 7¥sAlE AgEha & o g7l & < girt

Infiltrating tumor with often partially necrotic change
9] Ak A8 Hold, high cellularity ] signal intensity
£ Rkt

iz

12) Lymphoepithelial carcinoma

22 lymphocyte, plasma cell3%} large cell®] syncytial
clumpE o]Fo]R Feko g EIxHba} TRl &3 Es
kimo tumorgti s E2It}, Nasopharyngeal origin®] lym-
phoepithelial carcinoma$t 22 g 02 FEHA] =t}
Benign lymphoepithelial lesion®} d#E o] W% st
o, EB virus$¢} A#e] $iok

Encapsulated or infiltrative mass©]™, lymphoid stroma
9} ol WAEA Ao ¢l undifferentiated carcinoma®|th

13) Undifferentiated carcinoma

ER 9] salivary gland carcinoma® EFEA| & FoF
02 small cell undifferentiated carcinoma®} large cell
undifferentiated carcinoma® %% 9 southern Chinese,
Eskimo®]l 53] @t}

14) Adenocarcinoma, not otherwise specified(NOS)

71&9] A BH7el| £314] %= tumor groupolth, M=
¢ tumorEo] Aso] HAX A Zof E1 Sich oAk
= painful, rapidly enlarging mass WY 748 painless,
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Parotid Gland Tumors

Table 3.

History of recurrent parotid swelling, w/ or w/o pain

Inflammation

Salivary tumor in children

Solitary benign-looking mass in children
Solitary bening-looking mass in adult

Solitary malignant-looking mass
Multiple mass

Multiple cystic mass with benign cervical adenopathy
Cyst within salivary gland

Pmc pertechnetate-hot uptake
Calcifications

Hemangioma (over 50%)

Pleomorphic adenoma

MEC, Lymphangioma, ACC

More malignant tumor (30—35%) ; comparing to adult’s

Lymph node, hemangioma, pleomorphic adenoma, low-grade MEC, lym-
phangioma

Pleomorphic adenoma, Warthin’s tumor, LN, ACC, low-grade MEC, Carci-
noma ex PA, AdCC

High-grade MEC, adenocarcinoma, undifferentiated carcinoma

Waorthin’s tumor, acinic cell tumor, lymphoma, chronic inflammatory dise-
ase, oncocytic tumor, PA, metastasis

HIV positive

Warthin’s tumor, lymphoepithelial cyst, BCC, sialocele, low-grade-MEC,
papillocysitc variant of ACC, oncocystic cystadenoma

Warthin’s tumor, oncocytoma

Sialoadenitis, PA, schwannoma, MEC, freated lymphoma, dmyloidosis (ph-
leboliths of hemangioma)

slow—grwoing swelling® & JeR}7|% gl

phoid tissue) lymphoma or Maltomac]™, & B—
cell lymphoma®li low grade®l™}. Secondary lympho-

15) Carcinoma metastatic to the salivary glands

Salivary gland tumor®) ¢ 4% X}A)8}0, T35 Ho)
o] ok 1/3914 etlA 7 ef T dupd o Holgt
E3] o]&Ae ¢k 20709 intraglandular node’} EA)5}H
QFA¢] lymphatic drainage?] &7} 9t} Wb oF 90%
oA olgtd oz Ho)7p Yot

Muttiple, invasive masses®] He|Z Ho|o, A& necro-
sis7} Y 4= 9lth 184} solitary massE A0S o]
+ primary high—grade tumor 9} 7MHE)%] o=t}

2. Nonepithelial tumors

B salivary gland tumor? 5% o)afo|L} Aolox=
50%°)% RIEE 2R3t} Hemangioma, lymphangioma,
lymphoma, neurogenic lesion, lipoma, sarcoma $¢| X
Fiadl=s

Primary lymphoma= MALT (mucosa—associated lym-
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mat= Maltoma”} ©F™ high—grade, diffuse large cell
lymphoma®]th.

Wb EHA © 2 = lymphocyte £°] parotid ductal and
acinar tissue® invade 3} infiltrating mass® YER}
L} intra—or extra—parotid LN involvementE F4FsH=
797} Wol ke =] At

1) Summary of disease patterns (Table 3)
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