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Salivary Duct Carcinoma in Parotid Deep Lobe,

Involving the Buccal Branch of Facial Nerve : A Case Report

Jung Min Kim, MD, Seul Ki Kwak, MD, Seung Woo Kim, MD
Department of Otolaryngology-Head and Neck Surgery, VHS Medical Center, Seoul, Korea

Salivary duct carcinoma(SDC) is a highly malignant tumor of the salivary gland. The tumor is clinically char-
acterized by a rapid onset and progression, the neoplasm is often associated with pain and facial paralysis. The
nodal recurrence rate is high, and distant metastasis is common. SDC resembles high-grade breast ductal carci-
noma. Curative surgical resection and postoperative radiation were the mainstay of the treatment. If facial paral-
ysis is present, a radical parotidectomy is mandatory. Regardless of the primary location of SDC, ipsilateral func-
tional neck dissection is indicated, because regional lymphatic spread has to be expected in the majority of pa-
tients already at time of diagnosis. If there is minor gland involvement, a bilateral neck dissection should be per-
formed, because lymphatic drainage may occur to the contralateral side. The survival of SDC patient is poor, with
most dying within three years. We experienced a unique case of SDC in parotid deep lobe. We report the clinico-
pathologic features of this tumor with a review of literature.

KEY WORDS : Salivary duct carcinoma - Facial nerve.
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Fig. 1. Preoperative enhanced CT and MR images. A and B : The contrast enhanced CT scans show illdefined mass with heteroge-
nous enhancement in the parotid gland[white ar-row(A), white arrow head(B)]. C and D : The contrast enhanced T2-weighted MR
images show 3.6 x 3.0 sized lobular shaped mass with heterogeneous signal intensities of the mass.

Fig. 2. Intraoperative findings : The mass is located in deep lobe of parotid gland. The buccal branch of facial nerve is tightley adhe-

sion with the mass(M : mass, asterix : nerve).
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Fig. 3. Gross & microscopic findings. A : The gross specimen shows well capsuled, lobulated & some calcicfications(white arrows :
metastatic lymph nodes). B : The microscopic findings show the perineurala invasion & hyperactive tumor cell(H&E, x40). C : This pho-
to shows invasive desmoplastic carcinoma (H&E, x 100).
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