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Synchronous Mucoepidermoid Carcinoma of Parotid Gland and
Unicentric Cervical Cathleman’s Disease : A Case Report

Min Ho Noh, MD', Kong Geun Bae, MD', Myung Jin Ban, MD), Jae Hong Park, MD',
Seung Won Lee, MD, PhD', Ki Nam Park, MD', Jae Wook Kim, MD', Yoon Woo Koh, MD, PhD’

Department of Otolaryngology-Head and Neck Surgery,' Soonchunhyang University College of Medicine, Cheonan, Korea
Department of Otorhinolaryngology,” Yonsei University College of Medicine, Seoul, Korea

Castleman’s disease is an uncommon lymphoproliferative disorder. The disorder can be classified based on his-
tological subtype, such as hyaline vascular type, plasma cell type, and mixed type, and can also be clinically divid-
ed into either unicentric or multicentric type. Its exact pathophysiology is not clearly identified. The unicentric type
is able to be treated by surgical resection. However, there is no standard treatment modlity for the multicentric
type. Treatment of multicentric type includes anti-cancer chemotherapy and radiation therapy. Recently, authors
have experienced a rare case of unicentric type of Castleman’s disease accompanying a mucoepidermoid carcino-
ma of parotid gland and report a case which is discussed with references.
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Fig. 1. Neck CT with enhanced image. A © Axial view. Mass with cystic component is noted at left parotid and variable sized enlarged
lymph nodes were noted af left level Il. B : Coronal view. Enlarged lymph nodes were noted at both upper neck(level I, Il).

Fig. 2. Operation field(left side of patient). A : Adhesion between skin and residual tumor was noted during elevation of skin flap(Arowed).
B : Operative field after parotidectomy with selective neck dissection, left(level I, I, Ill).

Fig. 3. A © Primary tumor(white arrowed), parotid gland(black arowed) and retrieved lymph nodes(level |, I and Ill). B : Histopathologic
finding. Castleman’s disease of hyaline vascular type is noted(arrowed) in only one region among enlarged germinal centers. The rests
are reactive hyperplasia(Hematoxylin and Eosin stains, x100, x400).
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