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Abstract
Parapharyngeal space tumors are rare, accounting for 0.5% of head and neck neoplasms. Most of
them are benign and originate in the salivary glands, especially the pleomorphic adenoma. We
presented a 47-year-old male with parotid tail pleomorphic adenoma extending to the
parapharyngeal space. The patient applied to our clinic with the complaints of a painless mass on
his neck and in his mouth for three months. After fine needle aspiration biopsy the mass was
diagnosed as pleomorphic adenoma. The patient hospitalized and operated in our clinic. As we see
in literature review parapharyngeal space tumors are rare and most of them are pleomorphic
adenomas arising from deep lobe of the parotid gland and extend into the PPS.
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Introduction
Parapharyngeal space tumors are rare, accounting for 0.5% of head and neck neoplasms.
Most of these tumors (70%–80%) are benign and 40–50% of these originate in the salivary
glands, particularly the pleomorphic adenoma (1). Pleomorphic adenoma in the
parapharyngeal space (PPS) can develop de novo or may arise from deep lobe of the parotid
gland and extend into the PPS (2). Management of these tumors represents a challenge to
surgeons because of vital neurovascular structures (3).

The incidence of salivary gland tumors is approximately 3% of all head and neck cancers
(4). The salivary gland tumors are most commonly seen in parotid gland; 50–74% of all
parotid lesions are benign pleomorphic adenomas (5).

Case Report
A 47-year-old male came to our clinic with the complaints of a painless mass on his neck
and in his mouth for three months (fig. 1). This mass had begun to grow for last twenty days
and the patient had difficulty in swallowing and even talking. In clinical examination there
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was a mass just behind the right tonsil and the tonsil was pushed medially. In laryngeal and
nasopharyngeal endoscopic examination there was not any pathology detected except right
parapharyngeal place. The routine laboratory tests were in normal range.

He had an ultrasound imaging with him performed in another clinic and there was a solid
mass about 76×55 mm in diameter in right jugulodigastric place. We took a cervical
computed tomography (CT) with contrast and in CT scan a non-homogenously contrast
enhancing mass was reported beginning from nasopharynx extending to the hyoid bone
level, obliterating the right rosenmüller fossa, torus tubarius and eustachian tube and
narrowing the air passage. The mass had cystic-necrotic fields and was 4×6×8 cm in
diameter. The right submandibular gland was deplaced inferiorly due to the mass (fig. 2).
Cervical CT anjiography was applied to understand the relation of the mass with vascular
structures and its result reported that the right jugular vein was displaced posteriorly by the
mass.

Fine needle aspiration biopsy was performed to the patient and the result was compatible
with pleomorphic adenoma.

The patient was taken to surgery and firstly right tonsillectomy was done. The encapsulated
mass was seen and dissected from surrounding structures by intraoral way (fig. 3). The mass
was extending towards the parotid tail and the tail was the source of it. Therefore the mass
was excised totally together with the parotid tail (fig. 4). The patient was discharged from
the hospital after one week. After two months we performed a maxillofacial computed
tomography with contrast for control and there was not seen any mass in that region (fig. 5).

Discussion
PPS is situated laterally with respect to the nasopharynx and in front of the cervical column
showing the shape of an inverted pyramid located behind the skull base whose apex defines
the joint between the posterior belly of the digastric muscle and the greater cornu of the
hyoid bone. The styloid process and the associated musculature are also located there, and
other structures are the carotid and jugular vessels; cranial nerves V, VII, IX, X, and XII; the
deep lobe of the parotid gland; and some lymph nodes (3).

Pleomorphic adenoma (PA) is the most common tumor of the parotid gland. It is a benign,
slowly growing tumor. The treatment of PA is surgical excision. Because of its
pseudocapsule and fingerlike projections, failure to resect some normal surrounding parotid
tissue with the tumor usually results in a high recurrence rate (20%–45%) (6). Pleomorphic
adenoma is classified by the World Health Organization as a benign neoplasm of the
salivary glands characterized by cellular and architectural pleomorphism (7). The
microscopic analysis revealed epithelial and myoepithelial elements immersed in a mucoid,
myxoid, or chondroid matrix. Fibrous capsule can be presented (8).

PAs are found rarely in the PPS and thus both diagnosis and surgical management are
difficult. Most of these tumors remain silent for a long time since they grow slowly, and do
not show symptoms even if tumors are in contact, or displace, vital structures located in the
PPS (9). Among benign PPS tumors, the pleomorphic adenoma, originating either from the
parotid gland or from some aberrant minor salivary gland, is the most represented entity,
accounting for approximately 40% of all benign PPS lesions and 63% of all parotid gland
tumors (10,11).

Most of the benign tumors of the salivary gland in the oral cavity present as a painless
submucosal swelling, those from the parapharyngeal space may also show additional
symptoms, like otalgia, neuralgia, foreign body sensation in the throat, difficulty with
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swallowing, voice changes, trismus, otologic symptoms, obstruction of the Eustachian tube,
9th, 10th, or 11th cranial nerve deficits, and, rarely, obstructive sleep apnea. Submucosal
swelling in the lateral pharyngeal wall with or without extension to retromandibular fossa or
the submandibular trigone are the classical findings of benign parapharyngeal swellings (12–
16). PPS is a difficult place to clinical examination as it is surrounded by the muscles of
mastication, mandible, and parotid gland. Symptoms are usually noticed when the tumor is
larger than 2.5–3 cm (1,17)

CT scan and MRI are important diagnostic tools in parapharyngeal space tumors. They are
used to determine the extent of disease, local spread and also type of tumor. Contrast
enhancement is seen in vascular and neurogenic tumors. Presence of intact fat plane helps in
distinguishing benign tumors from malignant ones. A fine translucent line can distinguish
the extension of tumors from the deep lobe of a parotid gland from tumor arising de novo in
parapharyngeal space by representing the compressed layer of fibroadipose tissue between
the tumor and deep lobe of parotid (18). In a study on 51 patients with a PPS neoplasm, both
benign and malignant, the mass was able to be localized in 95% and 84% of patients with
CT and MRI (11).

Fine needle aspiration cytology is the modality of choice for obtaining biopsy sample for
diagnosis (2). In PPS tumors, 25% of intraoral FNA may not be diagnostic because of the
lack of adequate cellular material. The positive predictive value to identify benign tumors is
90% when performing an ultrasound-guided FNA or CT but drops to 75% for malignant
(19,20).

There are several surgical approaches to PPS tumors. External approaches such as; cervical-
transparotid, transparotid, transcervical (via submandibular or transmandibular), via
infratemporal fossa and intraoral approach (21,22). Though these tumors are apparently well
encapsulated, it is necessary to resect an adequate margin of grossly normal surrounding
tissue to be able to prevent local recurrence because these tumors have microscopic
pseudopod-like extension into the surrounding tissue (18). In the usual cervical–transparotid
approach to the PPS, a superficial parotidectomy with facial nerve dissection is performed to
expose the underlying deep lobe together. The cervical incision makes it possible to access
to the PPS compartment via the submandibular gland, which can be removed or displaced.
In the long run, this procedure can cause a visible facial defect as a result of volume loss.
We preferred intraoral approach because of the great benefit of having no aesthetic sequelae
and minimal functional complications and the tumor was attainable from oral cavity
(3,23,24).

The prognosis for PAs found in the PPS is good. According to some studies, the recurrence
rate was 5%, which may be related to the fragmentation of the tumor or capsular damage
when removed (19,25,26). When the pleomorphic adenoma shows recurrence, in addition to
revision surgery radiotherapy is recommended to the patients with residual tumor,
multinodular disease and known tumor spillage (27).

Conclusion
We report this case to emphasize that the masses around parapharyngeal spaces should be
evaluated carefully, because they may be originated not only from this space but also from
adjacent anatomical structures. As in our case an intraoral mass can rarely be derived from
parotis gland. We also aimed to suggest an approach to parotid tail pleomorphic adenoma
extending to the parapharyngeal space both in diagnosis and treatment.
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Figure 1.
The preoperative view of the mass from oral cavity.

Polat et al. Page 6

J Craniofac Surg. Author manuscript; available in PMC 2014 March 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 2.
Cervical CT scan with contrast in axial plane, showing the mass narrowing the air passage.
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Figure 3.
Intraoperative view of the mass with intraoral approach.
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Figure 4.
Macroscopic view of the mass.
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Figure 5.
Postoperative maxillofacial CT scan with contrast in axial plane showing a normal anatomy
without any mass.

Polat et al. Page 10

J Craniofac Surg. Author manuscript; available in PMC 2014 March 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript


