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ABSTRACT  

Introduction. La tumeur de Warthin, également appelée adénolymphome ou cystadénome lymphomateux papillaire, est le 
deuxième néoplasme bénin le plus fréquent de la glande parotide. La coexistence du cancer du poumon et du WT est très 
rarement rapportée dans la littérature.  

Présentation du cas. Nous rapportons le cas d'un fumeur de 50 ans au service de pulmonologie avec des plaintes de dou-
leur thoracique droite au cours des deux mois précédents. Il avait également remarqué un gonflement du côté gauche du 
cou 5 ans auparavant, mais la lésion s'est rapidement agrandie avec une douleur associée 2 mois auparavant. L’examen 
histopathologique a montré les caractéristiques focales typiques de la tumeur de Whartin. Un examen radiologique qui a 
révélé une lésion avec spiculation dans le lobe supérieur du poumon droit. Une biopsie transthoracique a été réalisée et a 
révélé un adénocarcinome pulmonaire.  

Conclusion. Ce rapport discute du diagnostic d'un cas rare de lésions synchrones de WT et de cancer du poumon à la lu-
mière de cas similaires rapportés sporadiquement dans la littérature. 
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Introduction. Warthin’s tumour, also known as adenolymphoma or papillary lymphomatous cystadenoma, is the second 
most common benign neoplasm of the parotid gland. The coexistence of lung cancer and WT is reported very rarely in the 
literature.  

Case presentation. We report the case of a 50-year-old male smoker, to the pulmonology department with complaints of 
right chest pain throughout the previous two months. He also had noticed a swelling on the left side of the neck 5 years 
previously, but the lesion rapidly enlarged with associated pain 2 months previously. Histopathological examination 
showed typical focal features of Whartin’s tumour. A radiological examination that revealed a lesion with spiculation in 
the upper lobe of the right lung. A transthoracic biopsy was performed and revealed a lung adenocarcinoma.  

Conclusion. This report discusses the diagnosis of a rare case of synchronous lesions of WT and lung cancer in the light of 
similar cases sporadically reported in literature. 
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INTRODUCTION 
 
Warthin’s tumour, also known as adenolymphoma 
or papillary lymphomatous cystadenoma, is the         
second most common benign neoplasm of the parot-
id gland. The coexistence of lung cancer and WT is  
reported very rarely in the literature. 
 
CASE PRESENTATION 
 
A 50-year-old man presented to the pulmunology 
department with complaints of right chest pain 
throughout the previous two months. He had a his-
tory of 20 pack/year of cigarette consumption asso-
ciated with chronic cough. 
 
He also had noticed a swelling on the left side of the 
neck 5 years previously, but the lesion rapidly en-
larged with associated pain 2 months previously.  
 
His physical examination showed subcutaneously 
mass of 2 x 5cm size below the left mandibular an-
gle. Also, two small lymphadenopathies were pre-
sent on the right cervical side. We noticed a bilateral 
digital hippocratism.  
A chest radiograph (Figure 1) revealed a lesion in the 
upper lobe of the right lung, malignant looking at 
the chest CT scan, even without visible mediastinal 
lymphadenopathy (Figure 2). 
 

 

Considering that the lesion in the neck could be a 
metastatic lymph gland, we performed a PET/CT 
scan that carried out yielded pathological 18FDG 
values of 22,8 and 8,4, respectively, for the mass seen 
in the lung and the neck (Figure 3). The PET/CT scan 
also revealed cervical and right hilar pulmonary 
lymph nodes, as well as bilateral lung nodules. 

It was decided to perform an ultrasound-guided cy-
tological examination of the parotid that revealed a 
WT.  
 
Following the nondiagnostic fiberoptic bronchosco-
py, transthoracic percutaneous fine needle aspiration 
biopsy documented a lung adenocarcinoma 
(immunohistochemically: TTF1+, CK7+, P63-, CK5/6
-, CK20-) (T4N2M1a, stage IV), and palliative care 
with no surgical intervention indicated. 
 
DISCUSSION 
 
Salivary gland neoplasms represents a relatively rare 
entity, estimated at 3-5% of all the head and neck 
neoplasms [1,2].  
 
WT, also known as adenolymphoma or papillary 
lymphomatous cystadenoma, is the second most 
common benign neoplasm of the parotid gland, com-
prising 15% of the parotid epithelial tumors [3].  
 
It has been well documented that smokers have an 
increased risk of developing WT [4-8]. As smokers 
have also an increased risk of lung cancer, the close 
association of smoking with both tumours can likely 
explains concomitant diagnosis. In fact, White and 
al’s retrospective chart review [9] reported 24 of 144 
(19%) patients with WT who had synchronous lung 
cancer, the most common being non-small cell lung 
cancer and stage I or IV, as observed in our case. An-
other recent study by Zaccarini and al found a 10% 
association rate (7 cases out of 73) [8]. Zaccarini sug-
gested that the prevalence of secondary non-salivary  
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FIGURE 1. Chest radiograph showing a lesion in the 
upper lobe of the right lung (arrow). 

FIGURE 2. CT scan showing a right apical condensation 
suspect of malignancy (arrow). 

FIGURE 3. PET/CT scan showed pathological values in 
neck lesion (blue arrow) and in lung mass (red arrow) 
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neoplasms in patients harboring WT is underesti-
mated given that he found a 37% association rate for 
all cancers (including pulmonary). Seifert and all's 
retrospective study found a rate of 3% (8 cases out of 
275) [10]. This association is understandable consider-
ing smoking risk factor, but there is debate regarding 
the development of WT.  
The first concept supports that pulmonary localiza-
tion is nothing other than a metastatic localization of 
WT. Histologically, WT typically has oncocytic glan-
dular structures and a lymphoid stroma [11]. The po-
tential for malignant transformation of the WT is 
exceptional (0,1%-1%) and concerns both epithelial 
or lymphoid component [12]. Seifert and al [10] men-
tioned in their study a rare case of malignant trans-
formation at the stage of hematogenous dissemina-
tion with carcinomatous locations of the lung, skin 
and liver. This case of lung metastasis from a WT 
was reported by Kessler and al in 1977 [13] and is 
based on autopsy findings. However, this theory 
does not seem suitable for our case in the light of 
immunohistochemistry in favor of a primary pulmo-
nary lesion (TTF1 and CK7 positive).  
 
The second theory, which may seem more suited to 
our case, can be interpreted in reverse, that is, WT 
could be a form of expression of a metastasis of pri-
mary lung cancer, since the ethiopathogenesis of WT 
remains unclear. There has been one reported case of 
lung adenocarcinoma that metastasized to WT [14] 
based on the histological appearance and immuno-
histochemical profile, given the expression of TTF1 
in both tissues and knowing that primary tumors of 
salivary gland are always TTF1 negative. In view of 
the findings of this interesting case, we regret the 
non-realization of an immunohistochemical study on 
the fine needle aspiration of the parotid, especially 
since our case was similar with a positive TTF1 
marker (primary lung adenocarcinoma). Other mo-
lecular research along the same lines suggested that 
salivary gland tumors often have strong EGFR pro-
tein expression, and some patients may benefit from 
EGFR directed therapy [15].  
 
CONFLIT OF INTEREST 
Non. 
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This research provides further evidence of the close 
relationship between WT and lung malignancies, 
and new studies should be conducted to assess WT 
on a molecular level. 
  
However, this theory also seems implausible to us 
considering the fact that, in our case, the parotid le-
sion had been present for years prior to the diagno-
sis, and as the mass was painless, and not bother-
some, it was not addressed until chest pain com-
menced. In fact, it is in our opinion rare to find a me-
tastasis of lung cancer evolving over 5 years with a 
general condition relatively well preserved. Howev-
er, although WT itself is a benign lesion, it is essen-
tial to recognize and be vigilant of the high risk of 
lung cancer in those patients, and to offer continued, 
close surveillance. 
 
At last, our study has another limitation, regarding 
fine needle aspiration. Indeed, according to the most 
recent series, the sensitivity varies from 73% to 93% 
and the specificity from 85% to 98% [5,16,17]. The false 
negatives of fine needle aspiration are, among other 
things, inherent in the very heterogeneous polymor-
phic nature of the vast majority of carcinomas of the 
salivary glands. False positives have been reported 
in cytology between the diagnosis of cystadenolym-
phoma (WT) and that of intra-parotid lymph node 
metastasis of an epidermoid carcinoma [18]. 
 
CONCLUSION 
 
To date, there has been no proven relationship be-
tween WT and lung cancer. Even if the coexistence 
of lung cancer and WT is reported very rarely in the 
literature, more studies should be carried out to 
prove this close relationship on the ethiopathogenic 
and molecular level. Finally, it is useful to judge that 
patients with WT are at high risk of developing lung 
cancer, and therefore earlier recognition of these   
benign lesions may potentially facilitate earlier diag-
nosis of the lung malignancy, leading to reductions 
in patient morbidity and mortality. 
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