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Background: Sebaceous lymphadenocarcinoma (SLAC) represents an extremely
rare parotid malignancy, hypothesized to originate through malignant
transformation of sebaceous lymphadenoma. To date, fewer than ten
histopathologically confirmed cases have been documented globally.

Case summary: A 33-year-old female presented with a persistent, painless left
parotid mass that persisted despite anti-infective therapy. The patient underwent
a comprehensive diagnostic workup prior to surgical resection.
Histopathological examination of the specimen revealed sebaceous
lymphadenoma with distinct foci of malignant transformation to SLAC,
confirming a localized malignant process. Based on a review of the literature,
this case represents the eighth reported instance of SLAC and the third with
pathologically confirmed lymph node metastasis.

Conclusion: SLAC most commonly presents as a painless parotid mass. Surgical
resection is the cornerstone of therapy, with individualized use of radiotherapy.
While early outcomes may be favorable, long-term surveillance is essential.
International collaboration is urgently needed to establish registries and define
standardized management guidelines for this exceedingly rare malignancy.

sebaceous lymphadenocarcinoma, parotid gland, sebaceous lymphadenoma, lymph
node metastasis, case report

Introduction

Sebaceous lymphadenocarcinoma (SLAC) is an exceptionally rare, high-grade
malignancy arising from ectopic sebocytes within lymphoid tissue (1). Characterized by
dual sebaceous-lymphoid differentiation, this entity presents significant diagnostic and
therapeutic challenges. Clinically, it typically manifests as a rapidly progressing mass,
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frequently accompanied by pain or discomfort (2). Involvement of
the parotid gland is exceedingly rare, with only seven
histopathologically confirmed cases documented in the literature
to date. This scarcity of published evidence compounds the
challenges in both diagnosis and clinical management. Herein, we
report a case of parotid SLAC and analyze its clinicopathological
characteristics, diagnostic modalities, and management.

Case report

A 33-year-old female presented to our institution for evaluation
of a persistent, slowly enlarging left subauricular mass with a one-
month history. The lesion demonstrated progressive growth during
this period. The patient had undergone a two-week course of
empirical antibiotic therapy at an external facility, which failed to
alleviate symptoms, and local tenderness persisted.

The patient denied any significant personal or family history of
salivary gland tumors, cutaneous malignancies, or sebaceous
lesions. No relevant occupational exposures or previous
dermatological conditions suggesting a metastatic origin
were identified.

Systemic evaluation revealed no evidence of an alternative
primary malignancy, confirming the solitary parotid origin of
the mass.

Physical examination

Physical examination revealed a well-demarcated, firm mass
approximately 4 cm in diameter located inferior to the left auricle.
The lesion demonstrated circumscribed margins, restricted
mobility, and slight tenderness on palpation. No clinical signs of
facial nerve dysfunction were observed, and the parotid duct orifice
showed no abnormal discharge.

10.3389/fonc.2025.1639617

Imaging examinations

Color doppler ultrasound

The left parotid gland demonstrated a hypoechoic lesion
measuring approximately 4.5 x 3.9 x 2.3 cm. This lesion
exhibited circumscribed margins, an irregular contour, and
heterogeneous internal echogenicity, with a distinct hyperechoic
linear band visualized within it. Color Doppler Flow Imaging
(CDFI) revealed strip-like vascularity within the lesion.
Additionally, multiple lymph nodes were observed within and
surrounding the left parotid parenchyma. The largest lymph node
measured approximately 2.9 x 2.3 x 2.1 cm, with discernible
borders but an indistinct corticomedullary differentiation. CDFI
showed sparse intranodal vascularity (Figure 1).

Enhanced computed tomography

CT imaging identified multiple soft-tissue attenuation lesions
within the left parotid gland. The dominant lesion measured
approximately 3.6 x 3.0 x 4.1 cm. Following contrast
administration, the lesion demonstrated moderate enhancement,
with a post-contrast Hounsfield Unit (HU) value approximating 85
HU. The lesion margins were well-defined, exhibiting shallow
lobulation (Figure 2).

Preliminary diagnosis

Mass within the left parotid gland.

Treatment

Under general anesthesia, a superficial parotidectomy was
performed. The tumor was meticulously excised with a margin of
surrounding parotid tissue while preserving the integrity of the

FIGURE 1

Longitudinal color Doppler ultrasound (12 MHz linear transducer) of the left parotid gland shows a hypoechoic lesion with irregular margins,

heterogeneous echotexture, and internal vascularity.
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FIGURE 2

Axial (a) and coronal (b) contrast-enhanced CT(2.5 mm slice; IV iohexol 100 mL) shows a well-defined, lobulated soft-tissue lesion (red arrows; 3.6 x
3.0 x 4.1 cm) with moderate enhancement (~85 HU) in the left parotid gland. An adjacent lymph node is noted (blue arrow).

facial nerve. An intraoperative frozen section consultation was
conducted, which was assessed by an experienced pathologist.
The frozen sections were consistent with a low-grade malignant
neoplasm. Based on this critical intraoperative finding, we
proceeded with a selective neck dissection (Levels I-III) to address
potential regional metastasis. The postoperative course was
uneventful, with no significant complications such as facial nerve
weakness or Frey’s syndrome observed.

Histopathological assessment

Two tumor nodules, measuring 5.8 x 3.8 x 3.0 cm and 4.0 x 2.4
x 2.4 cm, were identified within a prominent lymphatic stroma. The
neoplastic cells were arranged in nests and sheets and demonstrated
mild to moderate nuclear atypia, conspicuous nucleoli, discernible
mitotic activity, and infiltrative growth. No definitive vascular
invasion or perineural infiltration was identified. All surgical
margins were free of tumor.

Immunohistochemistry

Tumor cells were diftusely positive for P40, focally positive for
P16, and showed patchy (5%) expression of p53. The Ki-67
proliferation index was 20%. There was strong positivity for pan-
cytokeratin (AE1/AE3). Staining for PRAME, S-100, EMA, and
androgen receptor (AR) was partially positive. CD5 and BCL-2
highlighted background lymphocytes. The tumor was negative for
CD117, CK7, NUT (clone C52B1), and SOX10. EBER in situ
hybridization was negative (Figure 3, Supplementary Table 1).
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Final diagnosis

The findings supported a final diagnosis of sebaceous
lymphadenocarcinoma (SLAC).

Follow-up

The patient remained free of local recurrence and distant
metastasis throughout the 12-month surveillance period.

Discussion

SLAC represents an exceptionally rare malignant neoplasm
arising primarily in the head and neck region, with the parotid
gland being the predominant site of occurrence (1). Its precise
incidence remains undefined, as fewer than ten histologically
confirmed cases have been documented worldwide. A
comprehensive review of the seven previously reported cases reveals
a male predilection (male-to-female ratio: 5:2) and predominantly
elderly presentation, with six patients aged >50 years at diagnosis and
only one aged <50 years (1-7). Notably, the current case—occurring in
a 33-year-old female—establishes the youngest recorded age of onset
for parotid SLAC to date. The documented disease duration across
cases ranges from 1 month to 20 years. Clinically, SLAC typically
presents as a progressively enlarging, asymptomatic mass; however,
three cases demonstrated accelerated growth within a short timeframe.
One exceptional case initially manifested with cheek skin erythema.
Surgical resection constituted the primary therapeutic approach in all
patients, with five receiving adjuvant radiotherapy. During follow-up
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FIGURE 3

Histopathological features of SLAC demonstrating the transition from benign to malignant components. (a) Low-power view (20x magnification)
illustrating the distinct transition zone between benign sebaceous structures (right, blue arrow) and infiltrating malignant carcinoma (left, red arrow).
(b) High-power view (40x magnification) of the malignant component revealing cytological atypia with notable nuclear pleomorphism and atypical

mitotic figures.

(duration range: 12-240 months), no tumor recurrence or disease-
specific mortality was observed. Two elderly patients died of
unrelated causes (cardiovascular disease and respiratory failure,
respectively; Table 1).

According to the 2022 WHO 5th Edition Classification of
Salivary Gland Tumors, SLAC is categorized as a malignant
epithelial tumor within the specific subgroup of sebaceous gland
tumors (8). This subgroup encompasses sebaceous adenoma,
lymphadenoma, carcinoma, lymphadenocarcinoma, and other
neoplasms exhibiting sebaceous differentiation. Current evidence

TABLE 1 Previously reported cases of sebaceous adenocarcinoma.

indicates that SLAC typically arises from the malignant
transformation of benign precursors, particularly sebaceous
lymphadenoma (SLA). Notably, all seven previously reported
SLAC cases arose from pre-existing SLA, yet they exhibited
considerable heterogeneity in their malignant components.
Specifically, five cases were classified as sebaceous carcinoma, one
as a poorly differentiated carcinoma, and one as a salivary duct
carcinoma with focal epithelial-myoepithelial carcinoma features.
Similarly, our case presented as a histologically confirmed
sebaceous carcinoma arising within an SLA.

Sex | History Clinical Histology Treatment Follow up
manifestations
Linhartova A, 68 Female | 2.5 years Painless mass, Sebaceous carcinoma arising from Excision and NER at 6 yr
etal. (7) Gradually increasing | lymphadenom postoperative
radiotherap
Gnepp, DR, 70 Male 20 years Painless mass Poorly differentiated carcinoma arising from Excision and Died of
et al. (6) lymphadenoma superficial cardiovascular
parotidectomy disease at 18 mo
Gnepp DR. 70 Male 1 mo Painless mass Salivary duct carcinoma with focal epithelial- Excision and NER at 14 mo
et al myoepithelial carcinoma arising from superficial
(5) lymphadenoma parotidectomy
Croitorul 55 Male 3 years Painless mass with Sebaceous carcinoma arising from Excision and NER at 4 mo
etal (2) recent rapid lymphadenoma postoperative
enlargement radiotherapy
Ahn, SH (4) 36 Male 10 years Painless mass with Sebaceous carcinoma arising from Excision and NER at 2 year
recent rapid lymphadenoma postoperative
enlargement radiotherapy
Claudius, K (3) 87 Male 2-6 mo Painless mass, Sebaceous carcinoma arising from Excision and Died of
erythema of the lymphadenoma postoperative respiratory failure
cheek skin radiotherapy at 8 mo
Hao, FY (1) 82 Female = 4 mo Painless mass with Sebaceous carcinoma arising from Excision and NER at 10 mo
recent rapid lymphadenoma postoperative
enlargement radiotherapy

NER, No evidence of recurrence.
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SLA, a rare benign tumor of the major salivary glands, was first
characterized by McGravan et al. in 1960 (9). An earlier analogous
lesion in the parotid gland reported by Rawson et al. (24) is now
classified as non-sebaceous lymphadenoma (10). These entities are
pathologically distinguished by the presence or absence of sebaceous
differentiation within the lymphoid stroma (11). As a benign
neoplasm, SLA is typically cured by complete surgical excision and
exhibits minimal recurrence risk. It predominates in patients >50 years
without significant gender predilection. When arising in salivary
glands, SLA most commonly occupies the superficial parotid lobe.
Rare occurrences have been documented in the maxilla (12), minor
salivary glands of the lower lip (13), and occasionally synchronously
with Warthin tumor (adenolymphoma) (14). Radiologically, SLA
appears as heterogeneous solid nodules on CT/MRI, often
demonstrating multifocal cystic components and characteristic fatty
infiltration that may yield a T1-hyperintense signal (15).

Imaging is pivotal in the initial assessment of parotid masses. In
our case and as reported in the literature (15), ultrasound of
sebaceous lymphadenoma and its malignant counterpart typically
reveals a circumscribed, hypoechoic lesion with heterogeneous
echotexture. Cystic spaces and hyperechoic linear bands may reflect
sebaceous elements and fibrous septa, respectively. On contrast-
enhanced CT, such lesions generally present as well-defined,
lobulated masses with moderate enhancement. Areas of low
attenuation can indicate cystic change or fatty infiltration—a
hallmark of sebaceous differentiation. Although suggestive, these
features are not pathognomonic for malignancy; however, the
coexistence of enlarged lymph nodes with effaced corticomedullary
architecture, as seen here, should raise strong suspicion for malignant
transformation and nodal metastasis.

The precise molecular drivers underlying the malignant
transformation of SLA into SLAC remain elusive (16).
Histologically, this transformation is characterized by invasive
growth of malignant cell nests within a benign background—
comprised of characteristic vacuolated sebocytes, lymphocytes, and
basaloid cells (17). Although limited evidence suggests a potential
role of Epstein-Barr virus (EBV) in this process, with EBER positivity
reported in previously documented cases (18), the current case
demonstrated unequivocal EBER negativity. Furthermore, our
immunohistochemical results provide additional evidence
supporting pathogenic heterogeneity. The focal AR expression
(present in 10% of tumor cells) suggests the presence of a salivary
duct carcinoma-like subpopulation arising during malignant
progression, although this does not represent the dominant
phenotype. The complete absence of PRAME staining argues
against a highly aggressive tumor biology, which is generally
correlated with strong, diffuse PRAME expression. Likewise, the
focal and non-diffuse pl6 staining pattern (30% positivity) is
inconsistent with HPV-related carcinogenesis and instead implies
alternative mechanisms of cell cycle dysregulation, such as
alterations in the RB pathway. Collectively, these observations
enhance our understanding of SLAC pathogenesis and further
indicate heterogeneity in its underlying molecular mechanisms.

The histopathological complexity and dual differentiation of
SLAC create significant diagnostic challenges, necessitating its
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distinction from several more common parotid neoplasms.
Warthin’s tumor shares a lymphoid stroma but is distinguished
by its benign oncocytic papillary epithelium, lacking sebaceous
differentiation and malignancy (19).

Pleomorphic adenoma lacks the dense lymphoid background
and sebaceous cells, featuring instead a characteristic
chondromyxoid stroma (20). Mucoepidermoid carcinoma (MEC)
contains mucinous and epidermoid cells; even rare sebaceous
variants lack the organoid lymphoid stroma of SLAC (21).
Metastatic cutaneous sebaceous carcinoma is ruled out primarily
by the absence of a skin primary and the presence of a benign SLA
component, which is absent in pure metastasis (22).
Lymphoepithelial carcinoma (LEC) is EBV-driven (EBER+),
poorly differentiated, and lacks sebaceous differentiation (18).
Salivary duct carcinoma (SDC) exhibits diffuse strong AR and
HER2 positivity, comedo-necrosis, and lacks a lymphoid
background (23). The immunoprofile of our case (p40+, AR focal
+, EBER-, p16 non-diffuse+) is pivotal, helping exclude LEC (EBER
+), HPV-related carcinomas (p16+), and classic SDC (AR diffuse+).

The diagnostic utility of fine-needle aspiration cytology (FNAC) in
SLAC is markedly limited. Aspirates are often dominated by a
prominent benign lymphoid population and mature sebaceous cells,
frequently leading to an erroneous interpretation of a benign or
inflammatory process—such as chronic sialadenitis, reactive
lymphadenopathy, or SLA. The sparse representation of malignant
epithelial cells in the sample is readily overlooked, particularly in
the absence of high clinical suspicion. Thus, although FNAC can
confirm a mass lesion, it is generally unreliable for a definitive
preoperative diagnosis of SLAC. Consequently, complete surgical
excision followed by comprehensive histopathological assessment
and immunohistochemical profiling remains essential for
accurate diagnosis.

The mainstay of treatment for SLAC is surgical resection, with
adjuvant radiotherapy considered based on pathological risk factors
such as nodal involvement or close margins. This combined approach
has been associated with favorable oncological outcomes in previously
reported cases (1). In the present case, the patient underwent complete
surgical resection. Although postoperative radiotherapy was
recommended due to the presence of cervical lymph node
metastasis, the patient declined this adjuvant treatment due to
quality-of-life concerns. This decision was made through a shared
decision-making process that balanced the uncertain survival benefit
of radiotherapy against its well-established long-term toxicities—a
particularly relevant consideration for this young patient. The care
plan respected the patient’s prioritization of fertility preservation and
functional outcomes, and an intensified surveillance protocol was
implemented to mitigate potential risks. This approach highlights that
management of ultra-rare malignancies often requires individualized
strategies that extend beyond standardized algorithms.

Given the absence of established guidelines, our surveillance
strategy was designed based on a risk-adapted framework (1): high-
frequency MRI (quarterly for the first 2 years) to detect local
recurrence during the period of greatest risk (2); subsequent
transition to biannual low-dose CT combined with ultrasound for
intermediate-term monitoring (years 3-5) to balance detection
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sensitivity and long-term radiation safety; and (3) lifelong annual
ultrasound screening to account for the unpredictable biology of
SLAC. The patient remains under this active surveillance protocol,
and no evidence of recurrence has been observed during the 12-
month follow-up period. However, long-term monitoring remains
imperative. The extreme rarity of SLAC continues to pose
significant challenges for conducting meaningful clinical studies;
therefore, overcoming these challenges will require unprecedented
international collaboration.

Conclusion

SLAC typically presents as a painless parotid mass. Complete
surgical resection is the primary treatment, with neck dissection
and adjuvant radiotherapy guided by individual risk assessment.
Despite often favorable early outcomes, long-term vigilance
is essential due to its rarity and unpredictable behavior.
Future efforts should focus on establishing an international,
multi-institutional registry to aggregate cases and facilitate
collaborative research. Larger case series and molecular studies
are imperative to better elucidate the tumor’s biology, refine
prognostic predictors, and ultimately establish evidence-based
treatment guidelines.

Data availability statement

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

Ethics statement

Written informed consent was obtained from the individual(s)
for the publication of any potentially identifiable images or data
included in this article.

Author contributions

LR: Data curation, Software, Validation, Writing - original
draft. FA: Formal Analysis, Supervision, Validation, Writing -
review & editing. BZ: Validation, Writing - original draft,
Writing - review & editing.

References

1. Hao FY, Wang YL, Li SM, Xue LF. Sebaceous lymphadenocarcinoma of the parotid
gland: a case report. World J Clin Cases. (2020) 8:5751-7. doi: 10.12998/wjcc.v8.i22.5751

2. Croitoru CM, Mooney JE, Luna MA. Sebaceous lymphadenocarcinoma of salivary
glands. Ann Diagn Pathol. (2003) 7:236-9. doi: 10.1016/s1092-9134(03)00052-2

3. Claudius K, Ginzkey C, Gattenlohner S, Muller J, Demmer P, Brocker EB. A red
cheek as first clinical sign of a sebaceous lymphadenocarcinoma of the parotid gland

Frontiers in Oncology

10.3389/fonc.2025.1639617

Funding

The author(s) declare financial support was received for the
research and/or publication of this article. Liaocheng People's
Hospital Young Scientists Fund [No.LYQN201916] General
Program of the Scientific Research Development Fund of the
Affiliated Hospital of Shandong Second Medical University
[No0.2023FYM113] and [No.2025FYM128] Liaocheng City Key
Research and Development Program Project [No0.2023YD33].

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Generative Al statement

The author(s) declare that no Generative Al was used in the
creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this
article has been generated by Frontiers with the support of artificial
intelligence and reasonable efforts have been made to ensure
accuracy, including review by the authors wherever possible. If
you identify any issues, please contact us.

Publisher’'s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found online
at: https://www.frontiersin.org/articles/10.3389/fonc.2025.1639617/
full#supplementary-material

with lymphangiosis carcinomatosa and lymph node metastases. Am J Dermatopathol.
(2011) 33:50-3. doi: 10.1097/DAD.0b013e3181edabf5

4. Ahn SH, Park SY. Sebaceous lymphadenocarcinoma of parotid gland. Eur Arch
Otorhinolaryngol. (2006) 263:940-2. doi: 10.1007/s00405-006-0087-x

5. Gnepp DR. Sebaceous neoplasms of salivary gland origin: a review. Pathol Annu.
(1983) 18:71-102.

frontiersin.org


https://www.frontiersin.org/articles/10.3389/fonc.2025.1639617/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fonc.2025.1639617/full#supplementary-material
https://doi.org/10.12998/wjcc.v8.i22.5751
https://doi.org/10.1016/s1092-9134(03)00052-2
https://doi.org/10.1097/DAD.0b013e3181edabf5
https://doi.org/10.1007/s00405-006-0087-x
https://doi.org/10.3389/fonc.2025.1639617
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org

Ru et al.

6. Gnepp DR, Brannon R. Sebaceous neoplasms of salivary gland origin. Report of
21 cases. Cancer. (1984) 53:2155-70. doi: 10.1002/1097-0142(19840515)53:10<2155::
aid-cncr2820531026>3.0.co;2-f

7. Linhartova A. Sebaceous glands in salivary gland tissue. Arch Pathol. (1974)
98:320-4.

8. Lepine C. Salivary gland tumors: 2022 WHO Blue Book and beyond. Ann Pathol.
(2024) 44:175-82. doi: 10.1016/j.annpat.2024.02.005

9. Yang Y, Tang M, Wang Z, Fu Y, Yu X. Multiple parotid sebaceous
lymphadenoma: A case report and review of the literature. Curr Med Imaging.
(2023) 20(2024):1-5. doi: 10.2174/1573405620666230825113417

10. Al-Essa M. Sebaceous lymphadenoma of parotid gland: A case report of a unique
presentation in an immunocompromised patient. J Family Med Prim Care. (2020)
9:1202-5. doi: 10.4103/jfmpc.jfmpc_1115_19

11. Viswanathan K, Maleki Z, Pantanowitz L, Cantley R, Faquin WC.
Cytomorphology and diagnostic pitfalls of sebaceous and nonsebaceous salivary
gland lymphadenoma: A multi-institutional study. Diagn Cytopathol. (2021) 49:83-
95. doi: 10.1002/dc.24602

12. Kurokawa H, Murata T, Fukuyama H, Kajiyama M. Sebaceous lymphadenoma
in the midline of the maxilla: report of case. ] Oral Maxillofac Surg. (1999) 57:1461-3.
doi: 10.1016/s0278-2391(99)90734-6

13. Maruyama S, Cheng J, Inoue T, Takagi R, Saku T. Sebaceous lymphadenoma of
the lip: report of a case of minor salivary gland origin. J Oral Pathol Med. (2002)
31:242-3. doi: 10.1034/j.1600-0714.2002.310409.x

14. Kanitkar G, Chandra P, Puntambekar A. Sebaceous lymphadenoma of parotid: case
report of a rare entity. Indian J Surg Oncol. (2021) 12:351-4. doi: 10.1007/s13193-021-01363-z

15. Dababneh MN, Griffith CC, Patel MR, Magliocca KR. Sebaceous
lymphadenoma: radiology-pathology correlation. Head Neck Pathol. (2021) 15:593—
8. doi: 10.1007/s12105-020-01266-5

Frontiers in Oncology

07

10.3389/fonc.2025.1639617

16. Oussalem A, El Hassene ZAB, Dani B, Boulaadas M. Sebaceous lymphadenoma
of the parotid: a rare case report of an entity mimicking other salivary tumors. J Surg
Case Rep. (2025) 2025:rjaf382. doi: 10.1093/jscr/rjaf382

17. Ronen N, Massey B, Javakhishvili N, Giorgadze T. A rare case of sebaceous
lymphadenoma: Cytohistological correlation of preoperative cytomorphologic
findings. Ann Diagn Pathol. (2022) 61:152058. doi: 10.1016/j.anndiagpath.2022.152058

18. Wong J, Gologan O, Ahmad K, Seethala RR, Berdugo J. Epstein-barr virus-
associated lymphoepithelial carcinoma arising in a salivary sebaceous lymphadenoma.
Head Neck Pathol. (2023) 17:871-6. doi: 10.1007/s12105-023-01546-w

19. Aoki R, Tanaka T. Pathogenesis of warthin’s tumor: neoplastic or non-
neoplastic? Cancers (Basel). (2024) 16:912. doi: 10.3390/cancers16050912

20. Wang JQ, Li G, Wang SH, Yang B, Liu Y, Wan Y, et al. Fine-needle aspiration
cytology diagnosis of pleomorphic adenoma with spontaneous infarction in the salivary
gland: A multicenter retrospective study. Cytopathology. (2025) 36:484-90.
doi: 10.1111/cyt.13500

21. de Oliveira Vasconcelos RA, Araujo IS, Ferreira LM, Paiva JPG, de Andrade
MMP, Fernandes I, et al. Clinicopathological analysis of salivary glands warthin-like
mucoepidermoid carcinoma: A systematic review. Head Neck Pathol. (2025) 19:55.
doi: 10.1007/s12105-025-01778-y

22. Geng J, Zhang K, Dong L, Hui S, Zhang Q, Li Z, et al. AI assistance enhances
histopathologic distinction between sebaceous and squamous cell carcinoma of the
eyelid. NPJ Digit Med. (2025) 8:406. doi: 10.1038/s41746-025-01775-z

23. Sura GH. Targetable molecular profiles in salivary duct carcinoma: A review and
case study of molecular diagnostic and therapeutic implications. Diagn Cytopathol.
(2025). doi: 10.1002/dc.25501

24. Rawson AJ. Tumors of the salivary glands; a clinicopathological study of 160
cases. Cancer. (1950) 3:445-58. doi: 10.1002/1097-0142(1950)3:3<445::aid-
¢ncr2820030305>3.0.c0;2-u

frontiersin.org


https://doi.org/10.1002/1097-0142(19840515)53:10%3C2155::aid-cncr2820531026%3E3.0.co;2-f
https://doi.org/10.1002/1097-0142(19840515)53:10%3C2155::aid-cncr2820531026%3E3.0.co;2-f
https://doi.org/10.1016/j.annpat.2024.02.005
https://doi.org/10.2174/1573405620666230825113417
https://doi.org/10.4103/jfmpc.jfmpc_1115_19
https://doi.org/10.1002/dc.24602
https://doi.org/10.1016/s0278-2391(99)90734-6
https://doi.org/10.1034/j.1600-0714.2002.310409.x
https://doi.org/10.1007/s13193-021-01363-z
https://doi.org/10.1007/s12105-020-01266-5
https://doi.org/10.1093/jscr/rjaf382
https://doi.org/10.1016/j.anndiagpath.2022.152058
https://doi.org/10.1007/s12105-023-01546-w
https://doi.org/10.3390/cancers16050912
https://doi.org/10.1111/cyt.13500
https://doi.org/10.1007/s12105-025-01778-y
https://doi.org/10.1038/s41746-025-01775-z
https://doi.org/10.1002/dc.25501
https://doi.org/10.1002/1097-0142(1950)3:3%3C445::aid-cncr2820030305>3.0.co;2-u
https://doi.org/10.1002/1097-0142(1950)3:3%3C445::aid-cncr2820030305>3.0.co;2-u
https://doi.org/10.3389/fonc.2025.1639617
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org

	Case Report: Sebaceous lymphadenocarcinoma arising in parotid gland: eighth documented case with lymph node metastasis
	Introduction
	Case report
	Physical examination
	Imaging examinations
	Color doppler ultrasound
	Enhanced computed tomography

	Preliminary diagnosis
	Treatment
	Histopathological assessment
	Immunohistochemistry
	Final diagnosis
	Follow-up

	Discussion
	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Generative AI statement
	Publisher’s note
	Supplementary material
	References


