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Introduction

Salivary glands resting in human posterior pituitary have
been observed at autopsy when serial sections were
employed.1 The tubular glands in the posterior pituitary
often communicate with Rathke’s cleft or its cystic sub-
divisions.2 However, these tissues are considered clini-
cally silent. Rarely, large lesions can cause hormonal
abnormality, and only 2 cases have been reported in
the world literature.3,4

Case Report

A 28-year-old woman presented with persistent galac-
torrhea and menstrual irregularities after her second
delivery. Endocrine evaluation revealed mild hyper-
prolactinemia. The prolactin level was 93 ng/mL. She
was prescribed bromocriptine for 2 years. The galact-
orrhea and menstrual irregularities responded well to
bromocriptine treatment. The repeated prolactin level
was 12.8ng/mL, and the other pituitary hormone levels
were within normal range.

Magnetic resonance imaging (MRI) demonstrated
a 6×5-mm nodule near the posterior pituitary gland.
This nodule showed isointensity on T1-weighted images

(T1WI) and T2-weighted images (T2WI), and less con-
trast enhancement on post-contrast conventional T1WI
(Figure 1). Post-contrast dynamic T1WI also revealed
less enhancement of the pituitary lesion. Preoperative
imaging diagnosis of pituitary adenoma with cystic
change or Rathke’s cleft cyst was impressed. There was
no change in the size of the nodule when compared with
MRI studies outside hospital 2 years before. Because of
the unacceptable adverse symptoms of headache and
sleep disturbances, as well as the unchanged lesion size
despite bromocriptine treatment, an operation was
decided upon. The operation was performed smoothly via
transsphenoidal approach, revealing a lesion with grayish
gelatinous content within the posterior pituitary gland.

Microscopic examination showed the tissue con-
sisted of mixed nests of acidophilic, basophilic and
chromophobic cells in a delicate fibrovascular network;
there was colloid-like material and salivary gland rest
with mild chronic inflammation (Figure 2). There was
no evidence of neoplasm. These findings pointed to the
diagnosis of ectopic salivary gland tissue. Postoperative
course was smooth, except that transient diabetes
insipidus occurred. The prolactin level and other pitu-
itary hormone levels were all within normal ranges.
The patient remained well in the year following the
operation.
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Discussion

In the course of normal human embryogenesis, the
pituitary gland is classically thought to come from 2
anlagen.5 The first one arises as an up-growth from
the lining of the roof of the oral cavity, rostrally
located to the oropharyngeal membrane. The second
one develops as a down-growth from the floor of the
diencephalon. The up-growth arising from the roof
of the mouth gives off a funnel-shaped extension called
the adenohypophyseal pouch, or Rathke’s pouch. The
tubular gland in the posterior pituitary often commu-
nicates with Rathke’s cleft, and is considered to be the
origin of the salivary gland.1 Kusakabe et al 6 reported
that during the organogenesis of the mouse’s anterior
pituitary, there exists a developmental stage (Day
8.5–11 in utero) when prospective pituitary epithelium
can respond to the heterotopic submandibular gland
mesenchyma, leading to subsequent development of
a submandibular gland-like tissue. This experiment

supported that the origin of salivary cells in the pituitary
was from the epithelium of Rathke’s pouch.

Salivary gland ectopia has been found widely in the
head and neck regions, including external ear canal,
mastoid process, tonsils, tongue, body of mandible
and thyroglossal duct.7,8 It is normally thought to
result from the misplacement of salivary gland rests
along the embryonic pathway of migration of the
major salivary gland analog, during development, or,
more rarely, by differentiation from vesicular remnants
of primitive embryologic structures.8 Ectopic salivary
tissue located in regions as far away as the submucosa
of the rectum have also been reported.9

Intracranial ectopic salivary glands are very rare.
There are 2 cases reported in the cerebellopontine angle
region.8,10 Cases of salivary gland rests in the poste-
rior pituitary were reported in as many as 78 out of
2,300 consecutive autopsies.1 However, only 2 symp-
tomatic cases were reported in the literature.3,4 Kato
et al3 reported an ectopic salivary gland within the
pituitary gland of an 11-year-old boy who presented
at age 9 with growth hormone deficiency. Tatter et al4

reported a symptomatic salivary-rest-cyst of the sella
turcica of a 22-year-old woman who presented with
progressive menstrual irregularities and mild hyper-
prolactinemia. MRI found the lesion in the posterior
aspect of the pituitary gland, and the lesion was isoin-
tense on T1WI, hypointense on T2WI, and showed no
enhancement after intravenous gadolinium administra-
tion. A similar picture was also observed in our case.
Post-contrast dynamic and conventional T1WI in our
case revealed less enhancement of the lesion.11 The
imaging differential diagnosis of the intrasellar salivary
gland cyst might include cystic pituitary adenoma,
Rathke’s cleft cyst, craniopharyngioma, arachnoid cyst,
and pituitary abscess.11–14

Other than non-neoplasm mass, very few salivary
gland-like tumors within the sellar regions have been
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Figure 2. Lobules of salivary glands composed of serous type
acini with eosinophilic granular cytoplasm (hematoxylin & eosin
stain, 40˜).

Figure 1. A small nodular lesion was noted near the posterior pituitary region. The nodule shows relative isointensity on (A) T1-weighted
image and (B) T2-weighted image, and (C) less enhancement on post-contrast T1-weighted image.
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reported. Hampton et al15 described 5 salivary gland-
like tumors of the sellar region. These tumors included
cellular pleomorphic adenoma, monomorphic adenoma
(2 cases), oncocytoma and low-grade adenocarcinoma
of the salivary gland. They exhibited morphologic
characteristic of various salivary neoplasms. Chimelli
et al2 reported a pleomorphic adenoma of the sellar
region. The appearance indicated that it was a salivary
gland pleomorphic adenoma arising within the wall of
a Rathke’s cleft.

Moderate hyperprolactinoma in the range of
25–150 ng/mL is a common feature in patients with
nonprolactin-secreting pituitary adenomas or other
intrasellar neoplasms, such as craniopharyngiomas, non-
functioning macroadenomas, hypothalamic tumors and
lymphocytic hypophysitis.16,17 Elevated prolactin is
probably caused by compression of the pituitary stalk
and interruption of the dopaminergic inhibition of lac-
totrophs.17,18 The above viewpoint may explain the
elevated prolactin level (93 ng/mL) and clinical pre-
sentations in our case.

In conclusion, intrasellar salivary gland rest, although
rarely symptomatic, should be taken into consideration
in the differential diagnosis when a lesion shows pos-
terior pituitary location and less enhancement after
intravenous contrast media administration. From the
good result of this case, transsphenoidal surgery could
be a proper treatment for those who are intolerant of
bromocriptine treatment.
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