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Abstract

In india head and neck cancers account for around 30% of
cancers including salivary gland tumors. Mucoepidermoid
carcinoma (MEC) accounts for less than 10% of all the
salivary gland tumors making it a rare lesion. Besides the
major salivary glands, they also affect the minor salivary
glands including the hard palate due to the presence of

numerous salivary gland acini. They are usually

asymptomatic. We report a long-standing case of low
grade MEC of the posterior hard palate. The lesion was
treated by wide surgical excision with a regular follow-up
and no recurrence was noted.
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Introduction

Mucoepidermoid carcinoma (MEC) is a malignant
salivary gland tumor occurring most commonly in
younger age group. It is one of the most common salivary
gland malignancies." because of its highly variable
biologic  potential, it called

was  originally

mucoepidermoid  tumor and later termed as
mucoepidermoid carcinoma by who in 1990.> MEC has a
wide variability, the low-grade type clinically present as a
benign tumor whereas the high-grade type is a highly
aggressive tumor.

MEC is believed to arise from the reserve cells of
excretory ducts, and the tumor consists of three cell types:
epidermoid cells, mucous cells and poorly differentiated
intermediate cells.® massao and berger first reported MEC
in 1942.% it was described as a separate pathological entity
by stewart et al. In 1945.* it accounts for <10% of all
tumors of salivary glands, whereas it constitutes
approximately 30% of all malignant tumors of the salivary
glands.’

Case report

A 75-year-old male reported with a chief complaint of a
painless swelling on the posterior palate for 3 years. The
swelling was small in size initially which gradually
increased to the present size. The patient had no
significant family and medical history. There was no
extraoral changes seen and the lymph nodes were non
palpable.

On intraoral examination, a dome shaped swelling was
noted in the right posterior area of the hard palate of
approximately 1x 2x 0.5 ¢cm in size. The swelling was of
normal mucosal color which did not cross the midline.
On palpation, the lesion was nontender and firm in
consistency with regular smooth borders and no discharge
on compression. The lesion was surgically excised and

sent for histopathological examination. A provisional
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diagnosis of benign tumor of minor salivary gland was

given.

Figure 1: clinical picture of the patient revealing a dome
shaped swelling in the right side of palate.

On gross examination, one soft tissue specimen was
received measuring 2.0x 1.3x 0.8 cm in size, creamish
brown in color, irregular in shape and surface and was
firm to hard in consistency. The soft tissue was cut into 3

bits and the middle bit was kept for routine processing.

Figure 2a & 2b: gross picture of the specimen received.
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The histopathological examination reveals moderately
dense connective tissue stroma with islands of deeply
basophilic polygonal epidermoid cells showing features of
cellular atypia demonstrating cellular and nuclear
pleomorphism with mitotic figures. Numerous mucus cells
and clear cell along with keratin pearls were also noted.
Also engorged blood vessels are seen. Deeper sections
The above

show normal salivary gland acini.

histopathological features were suggestive of low-grade

variant of mucoepidermoid carcinoma.

u."F nI, E‘I-

Figure 3: Photomicrograph showing mucous, and clear
cells. Few areas depicting keratinization. (h and e, x4)

Figure 4: Photomicrograph showing intermediate and
clear cells. (h and e, x10)

Figure 5: Photomicrograph showing submucousa with

numerous mucous salivary gland acini (h and e, x4)
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Figure 6: Photomicrograph showing pas positive mucus

cells. (pas, x4)

Discussion

MEC is a malignant epithelial tumor. MEC is composed
of both mucus-secreting cells and epidermoid-type cells in
varying  proportions.®  mucoepidermoid  carcinoma
represents 29-34% of malignant tumors originating in
both major and minor salivary glands accounting for 5%
of all salivary gland tumors.® parotid gland has the
maximum site predilection for MEC. If seen in the oral
cavity, it is found mainly in the palate as seen in our case.
Buccal mucosa, upper and lower lips, and the retromolar
region are few other sites which have a site
correspondence for MEC.’

It is seen in a wider ager group ranging from the third to
in females as

sixth decade of life. It occurs more

compared to males. MEC is usually asymptomatic
presenting mainly as a painless swelling. Pain or facial
nerve palsy may develop, usually in association with high-
grade tumors.® MEC of the hard palate presents as a slow-
growing, persistent, painless swelling which is soft in
consistency. However, pain and pus discharge may be
seen in lesion with secondary infection.® late diagnosis
causes extensive spread, with possibility of perforation of
the hard palate and invasion into maxillary antrum or
nasal cavity.’

Histopathologically, the MEC is composed of mucous
cells, epidermoid cells and intermediate cells. The mucous
cells contain abundant, pale, foamy cytoplasm that stains

positively for mucin stains. The epidermoid cells are

Q0
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polygonal in shape with intercellular bridges resembling a
squamous cell. A population of basaloid cells referred to
as the intermediate cells are seen which are larger than
basal cells and smaller than the squamous cells.® these
intermediate cells are supposed to be the progenitor of
epidermoid and mucus cells.® sometimes clear cells can be
seen in clusters which are free of glycogen or mucin.

Traditionally, mucoepidermoid carcinomas have been
categorized into one of three histopathologic grades based
on the following: amount of cyst formation, degree of
cytologic atypia and relative numbers of mucous,
epidermoid, and intermediate cells.! brandwein et al gave a
grading system and categorized into low, intermediate and

high-grade malignancies.

Neore

AFIP Brandwein
Histological feaiure (Goode er al, 1998) er af { 20010 )
Cystic component < 25% 2 2
MNeural invasion 3 3
Mecrosis 3 3
Mitoses = 4/10 hpf 3 3
Anaplasia (nuclear atypia) 4 2
Invasion in small nests and islands NI 2
Lymphatic or vascular invasion NI 3
Bone invasion NI 3
Grade 1 (low grade) 0-4 0
Grade I (intermediate grade) 5-6 2-3
Grade 11 (high grade) 714 4 or more
NI - features not included in the AFIP scheme.

Table 1: Difference in grading between AFIP and
brandwein grading systems.°

Spiro et al. Also classified MEC as low, intermediate, or
high grade, with 5-year survival rates of 92%, 83%, and
24%, respectively.11

When seen intraorally involving the palate, MEC can be
misdiagnosed due to its clinical as well histopathological
presentation. The differential diagnosis includes ductal
papilloma, neurilemmoma, lipoma, polymorphous low-
grade adenocarcinoma, adenoid cystic carcinoma, clear
cell tumors, cystadenoma and intraosseous tumors and
necrotizing sialometaplasia. The treatment of MEC varies

according to the histopathologic grading, location and the
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clinical stage of the tumor. Low to intermediate-grade
MECs originating from intraoral minor salivary glands
can be managed by wide local surgical excision that
ensures tumor-free surgical margins.'? high-grade tumors
require wide resection with the involvement of adjacent
structures.™ sometimes adjunctive radiation therapy is also
used. Radical surgical resection offers a better chance for
cure than do more conservative procedures, such as
enucleation or curettage. * radiotherapy should be used
only in selected cases because of long-term adverse
effects.

Variants of mucoepidermoid carcinoma

Sclerosing mucoepidermoid carcinoma: SMEC was
first reported in 1987 by chan and saw, who described a
case of parotid involvement.* it can be differentiated from
the usual MEC as there is extensive sclerosis present.
Severe sclerosis associated with these tumors may even
confuse experienced pathologists."® tumor infarction and
mucin  extravasation can be considered possible
pathogenetic MEChanism for sclerosing MECs.'® the
mucin acts as a foreign material, resulting in fibrosis that
forms as an attempt to wall-off the mucin.*’

Intraosseous mucoepidermoid carcinoma : MEC is a
malignancy which usually involves the salivary glands
both major and minor. It sometimes may involve the
bones. Involvement of the gnathic bones is extremely rare,
with a higher incidence in the posterior mandible.® they
have similar histopathologic features as that of the
conventional MEC. The diagnosis of intraosseous MEC is
confirmed based on positive staining for mucicarmine,
alcian blue-pas and cytokeratins. Also, the presence of any
metastatic tumors should be ruled out.

Conclusion

Dentists are health care specialists and no doctor apart
from dentists could help better in diagnosing a palatal

lesion. Even though low grade MECs are rare with very
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low recurrence rate and good survival rate, these lesions
need timely and precise diagnosis. Close clinical follow
up should be made mandatory in such patients. Familiarity
with clinical presentation and specific diagnostic features
will lead to early detection, thereby reducing morbidity
and improving the prognosis.
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