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CASE  REPORTSCASE  REPORTS

Low Grade Mucoepidermoid Carcinoma Localized in the Posterior 
Hard Palate: Case Report  
İlknur ENİNANÇ1    , Aslıhan ŞAHAN KESKİN1     

AbstractAbstract

AimAim Mucoepidermoid carcinoma (MEC) is the most commonly diagnosed malignant tumor of the salivary glands. While it predomi-
nantly occurs in the parotid gland, it may also affect the submandibular, submental, and minor salivary glands. This case report aims to 
contribute to the literature by presenting a low-grade MEC, clinically resembling benign lesions, detected asymptomatically in the hard 
palate.
Case ReportCase Report A 30-year-old female patient with no systemic health issues visited the Department of Dentomaxillofacial Radiology at Sivas 
Cumhuriyet University Faculty of Dentistry for a routine examination. An asymptomatic, well-defined swelling with a slightly erythema-
tous mucosal covering was detected at the junction of the hard and soft palate. The patient was not aware of the lesion. Histopathological 
analysis of the tissue sample, obtained through an incisional biopsy, confirmed features indicative of low-grade MEC.
Discussion Discussion Low-grade MEC can mimic benign salivary gland tumors, particularly pleomorphic adenoma, when presenting as an asymp-
tomatic palatal lesion. This highlights the necessity of biopsy for accurate diagnosis. Early detection enables conservative treatment and 
improves prognosis. While surgical excision with clear margins is the preferred approach, long-term follow-up is essential due to the risk 
of recurrence. 
ConclusionConclusion Asymptomatic low-grade mucoepidermoid carcinoma can be confused with pleomorphic adenoma when it occurs in the 
palatal region and must be considered in the differential diagnosis. Early-stage diagnosis of MEC is associated with a better prognosis and 
allows for more conservative treatment approaches.
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IntroductionIntroduction

	 Mucoepidermoid carcinoma (MEC) constitutes approxi-
mately 10% of all salivary gland tumors and represents 35% of ma-
lignant cases within this group (1). It primarily occurs in the parotid 
salivary gland, with the minor salivary glands, submandibular, and 
sublingual glands being less frequently affected (1). The incidence 
is relatively higher in women, with the most frequently affected 
age group being the third to fifth decades of life (2). Histologically, 
it consists of a mixture of epidermoid, mucoid or squamous cells 
(3). Among salivary gland tumours, MEC is the most important 
tumour group in which prognosis varies according to the grading 
system (4). Numerous studies have highlighted the importance of 
grading systems in MEC (4-7). Three histological grades have been 
defined as low, intermediate and high (8, 9).
	 The treatment protocol for MEC varies based on its grade. 
While only surgical excision is performed in low grade MEC, ra-
diotherapy and neck dissection can also be performed in high 
grade MEC (7). Low-grade MECs generally do not exhibit bone 

infiltration or mucosal ulceration (10). Because of its benign ap-
pearance, MEC may be confused with dental lesions, submucosal 
lesions, mucoceles, lymphomas, and lipomas (11, 12).
	 This case report aims to provide insights into the clinical 
and radiological characteristics of a low-grade MEC that resem-
bles benign lesions, contributing to the existing literature.

Case ReportCase Report

	 A 30-year-old woman was admitted to the Department 
of Dentomaxillofacial Radiology Radiology, Faculty of Dentistry, 
Sivas Cumhuriyet University, for routine dental examination and 
it was determined that she was systemically healthy. During in-
traoral examination, a swelling covered with mild erythematous 
mucosa was detected in the posterior region of the maxilla at the 
junction of the hard palate and soft palate (Figure 1).  The patient 
was unaware of the swelling in the region, and palpation of the 
lesion did not elicit any pain. Periapical lesions were identified 
in the posterior maxillary teeth near the affected region on the 
patient's panoramic radiograph. However, periapical infection 
was ruled out due to the small size of these lesions, their distance 
from the region, the asymptomatic nature of the teeth on intra-
oral examination, and the firm consistency of the swelling mass 
rather than being fluctuant (Figure 2). It was established that the 
patient had not recently undergone anaesthesia in the palatinal 
region and there was no history of irritation causing trauma in 
the region. The patient was sent to the Department of Dentomax-
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illofacial Surgery for further evaluation and tissue sampling with a 
prediagnosis of pleomorphic adenoma and low grade adenocarci-
noma. In the aspiration biopsy performed for the preliminary diag-
nosis, no material was aspirated. Due to concerns of bleeding and 
malignancy in the region, the patient was referred to the Depart-
ment of Otorhinolaryngology. In this department, the requested 
computed tomography (CT) examination revealed no pathology in 
the palatal bone (Figure 3), and an incisional biopsy was performed 
in the relevant region. Histopathological examination resulted in a 
diagnosis of MEC arising from the minor salivary glands for the 
lesion. One week later, the remaining mass was removed by exci-
sional biopsy, and the area was left for secondary healing (Figure 
4-5). In postoperative controls, it was observed that the palatinal 
region was covered with healthy mucosa and healing was complete 
(Figure 6). Contrast-enhanced computed tomography (CECT) and 
magnetic resonance (MR) imaging performed nine months after 
the operation revealed no pathology in the adjacent structures and 
lymph nodes (Figure 7). In the third-year follow-up cone beam 
computed tomography (CBCT) examination, no pathological 
findings were detected in the relevant region, and the surrounding 
bone structures were evaluated as healthy (Figure 8). Radiotherapy 
and chemotherapy were not recommended by the oncologists in 
the postoperative period. The patient has been under follow-up for 
approximately three years without any signs of recurrence.

Figure 1:Figure 1: During intraoral examination, a smooth-surfaced swelling covered with 
slightly erythematous mucosa was observed in the posterior maxillary region.

Figure 2:Figure 2: Periapical lesions observed on the right and left maxillary molars in the 
panoramic radiograph of the patient

Figure 3:Figure 3: The patient’s pre-biyopsy (a). non-contrast, (b). contrast-enhanced CT im-
ages. An increased density of contrast material was observed in the lesion.
	

Figure 4:Figure 4: Histopathological images of material obtained from the palatal region. 
a-b. In the mucinous epithelial tumor cells forming low-grade mucoepidermoid 
carcinoma, eosinophilic or clear, broad cytoplasm, small nuclei with a uniform ap-
pearance, and intracellular and extracellular mucin production are observed. The 
structural morphological features of the salivary gland are lost. No squamous cell 
content is observed. (H&E X 50, H&E X 100). c. Immunohistochemical expression 
of cytokeratin 7 in the epithelial cells forming the tumor in low-grade mucoepider-
moid carcinoma. (IHC X 50) d. Demonstration of extracellular mucin secretion 
with PAS stain marked by a blue arrow in mucoepidermoid carcinoma (PAS X50).
	

Figure 5:Figure 5: Three days after the surgery.

Figure 6:Figure 6: The appearance of the healed palatal region a. three months, b. three years 
after the excision of the mass.
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Figure 7:Figure 7: a. Axial, b. Coronal, and c. Sagittal contrast-enhanced MR images ob-
tained in the 9th month after the surgery indicate no pathology.

Figure 8:Figure 8:  a. Axial, b. Coronal, and c. Sagittal CBCT images obtained during the 
patient's third-year follow-up.

DiscussionDiscussion

	 Minor salivary gland tumours are uncommon, with stud-
ies indicating that 44% of these tumours are malignant (13, 14). 
The most prevalent malignant tumour among salivary glands is 
MEC (13, 15). Although the parotid gland is frequently affected 
(16), in this case, MEC originated from the minor salivary glands 
in the palatine region.
	 Soft tissue swellings localised in the palatal region may 
have many different causes. In routine dental examinations, these 
swellings can often be considered as simple infections or lesions re-
sulting from dental interventions. However, such lesions may also 
be an asymptomatic and unrecognised neoplasm. When evaluat-
ing suspicious lesions, ensuring that a potential neoplasm is not 
overlooked is crucial for accurate diagnosis and effective treatment 
planning. Clinical differentiation of palatinal swellings from neo-
plasms may not always be possible (17). Pleomorphic adenoma is 
the most frequently occurring salivary gland tumor among asymp-
tomatic lesions found in the hard palate. Therefore, this tumor may 
be considered in the preliminary diagnosis of such swellings (16). 
In these cases, histopathological evaluation is of critical importance 
(16, 17). Generally, these tumours present as slow-growing, as-
ymptomatic, bluish purple swellings (18). In high-grade tumours, 
it may appear as painful or painless, rapidly growing lesions that 
may cause metastasis to neighbouring tissues, lymph nodes, lung 
and bone (17, 19). Malignant lesions infiltrating the surrounding 
tissues may cause tooth displacement, mobility and resorption (17, 
20). In this case, radiological and clinical examination revealed no 
mobility or resorption in the teeth near the region. Considering 
the painless and slow development of the lesion, pleomorphic ad-
enoma, which is a benign tumour, was the first thought in the dif-
ferential diagnosis for this case. In similar cases with asymptomatic 
course, the risk of malignancy should always be considered.
	 MEC is more frequently seen in female patients, especial-

ly between the third and fifth decades of life (2, 17). In this case, the 
patient’s sex and age aligned with the findings in the literature.
	 Tumours arising in the minor salivary glands are localised 
in the buccal mucosa, lips, palate, floor of the mouth and tongue 
(16). The malignancy potential of tumours developing in the minor 
salivary glands varies depending on their location. For example, 
the incidence of malignant tumours in the palate varies between 
40-60%, while this rate increases up to 90% as it progresses towards 
the floor of the mouth and tongue (21). The size and location of the 
tumour play a decisive role on signs and symptoms. Symptoms can 
differ based on the tumour’s location. While it typically appears 
as a painless submucosal swelling, occasional small ulcerated areas 
may also be observed (21, 22). Tumours arising in the oropharyn-
geal region usually cause a painless mass, but when the tumour 
spreads to the nasopharynx or nasal cavity, it may cause symptoms 
such as facial pain, nasal obstruction or bleeding (21, 22). The lo-
cation of the tumour, age of the patient, carcinoma type and stage 
at the time of diagnosis are critical parameters in determining the 
prognosis (21, 22).
	 Treatment options vary depending on the grade of MEC. 
In low-grade MECs, only surgical excision is sufficient, whereas 
in high-grade tumours, radiotherapy and chemotherapy are ap-
plied in addition to excision (7, 23). 5-year survival rate is 0-43% 
in high-grade MECs and 92-100% in low-grade tumours (7). The 
recurrence rate is less than 10% in low and intermediate grade tu-
mours (24). The literature presents various treatment approaches 
for MEC. Considering that approximately 75% of MEC tumors are 
low-grade and rarely metastasize, local excision is often preferred 
for well-demarcated lesions (14, 25). For larger lesions infiltrated 
into bone, partial maxillectomy or palatal fenestration may be rec-
ommended (14). Eversole et al. managed low and moderate-grade 
minor salivary gland tumours through local and wide excision. 
In cases with bone erosion, resection was performed, achieving a 
100% success rate (26). In addition, Melrose et al. suggested that 
more conservative treatments can be applied when there is no bone 
invasion and neighbouring bone and anatomical structures can be 
preserved (27). While some researchers endorse this conservative 
approach, others recommend more aggressive treatment strategies. 
Olsen et al. analyzed 54 patients with intraoral MEC over a 25-year 
period and proposed that all lesions, irrespective of grade, should 
be treated with partial maxillectomy (28). 
	 In this case, postoperative contrast-enhanced computed 
tomography (CT) and positron emission tomography (PET) im-
aging of the lesion, which was completely excised without bone 
invasion, showed no metastasis in the neighbouring structures and 
lymph nodes. Therefore, radiotherapy and chemotherapy were not 
recommended by oncologists. In addition, no recurrence was ob-
served in the patient who was followed up for about 2 years. In the 
present case, the patient had a low grade tumour and the surgical 
margins were clean, which led to a successful outcome. However, 
long-term follow-up remains important in such cases. In the litera-
ture, it is reported that recurrence in MEC is more common in the 
first 3-5 years after treatment (21). Therefore, maintaining regular 
radiological and clinical follow-up is critical for the long-term sur-
vival of patients.
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ConclusionConclusion

	 In the palatal region, swellings can arise from various 
causes, including simple infections, dental interventions, and neo-
plasms. The rarity of minor salivary gland tumours poses signifi-
cant challenges during the diagnostic and therapeutic process. As 
seen in this case, malignant mucoepidermoid carcinomas can clin-
ically mimic benign lesions, potentially leading to delays in diagno-
sis. Histopathological examination stands out as the gold standard 
for definitive diagnosis, crucially informing treatment planning 
and prognosis. In this case, the low-grade tumour was successfully 
treated, with no recurrence observed during the follow-up period. 
However, long-term follow-up in such tumours remains important 
against the potential risk of recurrence.		
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