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Mucoepidermoid carcinoma (MEC) is the most common malignant neoplasm of the major
salivary glands, accounting for 15.5% of all cases, benign and malignant. The aim of this
article is to report a case of MEC in a 21-years-old male patient who presented with a
painless firm fluctuant swelling in right preauricular area. The lesion was thoroughly
examined preoperatively, and investigations were carried out. Fine-needle aspiration
cytology was done for the lesion and report suggested tumor of the parotid gland. MRI scan
was done for confirmation. Superficial parotidectomy procedure was done, taking care not
to injure the divisions of the facial nerve with submental flap reconstruction. Post recovery
was uneventful with no defect of facial nerve functions. The histologic picture confirmed
that the tumor was MEC of parotid gland. Through the literature reviews of MEC the
discussions on prevalence, origin, diagnosis, histological finding, investigation and the
modes of treatment are made.
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INTRODUCTION

Salivary gland cancer starts in one of the salivary glands. It’s
not just one disease. There are actually several different
salivary glands found inside and near your mouth. Many types
of cancer and benign (non-cancerous) tumors can develop in
these glands.The 2 main types of salivary glands are the major
salivary glands and minor salivary glands. There are 3 sets of
major salivary glands on each side of the face: The parotid
glands, the largest salivary glands, are just in front of the ears.
(Fig.1) About 7 out of 10 salivary gland tumors start here.
Most of these tumors are benign (not cancer), but the parotid
glands still are where most malignant (cancerous) salivary
gland tumors start. The submandibular glands are smaller and
are below the jaw. They secrete saliva under the tongue. About
1 to 2 out of 10 tumors start in these glands, and about half of
these tumors are cancer. The sublingual glands, which are the
smallest, are under the floor of the mouth and below either side
of the tongue. Tumors starting in these glands are rare.There
are also several hundred minor salivary glands that are too
small to see without a microscope.
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These glands are under the lining of the lips and tongue; in the
roof of the mouth; and inside the cheeks, nose, sinuses, and
larynx (voice box). Tumors in these glands are uncommon, but
they are more often cancerous than benign. Cancers of the
minor salivary glands most often start in the roof of the mouth.
Mucoepidermoid carcinomas are the most common type of
salivary gland cancer. Most start in the parotid glands. They
develop less often in the submandibular glands or in minor
salivary glands inside the mouth. These cancers are usually
low grade, but they can also be intermediate or high grade.
Mucoepidermoid carcinoma is the most common type of minor
salivary gland malignancy in adults. Mucoepidermoid
carcinoma can also be found in other organs, such as bronchi,
lacrimal sac [1] and thyroid gland. Mucicarmine staining is
one stain used by pathologist for detection.[2] Occurs in
adults, with peak incidence from 20-40 years of age. A causal
link with cytomegalovirus (CMV) has been strongly
implicated in a 2011 research.[3] Presents as painless, slow-
growing mass that is firm or hard. Most appear clinically as
mixed tumors.This tumor is not encapsulated and is
characterized by squamous cells, mucus-secreting cells, and
intermediate cells.[4] Mucoepidermoid carcinomas of the
salivary and bronchial glands are characterized by a recurrent
t(11;19)(q21;p13) chromosomal translocation resulting in a
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MECT1-MAML2 fusion gene.[5] The CREB-binding domain
of the CREB coactivator MECT1 (also known as CRTCl,
TORC1 or WAMTP1) is fused to the transactivation domain
of the Notch coactivator MAML2.[6] A possible association
with papillomavirus has been reported.[7] Generally, there is a
good prognosis for low-grade tumors, and a poor prognosis for
high-grade tumors, however recent research have found
reoccurring low grade tumors also have a poor prognosis.[8]
Surgery is the recommended treatment for localized resectable
disease.[9] When the tumour is incompletely resected (positive
margins) post-operative radiotherapy gives local control
comparable to a complete resection (clear margins).[10]
Sometimes when surgery is not possible due to extent of
disease or if a patient is too frail for surgery, or declines
surgery, palliative radiotherapy may be helpful. There has been
a report of a case where low dose radiotherapy achieve disease
response and control for more than 4 years.[11] In patients
with metastatic disease, chemotherapy response tends to be
low (27% partial response rate) and short lived.[12]

Submandibular

Parctid
gland gland gland

Sutblingual

Figure 1 Descriptions of major salivary glands.

Case Report

A 21-year young patient presented with a painless swelling on
the right preauricular region since 1 year. The lesion was
properly examined clinically and required investigation were
performed on physical examination a firm 4X4 c¢cm mass was
palpated on the right preauricular region with no
lymphadenopathy with intact facial nerve functioning.
Hematological investigation was in normal limits. Patient was
a known case of cleft palate. Magnetic resonance imaging neck
for parotid gland was done using STIR, T, coronal, T, sagittal
T,-T, and fat suppressed axial sequence with post contrast T,
sequences. Right parotid gland appears bulky with evidence of
heterogenous signal involving superficial parotid gland.
Irregular enhancing compound is seen in anterior and superior
part of lesion, measures 2.2 antero-posterior X 1.6 medio-
lateral X 2.2 craniolateral cm with evidence of large cystic
component, entire lesion measures 3.5 anteroposterior X
2.3mediolateral X 4.1 craniocaudal cm (Fig2). Cystic
component shows mild peripheral enhancement and appear
reaching up to sub cutaneous skin surface. Minimal enhancing
soft tissue in right mastoid air cells likely mild inflammation.
Entire lesion appears posterior to retromandibular vein. Post
contrast study shows no significant abnormal enhancement
involving facial nerve in canalicular, tympanic or stylomastoid
component, mildly enlarged enhancing lymph nodes in
bilateral canal Ib, II, III, IV region, largest in the level II

measures 1.2 anterioposteriorly X 1.4 mediolaterally cm
without necrosis. Left parotid, both submandibular gland,
tongue proper, posterior 1/3™ of tongue, epiglottis, base of
skull and recovered no abnormal enhancing lesion. Fine needle
aspiration cytology reported right parotid mass yielded Smm
pus like fluid, smears shows sheets of polymorphs without
granulomas or epithelial cells. Biopsy showed multiple cystic
spaces lined with immature squamous epithelium intercepted
with tall mucous secreting epithelial cells. The tumor tissue is
not infiltrating into surrounding deep soft tissue. Low grade
malignant parotid gland right side suggestive of
mucoepidermoid carcinoma was reported with surgical staging
T2 NO MO. Parotidectomy with total nerve sparing was
planned under general anesthesia. Nil sis trunk incision just in
front of tragus extending posteriorly to the tumor adherent to
the skin was made. Flaps were raised till anterior border of
parotid and part of masseter muscle posteriorly till
sternomastoid insertion and mastoid process. Cartilaginous
portion of external acoustic canal was identified. The cystic
portion of tumor was adherent to it. While dissection the
cartilaginous portion of external auditory canal was injured
inadvertently. The stylomastoid foramen was dissected but
facial nerve trunk could not be identified. Retrograde facial
nerve dissection from lower buccal branch was done.
zygomatic, temporal, buccal, marginal mandibular, cervical
branch were identified (Fig.3) All salivary gland tissue was
dissected and total parotidectomy was done. for ease of facial
nerve dissection, the upper portion of superficial lobe of
parotid was divided from the tumor bearing portion of parotid.
The cervical branch was passing through the tumor hence it
was sacrificed. Level Ila and IIb was dissected and send for
frozen section examination which was negative for metastasis
hence further neck dissection was not done. hemostasis was
achieved and reconstruction with submental flap was done.
final histopathology reportedlow grade mucoepidermoid
carcinoma with no perineural invasion or lymphovascular
emboli. Island of tumor cells are seen surrounded by
desmoplastic stroma (Fig 4). Frozen section reported four
reactive lymph nosed in Ila and IIb. Patient was on regular
follow up with no presenting complaints.

Figure 2 MRI Scan.
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Figure 4 Histopathology Picture

CONCLUSION

Mucoepidermoid carcinoma can present widelydiverse
biological behaviors based on the myriad of histological
characteristics. MEC is a unique carcinomaas it demonstrates a
broad spectrum of aggressiveness from indolent tumors that
are cured by surgery alone toaggressive neoplasms that are
prone to local invasion, recurrence, and metastasis. Parotid
MEC appears tobe a highly curable disease. Whatever the
treatment modality, MEC patients should be closely followed-
upfor life to rule out late recurrence.
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