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A Case of Mucoepidermoid Carcinoma Arising from the Intraoral Minor Salivary Gland

Hun Hee Baek, MD1, Seok Jung Hong, MD1, Mi Ji Lee, MDZ, Seung Woo Kim, MD"

Department of Otolaryngology-Head and Neck Surgery1 and Pathology,2

Veterans Health Service Medical Center, Seoul, Korea

Salivary gland tumors comprise almost 5% of head and neck malignancies, and minor salivary gland tumor
which account for 10-15% of all salivary gland neoplasm are infrequently malignant. The mucoepidermoid carcino-
ma (MEC) is second most common tumor in minor salivary gland. It usually presents as a painless, rubbery-hard
or soft mass, which may be fixed or mobile into the underlying structure. The predilection sites of intraoral MEC
are palate, cheek, mandible, lip, and tongue, etc. There are very few published reports of MEC occurred in retro-
molar trigone. Only one case has been reported so far. Recently, we experienced a-70-year old man with a mass
in retromolar trigone, which was finally diagnosed as MEC. We report the unique case with literature review.

Key Words : Mucoepidermoid carcinoma * Minor salivary gland.
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Fig. 1. The external photography. A: It shows about 1X0.5cm sized round well-margined submucosalmass inretromolar trig-
one(arrowheads). B:After ninemonths of surgery, it shows some fibrotic changes and no recurrence in the same lesion.

‘l $15-6294 8
= Bgtmpua Y

Fig. 2. Pathologicfindings. A: Cut surface of surgical specimen. B: The low grade mucoepidermoid carcinoma shows cystfic spaces
filled with mucin(asterisks)(H & E, X200). C: At the high power view, mucocytes(arrows)are identified as single cells within epi-

dermoid/intermediate cell (H & E, X400).
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