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Abstract

Minor salivary gland tumours are extremely uncommon. The most common benign salivary gland tumour is Pleomorphic Ad-
enoma (PA), which accounts for approximately 40-70% of all major and minor salivary gland tumours. The palate, buccal mu-
cosa, and lips are the most common sites for intraoral PA. Palatal PA most commonly manifests as a slow-growing submucosal 
mass on the hard or soft palate. We present a case of palatal PA at the junction of the soft and hard palate that was successfully 
treated with intraoral surgical excision.
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Introduction
The occurrence of benign, minor salivary gland tumours is 
extremely rare. The literature only lists salivary gland cancers 
as less than 3% of head and neck tumours [1]. Pleomorphic 
adenoma (PA) makes up between 40 and 70 percent of all ma-
jor and minor salivary gland tumours [2]. The minor salivary 
gland benign tumour known as PA is the most prevalent type. 
The palate, lip, buccal mucosa, mouth's floor, lingual tonsil, 
pharynx, and retromolar region are the areas where this tumour 
appears most frequently in the oral cavity [3]. The condition 
manifests clinically as a submucosal tumour devoid of any in-
flammation [4]. On the basis of the history, physical examina-
tion, cytology, and histology, PA is diagnosed. The location, 
size, and extent of the tumour to the surrounding superficial 
and deep tissues can be determined using Computed Tomog-
raphy (CT) scans and Magnetic Resonance Imaging (MRI). A 
radiological inquiry in the form of a CT scan is required to be 
done in order to keep in mind that it could end up being ma-
lignant. After radiological assessment of the surrounding area, 
surgical excision will be necessary from a therapy standpoint. 
Wide local excision with the removal of any affected perios-
teum or bone is the preferred course of treatment for PA hard 
palate region. Simple enucleation of this tumour has a high risk 
of local recurrence and ought to be avoided [5].

Case Report
A 45-year-old male patient presented to our Apollo E.N.T. hos-
pital with a one-year history of painless swelling in the upper 
left palatal region. His medical history was minimal, and he 
had no drug allergies. Intraoral examination revealed a single 
ovoid mass 2 x 2 cm (Figure 1) in diameter at the junction of 
the hard and soft palate on the left side. The mass was non-
tender, slow-growing, firm, and well defined, with no radio-
graphic evidence of bone involvement (computed tomography 
scan-Figure 2). Following a routine examination and proper 

consent, the patient was scheduled for surgical excision (intra-
oral approach- Figure 3). After the tumour had been complete-
ly removed, the surgical site was predominantly sutured with 
absorbable suture material (vicryl 3-0 round body) and post op 
patient shifted to recovery. Intravenous antibiotics were started 
for two days. The third day, the patient was discharged. Post-
operative recovery went well. According to the histopathologi-
cal report, it was a pleomorphic adenoma.

Discussion
The most typical salivary gland lesion is usually a benign 
mixed tumour or pleomorphic adenoma, however minor sali-
vary gland lesions are quite rare. The parotid, the submandibu-
lar, and the minor salivary glands account for 84%, 8%, and 
4-6%, respectively, of the cases. With a 2:1 ratio, women are 
more predisposed [6]. It can happen at any stage of life, but 
it typically appears in the fourth and fifth decades. The pal-
ate's minor salivary glands (which account for roughly 73% of 
cases), upper lip (17%), buccal mucosa, the floor of the mouth, 
the lingual tonsil, the throat, and the retromolar region are the 
next most likely sites for it to develop. It appears as a submuco-
sal bulge with a painless, gradually enlarging, hard, and well-
defined swelling at the palatal region [7]. But if the underlying 
mucosa is ulcerated, malignant characteristics should be taken 
into consideration. 

Pleomorphic refers to these tumours' embryogenic origin, 
which includes both mesenchymal and epithelial components 
[6]. These tumours develop from intercalated and myoepithe-
lial cells [7]. Various small salivary gland tumours, especially 
mucoepidermoid carcinoma, as well as other benign and ma-
lignant mesenchymal lesions such neurofibroma and rhabdo-
myosarcoma are included in the differential diagnosis of the 
palatal lesions [8]. The precise extent of the tumour and any 
underlying bone degradation can be determined with great ac-
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Figure 1: Clinical picture showing soft cystic swelling 
(2x1cm) at the junction of left sided soft and hard palate.

Figure 2: CECT (Contrast Enhanced Computed Tomography) 
scan axial plane demonstrating a well-defined enhancing 

mass lesion arising from junction of hard and soft palate with 
no evidence of bone erosion.

Figure 3: Intraoperative picture after removal of tumor with-
out any underlying bony erosion.

Figure 4: Surgical specimen.

curacy by radiological imaging. The key diagnostic technique 
for these tumours [9] is a Computed Tomography (CT) scan, 
which can rule out the pressure effect of a tumour on the un-
derlying bone. The preferred form of treatment is surgical exci-
sion. Recurrence and longevity are risk factors for malignant 
transformation. There is a 1.9–23.3% tendency for malignant 
transformation [10]. 
Differential diagnoses for PA include salivary gland tumours, 
mucoepidermoid carcinoma, adenoid cystic carcinoma, and 
both odontogenic and non-odontogenic cysts, soft tissue tu-
mours, palatal abscesses, and odontogenic cysts. Palatal tis-
sues house minor salivary gland tissues as well as soft tissue 
components. As a result, other possible diagnosis for this case 
should include soft tissue tumours including neurofibroma, fi-
broma, lipoma, and neurilemmoma as well as tumours of the 
salivary gland. At the intersection of the hard and soft palates, 
the patient in our situation experienced a painless swelling. 
Over the course of a year, it gently advanced and was not pain-
ful. We completely removed the tumour surgically, and the un-
derlying bone was not eroded. 
The absorbable vicryl suture was used principally to close the 

post-excision surgical incision, which healed successfully. Pa-
tient was asymptomatic for the entire year of follow-up.

Conclusion
Palatal pleomorphic adenoma is an uncommon condition that 
typically affects adults. Minor salivary glands rarely generate 
benign mixed tumours. The diagnosis is really challenging. A 
computed tomography scan is necessary to detect any pressure 
effects or underlying bone degradation. However, malignancy 
should be taken into consideration, therefore histopathologi-
cal correlation is essential. Wide local excision with or without 
removal of periosteum and curettage of bone during surgery is 
the only option for treatment.
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