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Ozet

MANYETIK REZONANS INCELEMEDE
TESADUFEN SAPTANAN YUMUSAK DAMAK
KANALIKULER ADENOMU

Kanalikiiler ~adenom, ¢ogunlukla minor tiikiiriik

bezlerinden koken alan ve tiim tiikiiriik bezi kitlelerinin
yaklagitk %1 ila %3,2'sini olusturan iyi huylu bir
neoplazidir. Kanalikiiler adenom vakalarinin yaklagik
dortte Ucii tist dudakta goriiliir, ancak yanak mukozasi ve
sert damak da sik tutulan bolgelerdir. En sik yedinci
dekatta goriilir ve kadinlarda erkeklerden daha siktir.
Temiz cerrahi sinirlarla eksize edildiginde niiks oran1 cok
diigiik oldugu icin daha genis rezeksiyon gerektiren
malign Kkitlelerden ayirt edilmesi onemlidir. Bu ayiric
tantytr yapmak icin immiinohistokimyasal testler
kullanilir. Bu yazida farkl bir nedenle kraniyal manyetik
rezonans incelemesi yapilan geriatrik erkek hastada
tesadiifen saptanan ve literatiirde ¢cok nadir rastlanan
tilsere-krutlu goriiniimlii yumugak damak kanalikiiler
adenom olgusu sunulmaktadir.

Anahtar kelimeler: Kanalikiiler adenom, damak,

magnetik rezonans inceleme, timor

Introduction
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Abstract

AN INCIDENTALLY DETECTED SOFT PALATE
CANALICULAR ADENOMA ON MAGNETIC
RESONANCE IMAGING

Canalicular adenoma is a benign neoplasia that
originates mostly from minor salivary glands and
accounts for approximately 1% to 3.2% of all salivary
gland masses. About three-quarters of canalicular
adenoma cases occur in the upper lip, but the buccal
mucosa and hard palate are also frequently involved
areas. It is most common in the seventh decade and is
more common in women than men. Since the
recurrence rate is very low when excised with clean
surgical margins, it is important to differentiate it from
malignant masses that require wider resection.
Immunohistochemical tests are used to make this
differential diagnosis. In this article, a case of soft
palate canalicular adenoma with an ulcerated-crusted
appearance, which was detected incidentally in a
geriatric male patient who underwent cranial magnetic
resonance examination for a different reason, and
which is very rarely encountered in the literature, is
presented.

Keywords: Canalicular adenoma, palate, magnetic
resonance imaging, tumor

Canalicular adenoma (CA) was first described in 1955 by Bhaskar and Weinmann [1]. It has been classified under
the title of monomorphic adenoma by the World Health Organization for many years [2]. In previous studies, it
was emphasized that the use of the term monomorphic adenoma should be avoided for adenomas in this group due
to their different clinical and histopathological features and that they should be considered separately. In
conclusion, CA has been accepted as a different salivary gland neoplasm with its clinical and histological features
in the current histological classification of head and neck tumors by the World Health Organization [3]. CA is most
common in the upper lip and is a benign neoplasm [3,4]. It represents 1% to 3.2% of all salivary gland masses
[5,6]. It is commonly diagnosed in the 7th decade and is more common in women than men [7,8]. Recurrence is
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rare after excision with clean surgical margins [4]. In this article, a case of CA with isolated soft palate
involvement and ulcerated-crusted appearance, which was detected incidentally in a geriatric male patient who
underwent cranial magnetic resonance imaging (MRI) with the complaint of dizziness will be presented.

Case Report

An 82-year-old male patient was referred to our clinic because of a mass detected in his palate on a non-contrast
cranial MRI performed in a secondary hospital to investigate the etiology of vertigo. The patient stated that he did
not notice this lesion and did not have any complaints about his oropharynx. It was learned that he could not use the
dental prosthesis for the last year because it did not fit his palate. The patient had no known additional disease and
drug use. He had a history of cholecystectomy and appendectomy. On physical examination, a soft nodular lesion
of approximately 2 cm in diameter, with an ulcerated crust superiorly, was observed in the left half of the soft
palate (Figure 1).

Figure 1
Pre-excision view of the mass on the left side of the soft palate.
Except for the crusted area, the lesion was located submucosally. Except for the mass, routine ENT examination
was normal. In the MRI of the patient, “There was a well-contoured, nodular, capsular lesion on the left side of the
soft palate, hypointense in TIW and heterogeneous hyperintense in T2W series. The lesion dimensions were
20x19%17 mm (APxTxCC)” (Figure 2).
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Figure 2A
MRI images of a well-contoured, nodular, capsular mass in the left half of the soft palate. The mass was
hypointense in axial (a) and sagittal TIW (d); heterogeneous hyperintense in non-fat-suppressed axial (b) and with
fat-suppressed coronal T2W images (c). The lesion dimensions were 20x19x17 mm (APxTxCC) (green arrows),
which was distinguished by a sharp border from the surrounding tissues.

Figure 2B
MRI images of a well-contoured, nodular, capsular mass in the left half of the soft palate. The mass was
hypointense in axial (a) and sagittal T1W (d); heterogeneous hyperintense in non-fat-suppressed axial (b) and with
fat-suppressed coronal T2W images (c). The lesion dimensions were 20x19x17 mm (APxTxCC) (green arrows),
which was distinguished by a sharp border from the surrounding tissues.
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Figure 2C
MRI images of a well-contoured, nodular, capsular mass in the left half of the soft palate. The mass was
hypointense in axial (a) and sagittal TIW (d); heterogeneous hyperintense in non-fat-suppressed axial (b) and with
fat-suppressed coronal T2W images (c). The lesion dimensions were 20x19x17 mm (APxTxCC) (green arrows),
which was distinguished by a sharp border from the surrounding tissues.

Figure 2D
MRI images of a well-contoured, nodular, capsular mass in the left half of the soft palate. The mass was
hypointense in axial (a) and sagittal T1W (d); heterogeneous hyperintense in non-fat-suppressed axial (b) and with
fat-suppressed coronal T2W images (c). The lesion dimensions were 20x19x17 mm (APxTxCC) (green arrows),
which was distinguished by a sharp border from the surrounding tissues.

Complete blood count and biochemical tests were normal. Total excision of the lesion was planned. A circular
incision was made around the lesion. The mass was dissected over the muscle tissue and removed with intact
borders (Figure 3).
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Figure 3
Image of the excised mass
The tissue defect was repaired by a local rotation flap on the soft palate (Figure 4).

Figure 4A
Defect after excision of the mass (a) and image of the soft palate after repair with local flap (b).
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Figure 4B
Defect after excision of the mass (a) and image of the soft palate after repair with local flap (b).
The patient was discharged two days after the operation, prescribed amoxicillin-clavulanic acid 1000 mg tb 2x1,
paracetamol 500 mg tb 3x1, and a soft food diet was recommended. Histopathological examination was reported as
canalicular adenoma. Necrosis, mitosis, lymphovascular invasion, and perineural invasion were not observed.
There was no tumor in the surgical margins. In the immunohistochemical examination, diffuse staining with
PanCK, Vimentin, E-Cadherin (membranous), S100, and patchy staining pattern with p63 was positive (Figure 5).

‘e
Figure SA
Images of histopathological and immunohistochemical examinations.
a: The tumor is composed of solid cell nests and glandular structures with well-circumscribed, and a narrow
hyalinized stroma is observed between them (20x, H&E). b: The tumor consists of monotonous cells with rounded
vesicular nuclei, pale cytoplasm, and indistinct nucleoli (20x, H&E). c: Diffuse membranous positivity with E-
Cadherin was observed in the tumor (E-Cadherin, Full Slide Scanning).
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Figure 5B
Images of histopathological and immunohistochemical examinations.
a: The tumor is composed of solid cell nests and glandular structures with well-circumscribed, and a narrow
hyalinized stroma is observed between them (20x, H&E). b: The tumor consists of monotonous cells with rounded
vesicular nuclei, pale cytoplasm, and indistinct nucleoli (20x, H&E). c: Diffuse membranous positivity with E-

Cadherin was observed in the tumor (E-Cadherin,

Scanning).
S—
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Figure 5C
Images of histopathological and immunohistochemical examinations.

a: The tumor is composed of solid cell nests and glandular structures with well-circumscribed, and a narrow
hyalinized stroma is observed between them (20x, H&E). b: The tumor consists of monotonous cells with rounded
vesicular nuclei, pale cytoplasm, and indistinct nucleoli (20x, H&E). c: Diffuse membranous positivity with E-
Cadherin was observed in the tumor (E-Cadherin, Full Slide Scanning).

No recurrence was observed in the patient's sixth-month follow-up (Figure 6).
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Figure 6
The image of the soft palate at the postoperative sixth-month follow-up.

Informed consent was obtained from the patient.

Discussion

Most minor salivary gland tumors develop on the palate, as minor salivary glands are common in this location [5].
The most common salivary gland tumor on the palate is pleomorphic adenoma [4]. It has been reported that 3% to
20% of the masses in the palate are CA [4]. CA is a rare, benign neoplasm that mostly originates from the minor
salivary glands, may rarely develop in the parotid, and constitutes approximately 1% of all salivary gland masses
[5]. In the study of Pires et al., this rate was determined as 3.2% [6]. Approximately 75% of CA cases are located
on the upper lip, followed by the buccal mucosa and palate [3,4]. In the systematic review of Pereza et al., in which
they examined 359 CA cases that evaluated the hard palate and the soft palate separately, 52 cases were detected in
the hard palate, while there was only one case in the soft palate [8]. It is known that palatal CA occurs mostly at the
junction of the hard palate and the soft palate. It is thought that the reason for this frequent location is due to the
fact that the minor salivary glands located on the palate are frequent in this line [4]. CA is most common in the
seventh decade [4,7,9]. It has been reported to be more common in females [7,9]. It usually presents as a well-
circumscribed, painless, slow-growing nodular lesion, varying in size from a few millimeters to 3 cm, which may
be solid, soft, or fluctuant on palpation [9,10]. Most of the patients present with the complaint of a painless mass.
In the study of Thompson et al., 61 of 67 patients were admitted to the hospital with this complaint, while the mass
was detected in 6 patients during examination [9]. Although ulceration may rarely be present in the tumor,
bleeding, inflammation, pigmentation, and mucus extravasation may also ocur [5]. It has also been reported that it
can be multifocal at a rate of approximately 20% [4,11,12]. The features that make our case interesting are that the
tumor is located on the soft palate and has an ulcerated-crusted surface.

Differential diagnosis of CA with malignant tumors is important to prevent unnecessary aggressive resections [11].
CA consists of a loose connective tissue stroma and columnar cells and is usually surrounded by a thin fibrous
capsule [8]. The cells have hyperchromatic and oval nuclei and moderately stained cytoplasm. Consistent with its
benign character, mitosis is rare. It has a duct-like epithelial arrangement [13]. Due to the basaloid structure of
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tumor cells, the differential diagnosis of minor salivary gland CA with basal cell adenoma, mucocele, and
pleomorphic adenoma, and parotid CAs with Whartin tumor and adenoid cystic carcinoma is required [11,12].
Immunohistochemical tests are used in the differential diagnosis. Most CA cases have strong-diffuse staining with
pan-cytokeratin (pan-CK) and S-100 [9]. In addition, high positive staining results were observed for
chromogranin, synaptophysin, E-cadherin, and PCNA in the study of Pereza et al [8]. Polymorphous low-grade
adenocarcinomas are also important in the differential diagnosis of palate masses [14]. In polymorphous low-grade
adenocarcinoma, intense expression of CK7 and vimentin is always observed, whereas CK13 is negative [12,14].
Myoepithelial markers (a-smooth muscle actin, muscle-specific actin, smooth muscle myosin heavy chain,
calponin, desmin) are negative in CA, which is thought to originate from ductal luminal cells. This allows
immunohistochemical differentiation of CA from basal cell adenoma as well as polymorphous low cell
adenocarcinoma [9,12]. Tumor cells react strongly with epithelial markers including pan-CK, CK7, low molecular
weight cytokeratin, CK903, EMA, and CK19 [9]. In addition, it has been suggested that vimentin may also be a
positive marker in the study of Thompson et al. [9]. In our case, PanCK, vimentin, E-Cadherin, and S100 were
detected as strongly positive in tumor tissue in accordance with the literature.

Detailed information about the radiological features of CA is not available, since many cases in the literature did
not require radiological examination. The incidental detection of the lesion in cranial MRI performed for a
different reason in our case enabled us to contribute to the literature on CA's radiological features. On MRI, CA
was observed as a well-contoured, nodular lesion thought to have a capsular structure, which was heterogeneously
hyperintense in T2W series and hypointense in T1W series. Polymorphous low-grade adenocarcinoma appears as a
heterogeneous mass with low signal intensity on MRI in T1W and T2W series. There is no contrast enhancement
[15]. Pleomorphic adenoma may have medium or low signal intensity in T1W series and high signal intensity in
T2W series [15,16]. However, this signal distribution varies according to the density of the myxoid and cellular
composition of the tumor [16]. Therefore, we think that MRI may be useful in differentiating CA from
polymorphic low-grade adenocarcinoma, but its role in differentiating it from plemorphic adenoma is limited due
to its variable characteristics.

Parvizi et al. prefer incisional biopsy for histopathological diagnosis before excision of the mass [17]. However,
Pires et al. reported that they mostly preferred excisional biopsy because CA is usually a lesion with smooth
borders [6]. In our case, it was also supported by MRI images that these lesions were well-defined and did not
invade surrounding structures. Therefore, we preferred excisional biopsy after MRI. Recurrence is rare when the
CA is excised with a clean surgical margin [4]. The recurrence rate after excision has been reported to be
approximately 5%, and it is thought that these recurrences may be caused by multifocality [10]. No cases of
malignant transformation, metastasis, or tumor-related death of CA have been reported in the literatiire [5].
Regular clinical follow-up is recommended after surgical removal of the CA [14]. In our case, we did not perform
additional resections and continue close clinical follow-up of the patient, since the surgical margins were clean as a
result of the histopathological examination.

Conclusion

CA is a rare salivary gland neoplasia and it should be kept in mind in the differential diagnosis of soft palate
masses. They may remain asymptomatic for a long time and may not be noticed by the patient. An ulcerated
appearance suggests malignant lesions can also be present in canalicular adenoma, as in our case. Therefore, it is
important to distinguish between CA, which can be successfully treated with simple excision, and malignant lesions
that require aggressive treatment. Preoperative MRI may be useful for differential diagnosis and prevention of
unnecessary resections.

Informed Consent: Informed consent was obtained from the patient.
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