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SUMMARY

Introduction Mucoepidermoid carcinoma, compared to other tumors of salivary glands, occurs in 5-10%
of cases. Histopathologically, it is divided into a well differentiated tumor that is of low-grade of malig-
nancy, and a medium and poorly differentiated tumor of high grade of malignancy. Central mucoepider-
moid carcinoma (CMEC) of the mandible was firstly described by Lepp in 1936, on a 66-year-old female
patient. CMEC is characterized by atypical clinical image and radiological manifestation.

Case Outline A 55-year-old female patient was examined at the Clinic of Dentistry in Nis, Serbia, with
anamnestic data regarding the presence of painless swelling in the right side of the mandible. Consider-
ing the histopathological results and presence of enlarged lymph nodes, right hemimandibulectomy
and tumour excision from pterygomandibular space followed by supraomohyoid neck dissection was
done. In due course, postoperative radiotherapy was applied (60 Gy).

Conclusion CMEC represents a rare tumor, characterized by local tissue destruction and ability to me-
tastasize. Initial biopsy represented the key in preoperative planing. Radical excision with neck lymph
node dissection followed by postoperative radiotherapy in our case represent a successful method of

treating CMEC of the mandible.
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INTRODUCTION

Mucoepidermoid carcinoma (MEC), compared
to other types of tumor of salivary glands, oc-
curs in 5-10% of the cases. It may be present
in large salivary glands (86% in parotid gland,
8% in submandibular, and 6% in sublingual
gland) [1]. Most frequent intraoral localiza-
tion of MEC are small salivary glands of the
hard palate with 41.1% [2]. Histopathologically,
there are three modes of MEC - well differ-
entiated tumor with low-grade of malignancy,
medium, and poorly differentiated tumors with
high grade of malignancy. By observing intra-
oral localization, a well differentiated tumor
is encountered in 58.4% of the cases, medium
differentiated in 38.3%, while poorly differenti-
ated tumor is present in 3.2% of the cases [3].
Central mucoepidermoid carcinoma
(CMEQC) of the mandible was described in lit-
erature for the first time by Lepp [4] in 1936, in
a 66-year-old female patient. However, this is a
very rare localization of the tumor, which be-
longs to primary intraosseous carcinomas. As-
sumptions are that CMEC can originate from
ectopic glandular tissue, transformed mucosa
cells, existing untreated odontogenic cist or
intra-bony propagation of epithelial cells from
maxillary sinus and submucous salivary glands
[5]. CMEC is characterized by atypical clinical
image and radiological manifestation [6].

CASE REPORT

A 55-year-old female patient was referred to
the Clinic of Dentistry in Ni§, Serbia, with
a painless swelling in the right region of the
mandible, present for the previous 30 days. The
patient said that four years prior to this she un-
derwent an extraction of lower lateral teeth for
prosthetic rehabilitation of the jaw, which in-
cluded the extraction of the lower right impact-
ed wisdom tooth. Extraoral palpation revealed
an extremely hard swelling in the region of the
body, angle and ramus of the mandible (Figure
1). Enlarged lymph nodes were also palpated in
levels Ib and II of the neck, smaller than 1 cm
in diameter, movable and painless. Intraoral
examination revealed a complete lack of teeth
in the upper and lower jaw and expanding

Figure 1. Swelling in the right region of the mandible
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Figure 2. Presence of multi-locular irregular osteolytic lesion in the Figure 5. Tumor cells randomly positive on P63 (nuclear positive
region of the body, corner, and branch of the mandible staining; x40)

Figure 6. Multi-slice computer tomography (MSCT) revealed that lin-
gual and buccal cortices are destroyed by tumour

Figure 3. Mucoepidermoid carcinoma composed of basal, intermedi-
ate, and mucous cells (HE; A: x4; B: x20)
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Figure 7. MSCT revealed an extension of tumor mass in the pterygo-

mandibular space

tumor mass in the region of the body and angle of the
4 mandible. The abovementioned region was covered with
-

intact mucosa. Panoramic radiograph revealed a multi-
locular irregular osteolytic lesion in the region of the body,
angle, and ramus of the mandible (Figure 2).

- An incisional biopsy was performed due to large spec-
Figure 4. Tumor cells randomly positive on CK7 (cytoplasmic stain- trum of pathological entities that could be diagnosed, and
ing; x20) the result was a low-grade MEC (Figures 3-5). The tumor




Srp Arh Celok Lek. 2016 Sep-Oct;144(9-10):531-534

was composed of basal intermediary and mucosal cells.
Presence of mucin was proven by alcian-blue PAS (AB-
PAS) staining. Immunohistochemically, tumor cells were
positive to CK7 and P63, and negative to S100. Magnetic
resonance imaging revealed an expansive tumor formation
with signs of bone destruction of the body, angle, and ra-
mus of mandible, an extension of tumor mass to pterygo-
mandibular space, as well as enlargement of lymph nodes
at neck levels IIb, Ib, and Ila (Figures 6 and 7).

Considering the histopathological results and presence
of enlarged lymph nodes, right hemimandibulectomy and
tumour excision from pterygomandibular space, followed
by supraomohyoid neck dissection, were performed. Op-
erative histopathological result confirmed the presence of
low-grade mucoepidermoid carcinoma, while the neck
result was negative. Postoperative radiation therapy was
applied after a successful postoperative period. The patient
was followed up for the next two years through regular
medical checkups every three months and then every six
months. Clinical examination and insight into ultrasonog-
raphy of the neck did not reveal signs of recurrence of the
tumor or appearance of secondary deposits in the neck. A
reconstruction of the postoperative defect of the mandible
was proposed, which the patient refused.

DISCUSSION

CMEC is a very rare tumor, illustrated by only 200 de-
scribed cases of this lesion in literature [7]. In average, it
represents 2-3% of all MEC described in literature [8]. It
is usually seen in women in the fourth and fifth decade of
life, often in the region of the mandibular body [9]. Crite-
ria that clearly confirm the diagnosis of CMEC include the
following: 1. intact cortical bone; 2. radiological proof of
bone destruction; 3. absence of primary tumor that would
metastasize to the mandible; 4. absence of odontogenic
tumor; 5. histopathological verification; 6. presence of in-
tracellular mucin [10].

Degree of development of the disease is defined by the
state of the surrounding bone [11]. Stage I represents an
intact cortical bone, stage II intact cortical bone with mini-
mal signs of expansion, and stage III represents a cortical
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LleHTpanHu myKoenuaepmouaHu KapuuHOM A0He BUULLE — NpUKa3 601ecHUKa

[Dparan Kpacuh'2, Munow Tpajkosuh?, JparaH Muxannosuh'?, Crawa Kpacuh*, Urop Xunekosuh', MunaH Cnacuh? Hukona

*Knekosuh'?

'YHuBep3utet y Huwwy, MeguunHckn dakyntet, Huw, Cpbuja;
2KnuHuka 3a ctomatonorujy, Huw, Cpbuja;

3MHcTuTyT 33 natonorujy, Huw, Cpbuja;

*YHnBep3uTeT y beorpagy, MegnumHckm dpakyntet, beorpag, Cpbuja

KPATAK CAAPXA)J

YBop MykoenvaepmongHu kapumHom (MEK) y ogHocy Ha ocTa-
ne TyMope NibyBayHUX »ne3fa jaBsba ce y 5 fo 10% cnyuyajesa.
XUCTOMNATONOLLKM je nofesbeH Ha 06O AndepeHTOBaHE TyMO-
e Koju Cy HACKOT cTeneHa ManurHUTETa, cpeftbe 1 olle ande-
peHTOBaHe TyMOpe BUCOKOT CTeneHa ManurHuteta. LieHTpanHu
MyKoenuaepmonaHu kapumHom (LUMEK) gorbe Bunuue je npsu
onwucao Jlen 1936. rognHe, Kog 66-roguLlbe NauujeHTKUHbE.
LIMEK ce oasinKyje aTUMMYHOM KIUHWUYKOM CAIMKOM U PaAno-
NOLIKOM Npe3eHTaLnjoMm.

Mpuka3s 6onecHuKa MNauyjeHTKMba CTapoCTyh 55 roAvHa jaBu-
na ce Ha KnmHuky 3a Cromatonorujy y Huly ca aHaMHeCTUYKUM
nofaumma o NpucycTBy 6€3605IHOr OTOKa y Npefeny Aoke Bu-
nuue ca AecHe cTpaHe. Y cknagy ca XMCTonaTonoLWKNM pesyii-
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TaTMMa 1 NpucycTBoM yBehaHux TUMGHUX Hopyca ApeHaxHe
30He BpaTa, ypaheHa je cynpaomoxvovnaHa numdageHeKTommja
npaheHa xeMMaHANOYNeKTOMMOM 1 eKCTPRAaLMjoM TyMopa
y nTepuromaHambynapHoj obnactu. HakoH ypefiHo npoteksor
nocTonepaTMBHOT TOKa CNpoBefeHa je pagvoTepanmja.
3aksbyyak LIMEK npepactaeiba pefak TyMOp Koju KapaKTepuLly
3HaLW floKaHe JecTpyKumje TK1Ba 1 COCOGHOCT MeTacTasu-
patba. HuumjanHa buoncuja npeacTasbana je Kibyy cTBapatba
onepaTMBHOr NiaHa. XrpypLuKa pecekumja MHGUATpUCaHoOr
nogpyuja, numdbageHeKToMuja BpaTa 1 NocTorepaTMBHa pa-
Anotepanuja 6unu cy ycnewHu y nedery LIMEK.

KrbyuHe peun: LieHTpanHy KapLYHOM; OTOK AoHb€e BUnuLe; 6u1-
oncuja; XMpypLIKa Tepanuvja
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