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Figure 1.
Figure 1A and B demonstrate the extra-oral view of lesion in the buccal 
space by arrows.
Figure 1C demonstrates the intra-oral view of the lesion.
Figure 1D demonstrates the size of the excised lesion in comparison to a 
Bard-Parker No. 3 scalpel handle.

Pleomorphic Adenoma (PA) is a benign tumour of 
salivary gland origin. PAs are found frequently in 
adult females between the 3rd and 5th decades of life. 
They frequently involve the parotid gland (53 - 77%).1  

The submandibular gland is affected in 44 - 68% of  
cases while only 6.4% of PAs are discovered in minor  
salivary gland sites.1 The most common sites for the 
occurrence of PAs in minor salivary glands are found 
in the palate (42.8 - 68.8%), the upper lip (10.1%), 
cheek (5.5%), throat (2.5%) and retromolar region (0.7%).2

The anatomical contents of the buccal space includes 
adipose tissue, parotid duct, accessory parotid lobules, 
facial and buccal arteries, facial vein, lymphatic channels, 
branches of facial and mandibular nerves as well as minor 
salivary glands.3 This case is being reported due to the 
uncommon occurrence of pleomorphic adenoma within 
minor salivary glands.

A 23 year old male was referred to the Maxillofacial and 
Oral Surgery department at Grey’s Hospital with the main 
complaint of an asymptomatic slow growing lesion on  
the left side of his face. The patient reported no medical  
history of any significance. 

On examination the patient presented with a small 
oval (4x2x2mm) mobile lesion, firm, non-pulsatile and 
non-fluctuant, which could be palpated beneath the 
buccal mucosa of the left buccal space (Figures 1A  
and 1B). The lesion was located on the left side of the  
face above the commissure of the mouth and below the  
ala of the nose, just posterosuperiorly to the upper lip.  
No enlarged lymph nodes were apparent. 

The oral mucosa appeared to have an increased  
vascularity overlying the lesion (Figure 1C). The skin 
overlying the lesion appeared normal with the mass  
easily slipping on bi-manual palpation. The differential 
diagnosis included foreign body granuloma, lymphade-
nitis, lymphoma, pleomorphic adenoma, nasolabial cyst, 
dermoid cyst, mucous retention cyst and lipoma.

An intraoral surgical approach was conducted as this 
would allow access to the lesion without affecting the 
appearance of the patient. 

An intraoral excisional biopsy was performed under local 
anaesthetic with the histology confirming a diagnosis of 
a pleomorphic adenoma. The patient was pleased with 
his now normal appearance and is scheduled for close 
follow-up visits in the future. 
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Figure 2.
Figure 2A: Low power photomicrograph of the specimen. 
Arrow 1 demonstrating chondroid stromal tumour component. 
Arrow 2 demonstrating epithelial tumour component. 
Arrow 3 demonstrating residual minor salivary gland.
Arrow 4 demonstrating the fine tumour capsule.

Figure 2B: High power photomicrograph of the specimen demonstrating 
epithelial component inclusive of well-formed glands.

Figure 2C: High power photomicrograph of chondroid stroma.

Histology revealed epithelial and a chondroid stromal 
components microscopically (Figure 2A). The lesion had 
a well circumscribed margin which showed a fine but 
incomplete fibrous capsule which appeared to abut on 
the excisional margins in small areas. These findings  
were consistent with a pleomorphic adenoma of minor 
salivary gland origin.

The anatomy of the buccal space lies deep to the 
zygomaticus major muscle. It is limited medially by the 
buccinator muscle, the superficial layer of the deep  
cervical fascia as well as the muscles of facial expres- 
sion anteriorly and laterally, posteriorly by the masseter  
muscle, mandible, lateral and medial pterygoid muscles 
and the parotid gland. 

There is no true superior and inferior border of the buc- 
cal space. The contents of the buccal space include:  
adipose tissue known as the buccal fat pad, parotid duct, 
minor salivary glands, accessory parotid lobules, facial  
and buccal arteries, facial vein, lymphatic channels as well 
as branches of the facial (cranial nerve VII) and mandibu- 
lar nerves (cranial nerve V3).
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Pleomorphic adenomas (PAs) are the most common 
benign tumour of salivary gland origin. They are most 
frequently found in adult females between the 3rd and 5th 
decades of life and frequently involve the parotid gland  
(53 – 77%).1 

The submandibular gland is affected in 44 - 68% while  
only 6.4% of PAs are discovered in minor salivary  
gland sites.1 The most common sites for the occurrence  
of PA in minor salivary glands are found in the palate  
(42.8 - 68.8%), the upper lip (10.1%), cheek (5.5%),  
throat (2.5%), and retromolar region (0.7%).2

This benign tumour is comprised of three components 
histologically; viz the epithelial, myoepithelial and a stromal 
or mesenchymal component. The identification of these 

three components is diagnostic of PA albeit in quantita- 
tive variations of the above. 

Immunohistochemistry has aided in the differentiation of 
the different cell types within PAs.4 Recurrence of PAs  
has been documented due to spillage, inadequate re- 
moval or enucleation during surgical  intervention.5 

Khandekar et al. report a recurrence of 2-44% of 
treated PAs. They recommend wide local excision with 
good safety margins, however intraoral lesions can be 
treated by extracapsular excision with 3-4 years of 
close patient follow-up.5 Ascani, Messi and Balercia 
reported a study of 347 PA of salivary glands in which 
no recurrences were found during the follow up period  
of 2-4 years. 

This finding encourages pericapsular enucleation as a 
favourable treatment modality, achieving reduced mor- 
bidity without oncological compromise.6 In contrast  
Moore, Burkey and Netterville et al. recommend a wide 
excision including a cuff of normal healthy tissue as the 
treatment for benign salivary gland tumours as enucle- 
ation may not be adequate.7

Recurrence maybe facilitated by pathological and surgical 
factors. The pathologic factors include: capsule thickness 
or lack of capsule, pseudopodia, satellite nodules and 
multi-centricity while surgical factors include: rupture of 
tumour, spillage of tumour contents, insufficient resection 
margins attributed to nerve branches and lastly inadequate 
excision related to the type of surgery. 8

Special mention needs to be made of a significant but rare 
variant of PA called carcinoma ex pleomorphic adenoma 
which displays features of vascular invasion, focal 
dysplasia, and non-invasive (intracapsular) extent.9  

Multiple recurrences and the size of the tumour may play 
a role in the malignant transformation of the PA. Malignant 
transformations may be suspected by clinical signs of 
sudden increase in size with pain, ulceration, spontaneous 
bleeding and tissue invasion.9

Histology report
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Pleomorphic Adenomas rarely occur in the buccal space. 
This lesion demonstrated a fine but incomplete fibrous 
capsule adjacent to the excisional margins in small areas. 
Early removal of the lesion as in this case, with no further 
identifiable factors that could contribute to possible re- 
currence of the lesion, is advantageous. Despite this, 
long term follow-up is necessary where recurrence is  
a  concern.
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Do the CPD questionnaire on page 262
The Continuous Professional Development (CPD) section provides for twenty general questions and five 
ethics questions. The section provides members with a valuable source of CPD points whilst also achieving 
the objective of CPD, to assure continuing education. The importance of continuing professional development 
should not be underestimated, it is a career-long obligation for practicing professionals.

1 Go to the SADA website www.sada.co.za.

2 Log into the ‘member only’ section with your unique SADA username and password.

3 Select the CPD navigation tab.

4 Select the questionnaire that you wish to complete. 

5 Enter your multiple choice answers. Please note that you have two attempts to obtain at least 70%.

6 View and print your CPD certificate.

Online CPD in 6 Easy Steps




