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Pleomorphic adenoma is the most common benign salivary gland tumour consisting of cells exhibiting the ability to differentiate 

into epithelial and mesenchymal cells. Parotid is the most common site of occurrence among major salivary glands and palate is 

the most common site of occurrence in case of minor salivary gland involvement. This article presents a case of a dome shaped 

swelling over the posterolateral part of hard palate which was a diagnostic challenge, and was successfully treated by surgical 

excision.  
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Palatal swelling can be developmental, 

inflammatory or reactive in nature. Differential 

diagnosis of palatal swelling includes periapical 

abscess, salivary gland tumours, fibro osseous lesions, 

carcinoma arising from maxilla/maxillary sinus and 

becomes a challenge for the clinician to diagnose. Here 

we present a case of pleomorphic adenoma of palate 

which was a diagnostic dilemma. Pleomorphic 

adenoma or mixed tumour of salivary gland is the most 

commonly occurring benign salivary gland neoplasm. It 

accounts for 53% to 77% of parotid tumours, 44% to 

68% of submandibular tumours and 33% to 43% of 

minor gland tumours.2 The term pleomorphic adenoma 

suggested by Wills characterizes closely the unusual 

histologic pattern of the lesion. Pleomorphic adenoma 

is also known as Enclavoma, Brachioma, 

Endothelioma, Enchondroma. The aim of this article is 

to focus on different diagnostic method which was 

carried out to come to a proper diagnosis and to rule out 

the differential diagnosis. Uniqueness of this article is 

the placement of Zinc oxide eugenol pack after tumour 

excision which does not exist much in the literature. 

 

A 52 year old female patient reported to 

department of OMFS, with a chief complaint of 

painless swelling over left side palatal region since 6 

months. Patient gave a history of swelling which was 

initially smaller in size and gradually progressed to the 

current size. On eliciting the past medical history, 

patient had umblical hernia and was admitted under 

department of general surgery at the same institution 

and referred to department of OMFS for the 

management of palatal swelling. 

On intra oral soft tissue examination, the lesion is a 

single well defined dome shaped swelling of 

approximately 2*2cm in size extending 

anteroposteriorly from mesial aspect of 26 to distal 

surface of 28palatally and mediolaterally from mid 

palatal area to palatal aspect of left maxillary posterior 

teeth. The surface overlying the mucosa is smooth and 

is not ulcerated .On palpation, all inspectory findings 

were confirmed and the swelling is non-tender, firm in 

consistency and tightly attached to the overlying 

mucosa. (Fig. 1). On hard tissue examination, 

11,12,21,22 was found to be missing and there is no 

caries or any pathology to the tooth associated with the 

swelling but the tooth associated was periodontally 

compromised with extrinsic stains. Provisional 

diagnosis of the swelling/lesion is given as benign 

salivary gland tumour. 

FNAC was done which showed negative 

aspiration. To assess the extent of growth and bony 

involvement, CT-PNS was carried out which showed a 

homogenously enhancing mass/lesion over left 

posterior part of hard palate with mild bony erosion. 

(Fig. 2) 

 

 
Fig. 1: Dome shaped swelling over hard palate 

 



 
Fig. 2: Computed tomography-PNS showing the 

lesion over left postero lateral surface of hard palate 

 

For confirmatory diagnosis, incisional biopsy was 

done which revealed the lesion to be a pleomorphic 

adenoma of hard palate. Under all routine preoperative 

investigations, surgical excision of the lesion was 

planned under general anaesthesia, the lesion is 

surgically excised with ligation of greater palatine 

neurovascular bundle , along with the excision of over 

lying normal mucosa to prevent recurrence in other 

minor salivary glands of that particular site (Fig. 3), 

followed by placement of zinc oxide Eugenol pack with 

an acrylic plate secured with wires to the tooth which 

was removed after a week and the wound was allowed 

to heal secondarily (Fig. 4, 5). Histopathology of the 

specimen confirmed the lesion to be a pleomorphic 

adenoma. Histopathological section showed 

myoepithelial cells with hyperchromatic nuclei 

arranged in acinar, ductal and trabeculae pattern 

.Connective tissue showing mucoid and myxoid 

material and extravagated Rbcs. (Fig. 6). Postoperative 

healing and possibility of recurrence could not be ruled 

out as the patient had not turned up for follow up visit 

after acrylic plate removal on 7th postoperative day. 

 

 
Fig. 3: Surgical excision of the lesion preserving 

greater platine neurovascular bundle 

 

 

 

 
Fig. 4: Placement of zinc oxide eugenol pack 

 

 
Fig. 5: Acrylic plate placed over the pack 

 

 
Fig. 6: Histopathologic picture showing 

myoepithelial cells with mucoid and myxoid 

material 

 

Pleomorphic adenoma appears as a painless, slowly 

growing firm mass which shows intermittent growth 

.Pain is not a common symptom, local discomfort 

occurs. The tumour occurs mostly in sixth decades of 

life with the average age of occurrence of about 43 

years with a slight female predilection.4-6 Most common 

site for minor salivary gland pleomorphic adenoma is 

the hard palate followed by lip, buccal mucosa, floor of 

mouth, tongue tonsils, pharynx, retro molar area and 

oral cavity.7,8 Review of literature shows that 

Pleomorphic adenoma had also existed in 

Parapharyngeal space. Palatal tumours are always 

found on posterolateral aspect of palate presenting as 

smooth surface, dome shapes mass.9 It contains both 



epithelial as well as myoepithelial elements and hence 

considered as mixed tumour of salivary gland.10 When 

originating in the minor salivary glands, in most cases it 

occurs on the soft and hard palate due to the highest 

concentration of salivary glands there and is typically a 

firm or rubbery submucosal mass without ulceration or 

surrounding ulceration.10,11 Pleomorphic adenoma 

usually do not involve bone, but it may lead to 

resorption of bone due to its pressure effect. The 

differential diagnosis for this case includes palatal 

abscess, odontogenic and non-odontogenic cysts, soft 

tissue tumours such as fibroma, lipoma, neurofibroma, 

neurilemmoma, and lymphoma as well as other salivary 

gland tumors.12 Periapical abscess is ruled out because 

there was no evidence of periapical pathology 

associated with the tooth in IOPA. Both odontogenic 

and non-odontogenic cysts is ruled out because, FNAC 

revealed negative aspiration. Malignant tumour 

extending from maxillary sinus is ruled out because the 

mucosa overlying the lesion is not ulcerated. Diagnosis 

of pleomorphic adenoma is based on history, clinical 

examination and always to be confirmed with FNAC 

and histopathology. Computed tomography scan is an 

adjuvant diagnostic aid helpful in revealing about the 

size and extension of the tumour to the adjacent 

structures and to rule out bony involvement. 

Confirmatory diagnosis will depend on 

histopathological examination. Various treatment and 

reconstruction protocol has been suggested in the 

literature. Management of pleomorphic adenoma of 

palate should be wide local excision of the lesion with 

1cm negative margin at the periphery along with 

overlying normal mucosa. Placement of tincture 

benzoin gauge over the denuded bone after surgical 

excision is also given in the literature13 .In our case, 

Zinc oxide Eugenol pack with acrylic plates has been 

used after surgical excision of the lesion because of 

mild bony erosion noted in CT scan and also for the 

antiseptic property of ZNOE. It protects the surgical 

site from trauma during speech and mastication and 

also reduces postoperative pain and haemorrhage. Bony 

involvement usually do not occur in case of palatal 

pleomorphic adenoma and bone removal becomes 

unnecessary until involved. Large fenestration defect if 

occurs, could be covered by a palatal island flaps. 

Prognosis of palatal pleomorphic adenoma is usually 

good, does not recur after adequate surgical 

removal.14Recurrence if at all occurs can be attributable 

to inadequate surgical techniques such as simple 

enucleation leaving behind microscopic pseudopod-like 

extensions, capsular penetration, and tumour rupture 

with spillage of tumor cells.15 

 

Pleomorphic adenoma of minor salivary gland is 

one of the lesion among various palatal swelling. 

Proper clinical, radiological and histopathological 

examination will lead us to a correct diagnosis. Surgical 

excision of the lesion, followed by long term follow up 

is necessary because of possibility of recurrence. 
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