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Transnasal Endoscopic Biopsy of a Parapharyngeal
Heterotopic Pleomorphic Adenoma
Case Report

Abstract
Pleomorphic adenomas originating from the minor salivary glands are rare in the
parapharyngeal space, although they are the most common benign tumors in this
area followed by paragangliomas, and the most common benign salivary gland
tumors. In this paper we are reviewing a case of parapharyngeal heterotopic
pleomorphic adenoma in a 58 years old female where biopsy for pathologic
verification was taken using nasal endoscopy through the nasopharynx reaching
the tumor in the parapharyngeal space. This technique is presenting a new tool
that can be used for pathologic verification. Total surgical resection is, till today,
the preferred treatment for pleomorphic adenomas.
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Introduction
The parapharyngeal space is a pyramidal area bounded
by the skull base superiorly, the hyoid bone inferiorly, the
pterygomandibular raphe anteriorly, the vertebral fascia
posteriorly, the medial pterygoid laterally, and the superior
constrictor muscle medially. The space contains both the prestyloid and post-styloid compartments, and pathology in this area
is based on these anatomic structures. Salivary gland tumors are
the most common tumors in the parapharyngeal space and are
the main consideration in the differential diagnosis.

Parapharyngeal space neoplasms can arise de novo or extend
from surrounding structures. In the case of benign salivary gland
tumors, it is hypothesized that they arise de novo from rests of
salivary tissue in the parapharyngeal space. Both MRI and CT
scanning are useful in assessing masses of the parapharyngeal
space [1,2].

Case Study

A 58 year old female previously healthy was referred to our
department in Hammoud Hospital University Medical Center,
Saida, Lebanon, with a right painless upper neck mass increasing
in size over the last few months accompanied with acute right
nasal obstruction and minor dysphagia. Physical examination
revealed a right upper neck mass, deep, firm, non tender and
nonpulsatile. Oral examination shows a right soft palatal bulge
with shifting of the uvula toward the left side. We did a fiberoptic
nasopharyngolaryngoscopy which revealed bulging of the normal
mucosa extending from the nasopharynx superiorly just below
the Eustachian tube opening above to the oropharynx below and
reaching the right tonsillar space that is also pushed medially.
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A CT scan of the neck following IV administration of contrast
material was performed and showed that there is evidence of
relatively large 5*3cm hypodense parapharyngeal mass lesion
medial to the deep portion of the right parotid gland reaching the
level of the right side of the nasopharynx and oropharynx causing
compression of the nasopharynx airway with narrowing of its
lumen and extending to reach the base of the tongue and right
side of the oropharynx causing compression and narrowing of its
lumen.

Under general anesthesia, using a 30 degree rigid nasal
endoscope, a 0.5cm long incision was made horizontally just under
the Eustachian tube opening, preparation was performed around
1cm deep until we reached a whitish mass of which multiple
biopsies were taken and sent for histopathological examination
which documented a pleomorphic adenoma [3].

Discussion

The salivary neoplasms account for less than 3% of all head
and neck tumors and they account for less than 0.1% of all
cancer deaths. The relative incidence of salivary gland tumors
is estimated to be that for every 100 parotid tumors, there are
10 submandibular tumors, 10 minor salivary tumors, and 1
sublingual tumor. The parotid, submandibular, and sublingual
glands are often referred to as the major salivary glands, whereas
the minor salivary glands are numerous and are present in the
deeper submucosal planes of the oral cavity (especially the lip
and hard and soft palates), pharynx, external auditory canal,
lower neck, mandible, nose and paranasal sinuses. These minor
salivary glands are not typically identified on imaging unless they
are pathologically enlarged or involved with tumor, of which they
are an important tissue of origin.
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Pleomorphic adenomas, also called benign mixed tumor
most frequently arise from the major salivary glands where it
constitutes about 75% of all benign tumors of them. Only 6.58% of them originate in the minor salivary glands. Diagnosis of
pleomorphic adenoma in the neck space is usually done by fine
needle aspiration, while nasal endoscopic surgery can be used as
an additional tool in selected cases [4,5].

Successful resection of the lesions can be accomplished by both
a transparotid transcervical approach and strictly a transcervical
approach. Mandibulotomy is generally not necessary except in
large tumors where wide exposure is necessary for the control
of vessels. Warthin’s tumors and other neurogenic tumors as well
as salivary malignancies have been described in parapharyngeal
space but are much less common [6-9].

Figure 3: Tumor compressing the oropharynx.

Figure 1: Right side soft palatal bulge with shifting of the uvula toward
the left side.

Figure 4: Tumor compressing the nasopharynx.
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Conclusion
Pleomorphic adenomas rarely involve the neck. Biopsy for
pathologic verification can be performed in selected cases by
using transnasal endoscopy as in this case or by fine needle
aspiration. Although the prognosis is good, the choice of treatment
is the complete resection of the tumor. But, because of recurrence
potential of this tumor, long-term follow-up is necessary.
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