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Mucoepidermoid Carcinoma of Maxillary Sinus : A Case
Report and Review of Literature
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Mucoepidermoid carcinoma (MEC) is a tumour of major and minor salivary gland, arising most commonly
from parotid gland followed by minor salivary glands. Rare case reports of mucoepidermoid carcinoma

arising from maxilla, maxillary sinus, eustachian tube, bronchi, breast and thyroid were reported. We report a rare case

of mucoepidermoid carcinoma of maxillary sinus in a patient with Hepatitis B positivity. The purpose of this review is

to discuss that in any maxillary carcinomatous swelling, mucoepidermoid carcinoma could be a differential diagnosis.

The location of the tumour close to vital structures makes the surgeon and radiation oncologist difficult to decide on

the treatment planning.

INTRODUCTION

Mucoepidermoid carcinoma is the most common malig-
nant neoplasm of salivary glands occurring more common-
ly in the parotid gland followed by minor salivary glands.
The palate was the most common site for minor salivary
gland involvement, accounting for 41.1% of intraoral le-
sions."? Atypical sites of mucoepidermoid carcinoma in-
cludes subglottis, lung, skin, eustachian tube, breast, thy-
roid and thymus.*? The most frequent histologic type in
paranasal sinus carcinoma were squamous cell carcinoma,
followed by adenoid cystic carcinoma, undifferentiated
carcinoma, adenocarcinoma and mucoepidermoid carci-
nomas.'” At present there is no uniformly accepted grad-
ing system for mucoepidermoid carcinoma.' Histologically,
mucoepidermoid carcinoma is classified into three types of
malignancy-low, intermediate, and high grade using five
histopathological features namely intracystic component,
neural invasion, necrosis, mitosis and anaplasia.MEC is a
highly aggressive tumor, its low-grade counterpart gland-
susually demonstrates a more benign nature.'?'?

CASE REPORT

A 33year old male presented to the Department of Radio-
therapywith the complaints of swelling on the inner aspect
of left side of the face since 2 months. The swelling was
gradual in onset and was progressive in nature. He gives
past history of visiting a dentist for tooth extraction 1 month
back. The swelling started increasing in size following ex-
traction and was associated with foul smelling discharge and
halitosis. Patient had history of smoking, alcohol and betel
nut chewing since 20 years. On general examination the pa-
tient was well built and well nourished. His vital signs were
in normal limits. On external examination of face ( Fig.1)
there was facial asymmetry of the left side.

Oral cavity examination revealed (Fig. 2) carries of the all
tooth and a single irregular swelling was seen at on the
palatal alveolus in relation to left inferior wall of maxilla.
Over the hard palate, a minimal swelling was noticed ex-
tending till midline, the associated palatal mucosa was ery-
thematous. On palpation the swelling was non-tender, firm,
not fluctuant, not mobile, compressible, and not reducible.
An ulcer was also noted on the buccal alveolar swelling.
The ulcer was irregular, 5 mm in its greatest extension, the
floor was erythematous, margins were sloppy, mildly ten-
der and its base was indurated. Cervical lymphadenopa-
thy was absent clinically. The patient's Hepatitis B status
was found to be positive. Ultrasonography of abdomen
showed hepatosplenomegaly with coarse liver echotex-
ture and enlarged portal vein suggesting parenchymal liver
disease with portal hypertension. CT scan of abdomen re-
vealed hepatic parenchymal disease with portal hyperten-
sion and hepatosplenomegaly.

Panoramic Radiograph (Fig.3) revealed bone loss in maxil-
lary tuberosity area which was extending to the maxillary
sinus and floating tooth appearance. CECT of face ( Fig.4 )
revealed heterogeneously enhancing ill-defined soft tissue
opacity was seen in the posterior half of left maxillary si-
nus associated with bony erosion of the medial , inferior
and lateral wall of posterior-inferior part of left maxillary
sinus and antrum. The lesion was seen infiltrating laterally
into the ipsilateral infratemporal fossa and buccal space.
Post extraction tooth defect was seen on left upper molar.
The bony nasal septum was centrally located, nasal turbi-
nates and meati were normal. Bilateral ethmoid, sphenoid
and frontal sinuses are clear and well pneumatized. Radio-
graphic findings suggested that the lesion was extensive,
aggressive, osteolytic with its epicenter within the maxilla.
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Histopathological examination of the swelling ( Fig.5, 6
) revealed a tissue partially lined by stratified squamous
epithelium underneath was a tumour composed of inter-
mediate cells having round to oval nucleus with scant ba-
sophilic cytoplasm mixed with epidermoid cells having
abundant eosinophilic cytoplasm and occasional cyst. Pap-
illary process projecting into the cyst lumina were noted.
Occasional tumour giant cells were seen in the hyalinised
stroma. Areas of necrosis were also noted. Features are of
Mucoepidermoid carcinoma - low grade. The radiograhic
evidence of complete destruction of maxillary sinus along
with histological features of low grade mucoepidermoid
carcinoma made us to reach final diagnosis of low grade
mucoepidermoid carcinoma of maxillary sinus.

DISCUSSION

Mucoepidermoid carcinoma are more common in females
than in males with a ratio of 3:1 but maxillary sinus non-
squamous cell carcinoma and primary central mucoepider-
moid carcinoma have a male predilection. Mucoepider-
moid carcinoma is the most frequent malignant salivary
gland neoplasm in children. 415

MEC of maxilla usually presents as a painless swelling.
Pain, paresthesia, numbness and tooth mobility are usual-
lyoccasional and late findings."’

RadiologicallyMEC can present with exhibit a unilocular or
multilocular radiographic lesions, mixed radiopaque-radio-
lucent lesions, destructive osteolytic lesions with illdefined
margins, and radiolucency with calcifications or new bone
formation and unusual ground glass appearance.’®

The tumour is histologically comprised of a mixture of mu-
cus cells, intermediate cells and squamoid or epidermoid
cells. This tumor may also demonstrate clear cell, onco-
cytic or columnar cells. Mucoepidermoid carcinoma are
graded by most using three tiers: low, intermediate and
high grade. The three most popular grading systems are:
the AFIP grading system, modified Healey system, and the
Brandwein system."?

Melnick M et al conducted to determine whether hCMV
would be important to the pathogenesis of mucoepider-
moid carcinoma (MEC) and was proven that there is a
causal relationship between CMV and mucoepidermoid
carcinoma. There is insufficient data to establish a relation-
ship between Hepatitis B viral infection and mucoepider-
moid carcinoma in this patient.? Imaging studies, including
CT, should be part of the early clinical management to de-
termine if a neoplasm is present.?'

Diagnostic workup should include MRI imaging, with or
without intravenous contrast since MRI imaging is highly
sensitive indetermining the borders and infiltration pat-
terns, as well as perineural invasion to the skull base and
meningeal layers.

The standard treatment for low-grade MEC with clinic
stage (T1 or T2; NO) is surgical excision. For highgrade tu-
mors, surgery and radiotherapy is recommended.The cure
rate after treatment for MEC with minor salivary gland in-
volvement 78,6% for low-grade MEC and 50% for high-
grade MEC.%2 The reported overall 5 year survival for MEC
ranges from 92 to 100% for low grade tumors, 62-92%
for intermediate grade tumors, and 0-43% for high grade
tumors.’” High-grade tumours are highly aggressive and
regional lymph node spread is common. The low-grade
variant usually demonstrates a favourable outcome, but it
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is important to note that metastasis may also be present.?

Ozawa H et al conducted a study in 43 patients with mu-
coepidermoid carcinoma in head and neck region with
showed the 5-year overall and disease-free survival rate
was 62.3 and 57.2% , the study also concluded that the
patient’s age and treatment method is the prognostic pa-
rameter.?*

Mucoepidermoid carcinoma is a radioresistant tumour,
however a rare case of mucoepidermoidtumour treated
with low, palliative doses of radiotherapy, resulting in par-
tial response and long term control for more than four
years.?
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Figure 1: Photograph of the patient showing left side
facial asymmetry

Figure 2: Photograph of the patient's oral cavity show-
ing growth in the left palatal region
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Figure 3 :Panoramic radiograph showing floating tooth
appearance

Figure 4: CT scan image of face showing heterogene-
ously enhancing ill-defined soft tissue opacity was seen
in the posterior half of left maxillary sinus
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Figure 5,6 : Hlstopathology Examination of the lesion.
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