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ABSTRACT
Pleomorphic adenoma (PA) is the most common benign tumour of the major or minor salivary glands. Among the 
minor salivary glands, the hard palate is the most common site, accounting for approximately 50%–60%. A giant 
PA can destroy bony compartment and can require extensive reconstruction with either an extraoral or an intraoral 
flap dissection. The aim of the paper was to present the clinical manifestations and results of treating palatal PA and 
to mark its most typical clinical features and surgical approaches. Surgical treatment of palatal PA depends on the 
tumour size and involvement of the adjacent soft tissues and bone. Only the most severe tumour presentations with 
major bone destruction require periosteum removal. All postoperative palatal defects should be closed by intraoral 
or extraoral flaps. Free skin graft from the tight can be a good surgical choice to reconstruct palatal postoperative 
defects.
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STRESZCZENIE
Gruczolak wielopostaciowy jest najczęstszym guzem łagodnym dużych i małych gruczołów ślinowych. Wśród ma-
łych gruczołów ślinowych, podniebienie twarde jest najczęstszym miejscem występowania, stanowiąc w przybliże-
niu 50–60%. Olbrzymi gruczolak wielopostaciowy może niszczyć kość i może wymagać rekonstrukcji z wytworze-
niem zewnątrzustnego lub wewnątrzustnego płata. Celem pracy było przedstawienie postaci klinicznej i wyników 
leczenia gruczolaka wielopostaciowego podniebienia i wskazanie jego najbardziej typowych cech klinicznych 
i dostępów chirurgicznych. Leczenie chirurgiczne zależy od rozmiaru guza i włączeniu w proces chorobowy kości 
i okolicznych tkanek miękkich. Tylko najcięższe postacie guza z dużą destrukcją kości wymagają usunięcia okostnej. 
Wszystkie ubytki pooperacyjne podniebienia muszą być zamknięte przez zewnątrzustne lub wewnątrzustne płaty. 
Wolny przeszczep skóry z biodra może być dobrym wyborem chirurgicznym dla zamknięcia pooperacyjnych ubyt-
ków podniebienia.

Słowa kluczowe: gruczolak wielopostaciowy, guz mieszany, małe gruczoły ślinowe.
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Introduction
Pleomorphic adenoma (PA) or benign mixed tu-
mour is the most common benign tumour of the 
major or minor salivary glands. It accounts for 
54–65% of all salivary gland neoplasias and 80% 
of benign salivary gland tumours. PA arises most 
commonly in the parotid gland; about 80% are 
reported in the parotid, 10% in the submandibu-
lar gland and 10% in the minor salivary glands of 
the oral cavity, nasal cavity and paranasal sinuses 
and the upper respiratory and alimentary tracts. 
Among the minor salivary glands, the hard pa-
late is the most common site, accounting for ap-
proximately 50–60%, followed by the upper lip 

(15–20%) and buccal mucosa (8–10%). It is usual-
ly slow-growing, painless, and firm on palpation. 
Possible complications for treatment include the 
risk of recurrence and malignant transformation. 
PA exhibits great histological diversity, such as dif-
ferentiation into oncocytic, sebaceous, mucinous, 
squamous, chondroid, osseous or adipose cells. 
Extensive squamous metaplasia can be mistaken 
for malignancy, including mucoepidermoid carci-
noma and squamous cell carcinoma. Its complex 
histological structure is the cause of diagnostic 
difficulties, especially regarding locations within 
the minor salivary glands [1–4].
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A giant PA can destroy bony compartment and 
can require extensive reconstruction with either an 
extraoral or an intraoral flap dissection.

Aim
The aim of the paper was to present the clinical 
manifestations and results of treating palatal PA 
and to mark its most typical clinical features and 
surgical approaches.

Case report
A 64-year-old woman was admitted to the De-
partment of Neurology of the District Hospital in 
Skarzysko-Kamienna. The reason for admission 
was numbness of the right upper and lower limb. 
Computed tomography of the head revealed small 
ischemic changes in the brain. Intraoral examina-

tion in the Department of Laryngology of the Di-
strict Hospital in Skarzysko-Kamienna detected an 
oval-shaped, giant, circumscribed tumour on the 
right palatal side, adherent to the underlying struc-
tures, covered with slightly erythematous palatal 
mucosa. The size of the lesion was 5 cm in diame-
ter. The tumour did not interfere with the patient’s 
daily activities. Clinical diagnosis of PA was suspec-
ted and confirmed with incisional biopsy. After 
stabilization of the patient’s neurological condi-
tion, the tumour was completely removed under 
general anaesthesia with nasal intubation, leaving 
the periosteum. A free full thickness split from the 
thigh was placed on the periosteum. A compres-
sion dressing was placed on the graft. After 5 days, 
the dressing was removed and the graft was he-
aling. A histopathological examination confirmed 

Figure 1. The giant pleomorphic adenoma of the palate
Rycina 1. Olbrzymi gruczolak wielopostaciowy podniebienia

Figure 2. Pleomorphic adenoma after surgical procedure
Rycina 2. Gruczolak wielopostaciowy po zabiegu operacyjnym
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PA, completely removed with margins without 
neoplasias. The 24-month follow-up recall reve-
aled good healing of the palate without recurren-
ce of the tumour. 

Discussion
The clinical presentation of a PA of the hard pala-
te is typically a firm or rubbery submucosal mass 
without ulceration or surrounding inflammation. 
Pain and tenderness are unusual. Tumour growth 
is slow. Smooth or multilobulated swelling over 
the hard palate is the most common clinical fe-
ature. Bleeding, ulceration and itching are rare 
symptoms. In our case, smooth painless swelling 
overlaying normal mucosa was the predominant 
symptom, too. Even so, the giant tumour did not 
interfere with the patient’s daily activities. 

Computed tomography is very useful in diagno-
sis and planning surgical treatment and can reveal 
an intact hard palate with minor erosion or no ero-
sion or full thickness erosion of the hard palate. The 
involvement of the infratemporal fossa or floor of 
orbit or erosion of the maxillary sinus wall can mi-
mic a malignancy and require more extensive sur-
gical approaches. An intact hard palate or its minor 
erosion are the most favourable prognosis. Diffe-
rential diagnosis of PA includes odontogenic and 
non-odontogenic cysts, soft tissue tumours such 
as fibroma, lipoma, neurilemmoma, neurofibroma 
and rhabdomyosarcoma, palatal abscess and sali-
vary gland tumours, particularly mucoepidermoid 
carcinoma and adenoid cystic carcinoma [5].

Typical features of PA are a focally very thin cap-
sule, the absence of encapsulation, pseudopodia 
projecting into the surrounding tissue or satellite 
nodules outside the capsule. These features have 
their clinical implications and increase the risk of 
recurrences. The results of other studies indicate 
that the majority (68–100%) of PAs of intraoral mi-
nor salivary glands are either partially encapsula-
ted or nonencapsulated [3]. The high ratio of no-
nencapsulated structures requires more extensive 
surgical methods to minimize the risk of recurren-
ces. Extensive surgical treatment is also required 
because of potentially primary or secondary mali-
gnant manifestation of PA. Carcinoma ex pleomor-
phic adenoma (CXPA) is an unusual epithelial mali-
gnancy that develops from a primary or recurrent 
PA. On histopathological examination, the CXPA 
comprises a wide morphological spectrum with 
a variable proportion between the benign and ma-
lignant components, with the latter often predo-
minating and overlapping the PA, which may cause 
misdiagnosis [5]. The pathogenesis of CXPA rema-

ins unclear, but the accumulation of genetic altera-
tions on long-standing tumors seems to be a cru-
cial event in carcinomatous transformation of PA.

The treatment of choice for PA in the minor sa-
livary glands is wide local excision with the remo-
val of periosteum or bone if they are involved. Sim-
ple enucleation of this tumour leads to a high local 
recurrence rate and should be avoided [6]. Longe-
vity and recurrence are risk factors for malignant 
transformation. The propensity for malignant 
transformation is documented to be 1.9–23.3% [7]. 
The primary goal of excision should be complete 
removal of the mass without risking recurrence. 
Surgical treatment depends on possible hard pa-
late erosion and the involvement of the adjacent 
bony compartments. In cases of an intact hard pa-
late or an intact hard palate with minor erosions, 
excisions of mass with underlying periosteum and 
curettage of any hard palate bone involved is the 
most recommended method. In more severe full 
thickness erosion of hard palate, reconstruction by 
palatal flap is required. In cases of the most seve-
re bone destruction total maxillectomy and recon-
struction by obturator are needed [5]. According to 
Sharma et al., tumours of the hard palate should 
be excised down to the periosteum, including the 
overlying mucosa with 1 cm clinical margins at the 
periphery [8]. Excision of palatal bone is not requ-
ired as periosteum is an effective anatomical bar-
rier. If the tumour extends to the soft palate, the 
excision should include the fascia over the muscles 
of the soft palate. In our case, the periosteum was 
left, too. In our opinion, the periosteum is an ef-
fective anatomical barrier for tumour growth and 
recurrence and prompts the proper postoperative 
healing. Extensive palatal surgery can lead to loss 
of palatal mucosa integrity. Various surgical tech-
niques have been suggested for the closure of 
palatal defects, which include secondary healing, 
palatal flaps, tongue flaps, and turnover flaps of 
adjacent mucoperiosteum. The simplest method 
for the closure of the palatal defect is an adjacent 
mucosal flap. This treatment produces excellent re-
sults. The excised region can also be left to heal by 
secondary intention. In this case, the tumour itself 
serves as a tissue expander, to advance adequate 
mucosal coverage, and achieve primary healing [7]. 
In our opinion, the main limitation of this method 
is tumour size. Giant PAs are a contraindication for 
adjacent mucosal flap application. All surgical me-
thods should ensure the complete tumour resec-
tion with a low risk of recurrence and the reliable 
reconstruction of the palate [8]. One of the recom-
mended surgical methods is a graft from the buc-
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cal fat pad. The free fat tissue graft harvested from 
the buccal fat pad can be used to reconstruct the 
soft-tissue defects of the palate. It is a simple proce-
dure with minor complications; manipulation and 
handling the graft are easy. According to Kablan, 
there was complete epithelialization of the graft at 
the recipient sites after 3 months [10]. The possi-
ble complications include distant dehiscence and 
necrosis, limitation in mouth opening, mild oblite-
ration of the vestibule, limitation of passing it thro-
ugh dentate areas that can compromise the blo-
od supply, and the limitation of its applications at 
large defects and in lesions at the anterior regions 
in the oral cavity. In our case, the skin graft from 
the tight was used to reconstruct the hard palate. 
In our opinion, this method should be taken into 
consideration, especially in giant PA. It is a reliable 
reconstruction with minimal postoperative com-
plications. This method of reconstruction does not 
limit mouth opening and does not decrease the 
prosthetic area for future dentures. Skin flap from 
the tight provided rich blood supply and favoura-
ble condition for uncomplicated healing. The sur-
gical approach to the palate is possible by Le Fort 
I osteotomy. The Le Fort I osteotomy approach al-
lows direct visualization of the tumour and ensures 
a wide excision, increasing safety and minimizing 
the possibility of recurrence [11]. There is also a po-
ssible reconstruction of postoperative palatal de-
fects by removable partial dentures or obturators 
[12]. In our opinion, this method of reconstruction 
decreases the patient’s quality of life and should 
not be recommended. It can be applied only in the 
most difficult surgical approaches. 

Conclusions
The hard palate is the most common intraoral site 
for PA. Surgical treatment of palatal PA depends 
on the tumour size and involvement of the adja-
cent soft tissues and bone. Only the most severe 
tumour presentations with major bone destruc-
tion require periosteum removal. All postoperati-
ve palatal defects should be closed by intraoral or 
extraoral flaps. Free skin graft from the tight can be 
a good surgical choice to reconstruct palatal po-
stoperative defects.
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