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Abstract: 

  Mucoepidermoid carcinoma (MEC) is a malignant salivary gland 

neoplasm which exhibits a widely diverse biologic behavior, well correlated with the 

histological grade of the tumor. About 6% of the major and 19% of the minor salivary 

gland tumors is mucoepidermoid carcinoma. It is commonly seen on palate, buccal 

mucosa, tongue, and the retromolar area. It is a rare entity on the gingiva, because of the 

absence of salivary glands in this location. Here, we present a case report of 

Mucoepidermoid carcinoma of the mandibular lingual gingiva. It was clinically 

diagnosed as Pyogenic granuloma. Based upon the histopathological findings and special 

stains like Periodic Acid Schiff’s and Mucicarmine a confirmatory diagnosis of 

Mucoepidermoid carcinoma was given. Careful examination and histopathological 

correlation are mandatory, for better prognosis of the patient.  
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INTRODUCTION : 

  Most malignant tumors arising in the gingiva are squamous cell 

carcinomas. Salivary gland tumors occurring in the gingiva are rare (1). Mucoepidermoid 

carcinoma is a common malignant lesion of the major and minor salivary glands (2). It is 

defined as “a malignant glandular epithelial neoplasm characterized by mucous, 

intermediate and epidermoid cells, with columnar, clear and oncocytoid features” (3). It 

was first described by Masson and Berger in 1924 (4). In 1945, Stewart and associates 

described its mucous-secreting and epidermal cellular elements thus establishing it as a 

pathologic entity (5).  

  This carcinoma of the salivary glands accounts for 5% of all salivary gland 

tumors. About 2/3 arise within the parotid gland and 1/3 arise within the minor salivary 

glands. It is also the most common malignant tumor to arise in children and adolescents 

under 20yrs of age (6). The female to male ratio was 1.3: 1. Although the palate was the 

most frequent site for mucoepidermoid carcinoma (37.5%), tumors were frequently found 

in the gingiva (18.8%), floor of the mouth (18.8%), the buccal mucosa (12.5%), the lip 

(6.2%) and the tongue (6.2%) (7).The characteristic presentation is that of a painless, slow 

–growing mass (8).  

  Microscopically the tumor is composed of combination of mucinous, 

squamous and intermediate type cells. Mucinous cells are intensely positive for 

mucicarmine and PAS-Alcian blue (9).  

  Standard treatment for MEC is surgical resection, with an adequate 

margin. MEC has been considered a radioresistant tumor, though postoperative radiation 

is thought to be effective (10). The prognosis for low-grade lesions is excellent, with a cure 



rate of over 90 %. Intermediate-grade lesions are more aggressive, whereas for high-

grade lesions the survival rate is only 30%-54% (11). 

 

CASE REPORT: 

  A 39 year old female patient reported to the department of Oral and 

Maxillofacial Pathology with an asymptomatic swelling in the right lower back tooth 

region, which was noticed 3 months back. Past medical and dental history was non 

contributory. Extra oral examination revealed no facial asymmetry & no 

lymphadenopathy.  

  Intra oral examination revealed a well circumscribed, pink colored, non 

ulcerative, 3x2.5cm sessile mass on the gingiva extending to the alveolar mucosa 

lingually, in relation to 45 & 46 (Fig. 1). On palpation, it was soft to firm, non tender, not 

compressible, showing blanching on pressure, bleeding on probing and no associated 

tooth mobility.  

  Radiographs reveal no bony erosion. The complete blood picture also 

showed normal results. Based upon the clinical and radiological information, a 

provisional diagnosis of Pyogenic granuloma was given. An excisional biopsy was 

performed under local anesthesia.  

  Microscopic examination revealed a tumor composed of numerous nests 

of epidermoid cells admixed with few clear cells and mucous cells in some areas, within 

a connective tissue stroma. The epidermoid cells are characterized by squamoid features 

demonstrating a polygonal shape and few areas of keratinization. Dysplastic features like 

hyper chromatism, prominent nucleoli, altered nuclear – cytoplasmic ratio and mitotic 



figures were observed. Some areas showed mucous cells with foamy cytoplasm and clear 

cells with vacuolated cytoplasm. (Fig. 2)   

  Special staining procedures like “Periodic Acid Schiff’s stain” (PAS) and 

“Mucicarmine stain”, were performed, both of which showed positive results (Fig.3 & 4). 

  Based upon the histopathological features and results of special stains a 

confirmatory diagnosis of “Mucoepidermoid carcinoma – High grade” was given.   

 

DISCUSSION:  

  Mucoepidermoid carcinoma is the most frequently diagnosed malignancy 

of the salivary glands and has the second highest frequency of occurrence. The term 

“Mucoepidermoid tumor” was first used by Stewart, Foote, and Becker in 1945. In most 

of the cases, the etiology is unknown, the most common probability being therapeutic 

radiation (12, 13). Specific etiologic factors for MEC were not evident in our study.  

  Although MEC accounts for less than 10% of all tumors of the salivary 

gland, it constitutes approximately 30% of all malignant tumors of the salivary gland (13). 

Mucoepidermoid carcinomas account for 50% of malignant salivary gland tumors in 

children (8).                                                                                                                        

  The prevalence of MEC is noted to be highest during the 3rd and 5th 

decades of life (14). It shows a slight female predilection with a ratio of 3:1(12). In our case 

also the age and gender predilection of the patient are consistent with the above 

mentioned findings.             

 



  The most common intraoral site is palate (17.9%), followed by cheek 

(5.5%), lip (3.4%), tongue (3.4%), floor of the mouth (3.0%) and gingiva (0.6%) (12, 15). 

One case of an intraoral MEC occurring on the lower gingiva was reported and it showed 

metastasis to cervical lymph nodes, which was confirmed by CT findings (16). Ide et al., 

reported a case of a firm, polypoid, non-ulcerated mass tethered to the gingiva, which 

was histopathologically diagnosed as Sclerosing mucoepidermoid carcinoma with 

eosinophilia (17). In our case, the lesion occurred on the gingiva which is a rare site.     

  It is a very rare entity on the gingiva, due to the absence of salivary glands 

in this location. Though gingival metastases are rare, a case of Mucoepidermoid 

Carcinoma of the oesophagus which showed an unusual metastasis to gingiva & pharynx 

was reported by Dimri et al (18).  

  Similarly, Hentati et al., reported a case of a 47 year old man presenting 

with a gingival metastasis from non-small cell lung carcinoma (15). So in our case, we 

confirmed that, there was no evidence of any primary lesion in the above mentioned 

areas, with a chest x-ray and abdominal scan.  

  Earlier, an intra osseous Mucoepidermoid carcinoma arising from salivary 

gland inclusions in the mandible was reported by M. Dorman et al (19). Interestingly, 

Bernard et al. have reported about 6 cases of choristoma arising from ectopic salivary 

glands on gingiva (20).  

  From the foregoing, as the tumor was located on the gingiva, and since 

there was no evidence of any primary lesion that would have metastasized, we arrived at 

a point that it would have originated from an ectopic salivary gland. Ectopic salivary 

gland tissue occurs in many sites within the head and neck region (21). 



  Microscopically the tumor is composed of combination of mucinous, 

squamous and intermediate type cells. Mucinous cells are intensely positive for 

mucicarmine and PAS-Alcian blue (9, 22). In our case also, similar results were observed.  

  Studies of Ki-67 and PCNA expression demonstrate the difference in 

immunoreactivity for these proliferation markers between low- and high-grade MECs. 

Clinicopathological studies have shown increased Ki-67 and PCNA immunoreactivity in 

MECs. Relatively few tumor cells show PCNA or Ki-67 immunoreactivity in low-grade 

MECs, while intermediate-grade MECs show a moderate increase (23).  

  Radical surgery is the treatment of choice for all high-grade MECs, or 

low/intermediate-grade tumors that are large and involve the bone. It is contraindicated in 

small, localized tumors with low- to intermediate-grade histological appearance (23).  

Radiation therapy is used with surgery although this carcinoma seems to 

be radioresistant. Radiation therapy should be added in high-grade tumors and for 

patients with unclear surgical margins or for patients with positive lymph nodes. It is 

generally accepted that for high grade MECs, radiotherapy combined with surgery should 

achieve local control of the disease and good survival rates (24).  

  For the MECs, the histopathological stage of the tumor is to be associated 

with the clinical findings (rapid or slow development, symptomatic / asymptomatic, the 

location of the tumor, in the palate, in the floor of the mouth, the clinical staging T1 – 

T4), before any treatment decisions are made (2).       

In our case, surgical excision of the lesion was done, healing was good 

and there was no evidence of any recurrence even after 6 months.  



Prognosis of MEC’s is a function of the histological grade, adequacy of 

excision, and clinical staging.        

CONCLUSION: 

In most of the cases, gingival lesions might appear clinically benign, but 

sometimes may show a malignant histological course. Hence, dental and medical 

practitioners who treat oral lesions should consider biopsy as an important diagnostic tool 

which aids in early diagnosis and   therapeutic intervention for better prognosis.  
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Fig. 1: A painless, slow growing lingual mass i.r.t. 45; 46  

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Fig. 2: H & E stained section showing prominent nucleoli (A); Mitotic 

figure (B); & Altered nuclear-cytoplasmic ratio (C) (High power view)    
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Fig. 3: Periodic Acid Schiff Staining showing positivity  

 

 

 

 

 

 

 

 

 



 

 

 

Fig. 4: Mucicarmine stain showing positivity 

 

 

 

 

 

 

 

 

 

 


