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Nasopharyngeal Pleomorphic Adenoma:  
A Difficult Surgical Proposition 
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Case Report

CASE REPORT
A 21-year-old female was referred to us with complaints of gradually 
progressive, left sided nasal obstruction since three years. On 
thorough clinical examination, a bulging was present on the soft 
palate on the left side and the uvula was pushed to the opposite 
side. The left sided tonsil was noted to be pushed medially, almost 
up to the midline [Table/Fig-1]. On diagnostic nasal endoscopy, a soft 
tissue bulge was seen over the roof of the left side of the soft palate 
with septal spur bilaterally with deviation of nasal septum to right.

The patient had already been evaluated with a plain and contrast- 
enhanced MDCT scan of the nasopharynx and the parapharyngeal 
space done in the axial plane with multiplanar reformations. These 
imaging tests showed a fairly large ill-defined heterogeneously 
enhancing soft tissue lesion with internal nodular calcifications 
involving pharyngeal mucosal space and parapharyngeal space on 
the left side at the nasopharyngeal level extending onto the oropharynx 
[Table/Fig-2,3]. The lesion measured about 5.8 X 5.1 X 3.9 cm in 
size and caused gross narrowing of the nasopharyngeal airway 
[Table/Fig-4]. There was obliteration of the fossa of Rosenmuller on 
the left side. The infratemporal fossa was normal and the right side 
appeared to be free of disease. Submandibular and parotid salivary 
glands were normal on either side. There was no enlarged lymph 
node seen in the neck. Ear and laryngeal examination were within 
normal limits.

An intraoral incisional punch biopsy of the tumour was performed 
which on microscopy showed both epithelial and stromal elements. 
The epithelial elements formed trabeculae and tubules. The 
ductules showed both the epithelial and myoepithelial components 
and the stroma showed hyaline cartilage. It was confirmed to be a 
pleomorphic adenoma of a minor salivary gland.

A complete surgical excision was planned for the patient. Following 
elective tracheostomy, a transcervical approach to the tumour was 
attempted but since the tumour was deep and higher up, it could 
not be accessed. Following this, a lateral rhinotomy and lip split 
were performed and the maxilla was split in the midline using a 
microdrill and a gigli saw and the tumour was exposed. On digital 
palpation, the tumour was noted to be extending deep into the left 
parapharyngeal space and was delivered by blunt dissection as it 
was a well-encapsulated tumour [Table/Fig-5,6]. Complete surgical 
removal of the tumour was done and intermaxillary wiring was done 
[Table/Fig-7]. The wire was removed after three months. The patient 
reported an improvement in symptoms and the nasopharynx was 
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AbSTRACT 
Salivary gland tumours of the nasopharynx are rare and when present, tend to be malignant. Here, we report an unusual case of 
benign pleomorphic adenoma of the minor salivary gland arising from the nasopharynx in a 21-year-old female who presented with 
unilateral nasal obstruction. The radiological features of non-invasion of surrounding structures gave the first clue of benignity of 
the lesion as well as the location, size and anatomical relations of the tumour with the surrounding structures. This information was 
useful in planning the surgical approach and predicting the prognosis. Local and adequate excision appeared to be adequate.

[Table/Fig-1]: Clinical picture showing bulge over the soft palate, uvula and tonsil 
being pushed to the opposite side.
[Table/Fig-2]: Axial section showing the medial and lateral extent of the tumour. 
Laterally, the tumour is extending into the parapharyngeal space.

[Table/Fig-3]: Coronal section showing the superior and inferior extent of the tumour. 
Superiorly, extending up to the skull base. Internal nodular calcifications seen.
[Table/Fig-4]: Sagittal section showing the anterior and posterior extent of the tumour.

[Table/Fig-5,6]: Enucleation of the tumour.

disease-free even at six months.

On histopathological examination of the mass, the tumour was 
composed of epithelial and stromal elements. The epithelial elements 
were oriented in cords, tubules and nests; consisting of cells with 
uniform round nuclei and moderate cytoplasm. The stroma was a 
mixture of fibrous, myxomatous and focally chondromyxomatous 
elements. A mild diffuse mononuclear cell infiltration was noted. No 
evidence of malignancy was seen. The features were suggestive of 
benign mixed tumour or pleomorphic adenoma of the minor salivary 
gland [Table/Fig-8].
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DISCUSSION
Benign tumours of nasopharynx are rare, as nasopharynx is considered 
as one of the notorious anatomical sites for malignant tumours. 
Pleomorphic adenoma or benign mixed tumour is the most common 
salivary tumour, accounting for up to two-thirds of all salivary gland 
neoplasms [1]. Approximately 85% of all pleomorphic adenomas are 
found in the parotid glands, 10% in the minor salivary glands and 5% in 
the submandibular glands [2]. These are benign tumours. If the minor 
salivary glands are involved, the most common site is palate but it 
can also occur in other sites including the upper lip, cheek, pharynx, 
floor of the mouth, larynx and trachea [3,4]. The first site of origin in 
nasopharynx is very rare. For most tumour types, there is a slight female 
preponderance. All age groups may be affected. However, the most 
common age for the presentation of a benign salivary gland tumour 
is the fourth decade of life [5]. Palate, nasal cavity and nasopharynx 
have abundant salivary glands and pleomorphic adenoma is the most 
common benign tumour of these glands. 

When a pleomorphic adenoma arises from the nasopharynx, the 
major symptom is nasal congestion due to obstruction of the nasal 
airway. Other symptoms, such as epistaxis, otalgia, dysphagia, 
hearing loss, mucopurulent rhinorrhea and serous otitis media may 
also be reported [6]. Prominent bulge over the soft palate before the 
lateral pharyngeal wall and tonsil are pushed medially which is one 
of the earliest features of a parapharyngeal mass [7]. Pleomorphic 
adenoma in the parapharyngeal space most commonly arises from 
the deep lobe of parotid, palpated externally as a retromandibular 
mass [7]. In this patient, CT localized the tumour to the nasopharynx 
causing gross narrowing of nasopharyngeal airway with obliteration 
of fossa of Rosenmuller as well as the parotids were normal on 
both sides. The patient can present with complaints of trismus 
and with symptoms of cranial nerves 9,10,12 or sympathetic chain 
involvement, which was not seen in our patient [7]. 

A retrospective study by Prasad SC et al., indicated that benign 
Parapharyngeal Space (PPS) tumours can be effectively managed 
with a lateral skull base approach, which, according to the 
investigators, offers excellent exposure and reduced morbidity [8]. 
Transcervical, transcervical-transparotid, transcervical-transmastoid, 
and infratemporal fossa approaches were used, with 46 of 48 
tumours (96%) undergoing total radical removal [8]. Transcervical 
approach could not expose the tumour in this case.

The tumour is usually well encapsulated and appears with a smooth 
surface, an elastic and rubbery structure upon physical examination 
with no destruction of the mucosa of the adjacent structures. 
In addition, it does not bleed easily. Microscopically, epithelial, 
myoepithelial and stromal elements usually form the histologic 
structure of pleomorphic adenomas [9]. Myxoid, cellular and mixed 
types are the main histologic subgroups of pleomorphic adenoma. 
Radiological evaluation and endoscopic examination are very useful 

in deciding the most appropriate surgical treatment. CT provides 
excellent detail of tumour volume and can help with surgical 
planning in identifying the relation to vessels and bony landmarks 
as well as identify involved lymphatics. However, it requires contrast 
and radiation. In contrast, MRI does not require ionization radiation, 
provides excellent soft tissue detail. MRI is superior in defining the 
tumour boundaries and is thought to be more useful to determine if 
nerve involvement is present [10]. An incisional biopsy is a must for 
initial diagnosis before the main treatment of the tumour. 

Complete surgical excision is necessary for tumours with histologically 
clear margins but may not be easy owing to its proximity to important 
structures, like the eustachian tube and cranial nerves. Complications 
like bleeding and eustachian tube dysfunction can occur after 
surgery. Surgical resection may be done either by a transnasal 
endoscopic approach or by an external such as the transpalatal, 
transmaxillary, transmandibular and transpterygoid approach but 
the external approaches may lead to postoperative morbidity. Roh 
et al., treated a case of nasopharyngeal pleomorphic adenoma with 
surgical approach using the endoscope [3]. Also Lee SL et al., used 
the endoscopic approach with excellent results [11]. Thakur JS et 
al., were the only ones to utilize the FNAC for first and erroneous 
diagnosis of carcinoma [12]. In this case, since it was a large tumour 
with extension into the parapharyngeal space, a transmaxillary 
approach was taken with maxillary split for removal of the tumour. 

CONCLUSION
Pleomorphic adenoma of the nasopharynx is a very rare disease. 
The radiological feature of non-invasion, clinical presentation of 
the tumour showing no bleeding and multilobulated appearance  
gives us clues on the diagnosis. The final confirmation is by the 
histopathological examination. From the review of literature and our 
experience, the gold standard for treatment is surgical excision, 
either by an endoscopic approach or transmaxillary, transpalatal, 
transmandibular and transpterygoid approach.
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[Table/Fig-7]: Intermaxillary wiring. [Table/Fig-8]: Histopathological appearance of 
the tumour.


