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Abstract (J Korean Assoc Oral Maxillofac Surg 2011:37:72-6)

Polymorphous low-grade adenocarcinoma on hard palate: case report

Young-Min Shin?, So-Young Choi*, Jin-Wook Kim?, Ki-Jung Byeon?, Chin-Soo Kim*
'Department of Oral and Maxillofacial Surgery, School of Dentistry, Kyungpook National University, Daegu, Korea
’Department of Dentistry, Ulsan University Hospital, Ulsan, Korea

Polymorphous low-grade adenocarcinomas (PLGA) are distinctive salivary gland neoplasms with a propensity to arise fransdlieamyjirgdands.
The most frequent location of PLGA is the palate, even though other locations have been described. Previously used @AnsdioidBLobular

carcinoma and terminal duct carcinoma.

Although the frequency of the tumor is unknown, the recognition of PLGA as an individual tumor has increased with thenestatllispecific

histopathological criteria characterizing the PLGA.

The first choice of treatment is a wide surgical excision including the subjacent bone if necessary. The prognosis iggeshardythe recurrence
rate ranges from 17% and 22%. Distant metastases is unusual (9%) but occur mainly in the regional lymph nodes.

This is a case report of a 67 year old female patient with PLGA who was treated with a wide excision by layers (2 stéggpofitickiding the
surrounding bone. We present this case with a review of the relevant literature.
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Fig. 1. Ulcerative lesion on right palate was showed at first visit.
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Fig. 2. PET-CT: without significant focal FDG uptake in right
palate. (PET-CT: positron emission tomography-computed
tomography, FDG: fluorodeoxyglucose)

Fig. 3. Excised mass of tumor and underlying bone.

Fig. 4. Intraoral view of postoperation state.
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Fig. 5. Ten months after surgery: operation site is unremarkable.
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Fig. 6. Histological overview.(H&E staining, original magnifi-
cation 4x10)
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Fig. 7. Schematic view of monobloc excision.

Fig. 9. Postoperative Water s view.
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Fig. 8. Schematic view of excision by layers.
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