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Table 1. WHO classification of salivary gland tumors

Malignant tumors
Mucoepidermoid carcinoma
Adenoid cystic carcinoma
Acinic cell carcinoma
Polymorphous adenocarcinoma
Clear cell carcinoma
Basal cell adenocarcinoma
Intfraductal carcinoma
Adenocarcinoma, NOS
Salivary duct carcinoma
Myoepithelial carcinoma
Epithelial-myoepithelial carcinoma
Carcinoma ex pleomorphic adenoma
Secretory carcinoma
Sebaceous adenocarcinoma
Carcinosarcoma
Poorly differentiated carcinoma
Undifferentiated carcinoma
Large cell neuroendocrine carcinoma
Small cell neuroendocrine carcinoma
Lymphoepithelial carcinoma
Squamous cell carcinoma
Oncocytic carcinoma
Benign tumors
Pleomorphic adenoma
Myoepithelioma
Basal cell adenoma
Warthin tumor
Oncocytoma
Lymphadenoma
Cystadenoma
Sialadenoma papillfereum
Ductal papilloma
Sebaceous adenoma
Canalicular adenoma and other ductal adenomas
Uncertain malignant potential
Sialoblastoma

19

i

S AFoAE S8 4 “ﬁ%“—‘io}
ato] opapo] WAYsEY), o8 THAEF
gha1 she} 16810 o] ol Foko] 2 2ehA o} o=

[e]

pdHsE

HeFol

L joF

USRS WA = i)

o
Mol

i

1| 4| 283 (minimally

adenocarcinoma, not otherwise specified NOS),
Aok HATekE So] zatE) Y gz
oF£2 muhl ¥ (intracapsular),
invasive), 288 (widely invasive) & & U&= 4=
Qe Y WHO 712ell jahdl opdggol thgils
of ot el Fgsle] oS W= wuhpg, wjue] 4
1.5 mm o8} LWL vl mAHEH, 1.5 mm o]
Abo] Wi WA gF o7 BEsicl oY njuk g}
uww 299l Aol THEAET} 57} Ao vl gk
o orelA glovt BUPAETY AL Bape
A+ SHmyoepithelilal

ol

i

"4] 5 HolA "' ok,

carcinoma)2 T E o u 93 el e YA A
o1 Bt 5 A U o FE Mol Aoz el
UCE P AFFaAFol A opHsh) dojdt BB
o] AA| il ] HPAFo] tiFEel Bk
=3 M-S AAZAA T SR AAIA Sed=
v 4 Sk

Warthin S

g Aol ojo] FHAR &3t
o} o9 gatol A © o] whyEkal
e %E*e,—*év—r‘a“ﬂ%‘(papﬂlary cystadenoma
lymphomatosum)©]2h= 0|50 2% E&2|%o] T4
AT A E (oncocyte) 7} G- FAFOZ Afhe, FREH
Z7} 7HAZ R of| Bxsie) Y Qolx o gl by
3= Hol= A7t Ttk (Fig. 2A). ARG AA =LA

of| Al AV A 27} Hxrel gy e o Z
3} 2 OIEHFig 2B). 19) ZAsA 0 72 = B3 WA
T2 YR 5 =717 &5k, oldg YAzt
=7 T 39 AuMER 95Hci(Fig 2C, D). °ol&



J Clinical Otolaryngol 2020;31:18-28

Fig. 1. Pleomorphic adenoma. A: Grossly, tumor is relatively well demarcated. B: Chondromyxoid stroma is observed
in fine needle aspiration. C: Histologic sections show tubules composed of luminal cells and myoepithelial cells. D:
Myxoepithleilal cells produce characteristic chondromyxoid stroma.
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Fig. 2. Warthin's tumor. A: The cut surface of the tumor is mottled with cream-colored spot and shows a focal cysTC|
change. B: Oncocytic epithelial cells are scattered in a background of small lymphocytes. C: Histologically, papil-
lary growth and lymphoid stroma is characteristic. D: The cyst lining epithelium is bilayered.
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Fig. 3. Basal cell adenoma. A: The tumor is surrounded by a fibrous capsule. B: Tumor cells grow in solid, frabecular,
or solid patterns. C: At the periphery of the tumor clusters, the cells are palisading. D: The tumor is infilfrating info the
adjacent fissue at the lower right corner of the figure.
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Fig. 4. Myoepithelioma. A: Grossly, ftumor is well demarcated. B: Low power view shows capsule separates tumor
from the parenchyma. C: Tumor grows in cords, and tubular fashion. D: S100 protein is strongly positive.
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Fig. 5. Mucoepidermoid carcinoma. A: Aspiration shows clusters of mucous and epidermoid epithelial cells. B: Simi-
larly, histologic section reveals cystic spaces. C: They are lined by mucous cells, intermediate cells, and epidermoid
cells. D: High grade tumor contains more epidermoid cells.
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Fig. 6. Adenoid cystic carcinoma. A: Fine needle aspirate consists of small basaloid cell clusters with well demarcat-
ed basement membrane materials. B: In this section, cribriform growth is pronounced. C: Basement membrane hya-
line globules are noted. D: Perineural invasion is not infrequently found.

Fig. 7. Salivary duct carcinoma. A: The aspirate shows atypical cells with pleomorphlc nuclei. B: Observed are cohe-
sive tumor cell sheets showing cribriform pattern. C: The tumor cells have thick nuclear membrane, prominent nucle-
oli, and plump eosinophilic cytoplasm.
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Fig. 8. Acinic ceII carcinoma. A: Tumor cells are larger than normal acinar cells. B: Low power view shows pushing mar-
gin of tumor. C: Microcystic pattern is noted. D: The sheets of tumor cells are delineated by delicate blood vessels.

Fig. 9. Secretory carcinoma. A: Tumor ceIIs show granular cytoplasm. B: Infraluminal colloid-like moterlol is noted.
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Table 2. Major genetic alterations in salivary gland neo-
plasms

Gene Alteration

PLAG1 Rearrangement
HMGA2 Rearrangement

Tumor

Pleomorphic adenoma

Mucoepidermoid carcinoma MAML2 Rearrangement

Adenoid cystic carcinoma  MYB Rearrangement
Secretory carcinoma ETVé6 Rearrangement
Salivary duct carcinoma HER2 Amplification
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