
Less than 5% of all head and neck tumours are formed by 
salivary gland tumours. Pleomorphic adenomas (PAs) (benign 
mixed tumour) constitute approximately 70% of all salivary 
gland tumours (1, 2). PAs usually originate from the parotid 
glands and submandibular glands (3). Less commonly, PAs 
occur from the minor glands, especially in the lips and hard-
palate. PAs can also be originated in other sites such as the oral 
cavity, pharynx, sinuses, laryngeal area, and tracheal mucosa, 
where minor glands are present. PAs have rarely been found 
in the nasopharynx (1).

Generally, the presenting symptoms and treatment of PAs 
are based on the physical properties like the size and originat-
ing area of the tumour. Patients most frequently present with 
obstructive symptoms, including difficulty breathing, chronic 
sinusitis, nasal and postnasal discharge (1). Other symptoms 
include epistaxis, otalgia, headache, and serous otitis media 
(1). The primary treatment of this tumour is complete surgical 

resection. The nasopharynx is not easy to access with suitable 
surgical methods because of the inadequate exposure. Trans-
mandibular, transmaxillary, transpalatal and transpterygoid 
approaches have been used for larger tumours. The transnasal 
approach using an endoscope is indicated for selected small tu-
mours (2). In this article, we describe a PA in the nasopharynx 
of a patient who presented with serous otitis media and whose 
tumour was completely excised via endoscopic visualisation.

CASE PRESENTATION

The patient was male and 62 years-old. He had a sense of 
fullness, hearing loss and mild otalgia in his right ear for three 
months. There was no otologic disease or surgery in his pre-
vious history. A normal right auditory canal but an opaque 
and bulging tympanic membrane was detected by otoscopy. 
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The tympanometric evaluation of the patient revealed a type 
B tympanogram. Given this finding, serous otitis media was 
considered. Nasal endoscopic examination revealed a cystic 
and smooth mass originating from the right side of the naso-
pharynx. Also, it was enlarged to the Rosenmuller fossa and 
caused obstruction of the right Eustachian tube (Figure 1). The 
MRI showed a 1.3x2x1.3 cm sharply outlined lobar mass in 
the right side of the nasopharynx, spreading to the anterior of 
the fossa of Rosenmuller (Figure 2a, b).

By histological analysis of the biopsy, the lesion was diagnosed 
as PA. The area that the PA originated from was seen in the right 
anterolateral side of the nasopharynx with the aid of 0-degree and 
30-degree endoscopes (Karl Storz, Germany). The lesion was to-
tally excised from its originated area with the help of the electro-

cautery and forceps by the nasal endoscopic way. The Eustachian 
tube orifice was carefully inspected to determine the possibility 
of oedema and cautery inflammation. A shepard ventilation tube 
was inserted to the right tympanic membrane. No complication 
was developed. The postoperative diagnosis of the completely 
excised tumour histologically confirmed PA. Endoscopic and 
otoscopic examination of the patient revealed no abnormalities 
(Figure 3). One year after the surgery, control MRI showed no 
residual mass in the nasopharynx.

DISCUSSION

Pleomorphic adenoma constitutes the majority of benign 
tumours of all of the salivary glands (3). PAs are generally 

FIG. 1. Nasopharyngeal endoscopic examination of tumor
FIG. 3. Postoperative endoscopic examination of tumor at 1 year 
follow-up period

FIG. 2. a, b. Axial and coronal MRI images showing a mass in the right side of the nasopharynx (arrow)
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found in major salivary glands and rarely in the nasopharynx 
(3). To our knowledge, only a few cases of nasopharyngeal 
pleomorphic adenoma have been described in the English lit-
erature (4). When a PA 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, mucopurulan rhinorrhea, and serous otitis media, 
may also be reported. In our case, the major symptoms were 
hearing loss and ear fullness. Due to the unusual localisation 
of the tumour, lymphoma, angiofibroma, haemangioma, ham-
artoma, non-epithelial tumours, and various cysts should be 
considered in the differential diagnosis of PA (1).

The lesion usually appears with a smooth surface, an elastic 
and rubbery structure upon physical examination and no de-
struction of the mucosa of the surrounding adjacent structure. 
In addition, a PA does not bleed easily. Radiological evalua-
tion and endoscopic examination are very useful in determin-
ing the most appropriate surgical treatment. An imaging as-
sessment alone cannot differentiate a PA from other low-grade 
malignant tumours of the nasopharynx. An incisional biopsy or 
fine needle aspiration biopsy is needed for the initial diagnosis 
before the main treatment of the tumour. However, fine needle 
aspiration is not possible for a mass is in the nasopharynx (5). 
Total surgery excision is not simple because of the location of 
the tumour in the nasopharynx, which is adjacent to important 
structures, such as the Eustachian tube and the cranial nerves. 
Thus, selecting the correct surgery is important to avoid com-
plications. In the present case, we first performed a biopsy. 
Following the biopsy results, we totally removed the entire 
lesion via a transnasal endoscopic approach. Microscopically, 
epithelial, myoepithelial and stromal elements usually form 
the histologic structure of the PAs (2). Myxoid, cellular and 
mixed type are the main histological subgroups of PA.

The diagnosis of PA in the nasopharynx is not difficult. 
Complete excision is necessary for tumours with histologi-
cally clear margins (5). Although the surgical approach is not 
easy, en bloc resection of a PA in the nasopharynx is feasible. 
Complications like bleeding and Eustachian tube dysfunction 
after operation can occur and are usually due to blind resec-
tion. For nasopharyngeal PAs, the rate of malignant degenera-
tion is not known exactly, but degeneration to carcinoma ex 
pleomorphic adenoma were reported in some case reports (3).

External approach to the nasopharynx may lead to signifi-
cant postoperative morbidity. Therefore, we prefer to use an 
endoscopic approach to excise the tumour. The use of endo-
scopic techniques provides a large surgical field and excellent 
visualisation, thereby avoiding surgical morbidity. Endoscopy 
also prevents blind resection and the destruction of adjacent 
structures. In the present case, the endoscopic approach was 
preferred to remove the tumour from the nasopharynx, and en-
doscopy also helped to identify the attachment site of the lesion.

Careful follow-up of PA is necessary to ensure that an in-
sufficient excision is diagnosed at an early stage. Endoscopic 
examination must be combined with imaging. In our patient, 
the control imaging and examination were clear. Combining 
the endoscopic approach with robotic surgery is another inter-
esting possibility (6). Because of the potential malignant de-
generation of recurrences, the surgery for recurrent PAs must 
be radical and wide.
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