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INTRODUCTION 

Low-grade papillary adenocarcinoma (LGPA) was first 

described by Allen et al. in 1974 with a follow up 

publication by Mills et al. in 1984.
[1,2]

 While it has been 

described as a relatively rare histologic variant of PLGA, 

controversy exists in the literature regarding whether 

LGPA should be classified as an entity distinct from 

PLGA based on a more aggressive oncologic potential. 

 

PLGA unified several histologic classifications, 

including Low Grade Papillary Adenocarcinoma, 

terminal ductal carcinoma (TDA) and lobular 

carcinoma.
[3,4]

 Prior to its recognition, it was commonly 

diagnosed as adenoid cystic carcinoma, while over the 

last two decades there has been substantial data 

published on the features of PLGA differentiating the 

two.
[5]

 It is the second most common primary minor 

salivary gland malignancy after mucoepidermoid 

carcinoma, comprising 9–26.4% of all salivary 

malignancies.
[6-8]

 It commonly arises in the palate (49–

77.8%), followed by either the buccal mucosa or upper 

lip (7.4–13.4%) and can also involve the floor of the 

mouth, lower lip, alveolar ridge and tongue.
[4, 6, 9, 10]

 

 

CASE REPORT 

19years young female presented with complaints of 

swelling over buccal mucosa since 6 months. On 

examination there was a non- tender, firm to hard mass 

measuring 3x2x2 cms.  

 

The mass was excised and sent to department of 

pathology for histopathological examination. 

 

GROSS FEATURES 
We received 3 soft tissue masses all together measuring 

3x1x1cms with nodular surface. Cut section showing 

grey white, grey brown areas. 

 

 
Fig 1. - Gross picture showing illdefined submucosal 

lesion with grey white to grey brown areas. 
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ABSTRACT 
Low grade papillary adenocarcinoma of minor salivary glands is rare and tends to occur in the palate. This tumour 

has distinct but rather deceptive histomorphological features, which may cause erroneous diagnosis. An extensive 

English language literature review revealed very few cases documented. Low grade papillary adenocarcinomas 

appear to have more aggressive biological behavior compared with other low grade adenocarcinomas in this 

region. We report an additional case and discuss the literature. 
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MICROSCOPIC FEATURES 
Histological sections of the tumors, stained by 

haematoxylin and eosin showed tumour tissue composed 

of a papillary component, gland forming tumour islands 

and a minor salivary gland component (Fig. 1), papillary 

component predominated. Individual cells have moderate 

amount of cytoplasm, oval nuclei with moderate 

pleomorphism, prominent single nucleoli and fine 

chromatin. Only occasional mitotic figures were seen. 

 

 
Fig 2: Micrograph showing tumor forming islands in 

submucosa along with normal salivary gland tissue 

40x H & E stain. 

 

 
Fig 3: Micrograph showing extensive papillary 

formations x100 H & E stain. 

 

 
Fig 4: Micrograph showing tumour cells with bland, 

vesicular chromatin 400X H & E stain. 

 

DISCUSSION 

Polymorphous low grade adenocarcinoma (PLGA) term 

was first coined in 1984.
[13]

 PLGA has become 

characterized by its architectural diversity, cytological 

uniformity and indolent clinical behaviour. Cases have 

been documented in patients of almost all ages, with the 

mean age commonly in the sixth decade; some studies 

show no gender predilection, while others demonstrate a 

2:1 female-to-male ratio.
[4, 6, 9 and 10]

 However, 

controversy exists regarding the significance of 

histologic subtypes (low grade papillary 

adenocarcinoma). There is lack of uniform diagnostic 

criteria for classifying LGPA. Evans and Luna
[4]

 used the 

definition of ‘‘more than focal’’ papillary differentiation, 

which was not further defined. 

 

PLGAs are occasionally confused with pleomorphic 

adenomas and or adenoid cystic carcinomas (ACC). 

However, a pleomorphic adenoma can be easily 

distinguished from PLGA by its lack of infiltration. The 

need to distinguish PLGA from ACC arises more often, 

as there are overlap- ping histologic features (i.e., 

cribriform, tubular and soild patterns), while the 

prognoses of these two tumors greatly differ. Distant 

metastases (DM) are rare for PLGA and frequent for 

ACC. 

 

There has been controversy regarding whether PLGA 

with extensive papillary morphology should be classified 

sepa- rately as low-grade papillary adenocarcinoma 

(LGPA) given its possible greater aggressive potential. 

Slootweg et al.
[3]

 reviewed the distinctions between 

seven PLGAs (also referred to as terminal duct 

adenocarcinoma) and eight LGPAs. The authors stated 

that whorling tumor fasicles are characteristic for PLGA 

and absent in LGPA, while the presence of any papillary 

structures would necessitate the classification of LGPA. 
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Slootweg et al.
[3]

 describe LGPA as comprised of tumor 

‘‘ducts lined by single- or multi-layered epithelium lying 

in a muco-hyaline stroma, with some ducts dilating to 

form microcysts,’’ some of which are ‘‘filled with 

papillary outgrowths’’. Table 1 summarizes the 

histological features that distin- guish ACC, PLGA and 

LGPA. 

 

 

Table 1 Distinction between PLGA, LGPA and ACC. 
 

 PLGA LGPA ACC 

Low-power architecture 

Cribriforming 

Perineural invasion
a
 

 

Infiltration 

Indian-file invasion 

Blue-grey tumor matrix 

Whorling tumor fasicles 

Papillary structures Solid 

component 

High power cytologic 

features 

Cell type 

 

 

 

 

 

 

Nuclei 

 

 

 

Mitotic activity 

 

 

 

Rigid or reticular 

Targetoid, Indian-file 

pattern 

Yes 

Yes 

Yes 

 

Yes 

 

Yes
b
 

Yes 

 

 

Epithelioid tumor cells 

with abundant cytoplasm 

Myoepithelial cells may be 

present 

 

 

Vesicular nuclei with fine 

chromatin 

 

 

Occassional 

 

 

Rigid or reticular 

Extensive 

 

Yes 

Yes 

Yes 

 

Yes 

 

Yes
b
 

Yes 

 

 

Epithelioid tumor cells 

with abundant cytoplasm 

Myoepithelial cells may be 

present 

 

 

Vesicular nuclei with fine 

chromatin 

 

 

Occassional 

 

 

Rigid 

Extensive 

 

Yes 

No 

No 

 

No 

 

No 

Yes
c
 

 

 

Basaloid tumor cells with 

high nuclear/ cytoplasmic 

ratio, little cytoplasm 

Myoepithelial cells may be 

present 

 

Dark basaloid nuclei. 

High-grade ACC may 

have coarse chromatin
d 
. 

Varies with grade 

 

a Common in all tumors. 

 

b The cut-off distribution with respect to papillary structures justifying the classification of LGPA has not been 

adequately defined. 

 

c Solid architecture in ACC >=30% corresponds to high-grade classification. HG ACC is invariably associated with 

other high-grade features such as necrosis and nuclear pleomorphism. By contrast, PLGA/LGPA are generally low-

grade tumors. The presence of solid areas in PLGA/LGPA is not necessarily associated with high-grade cytology. 

  

d The nuclear grade of ACC can vary, whereas PLGA and LGPA are generally low-grade tumors. The presence of a 

solid salivary tumor with high-grade cytology favors the diagnosis of high-grade ACC. 

 

Mitchell et al.
[12]

 compared 75 PLGA cases with 15 

LGPA cases reported in the literature and found that 

LGPAs more frequently developed local recurrences 

(46.6%) and cervical node metastasis (40%) as compared 

to PLGAs (19% and 6.6%, respectively). Perez-

Ordonez
[11]

 reported regional metastases in 2 of 4 LGPA 

cases as compared to 3/13 PLGA. These reports support 

the contention that LGPA is more aggressive than 

PLGA.   

 

CONCLUSION 

PLGA is the second most common minor salivary gland 

malignancy, characterized by architectural diversity, 

cytological uniformity and indolent clinical behavior. 

Papillary and solid areas are part of the histological 

spectrum of PLGA, but extensive solid and/or papillary 

areas are rare. The category of LGPA is certainly 

justified as it suggests a greater potential for local 

recurrence and regional metastasis. It will be important 

to adopt uniform diagnostic criteria for LGPA to 

distinguish it from PLGA. 
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