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Summary

Acinic cell carcinomas are very rare tumors. Patients seek
medical advice usually for solitary mass in parotid or facial
location. They are generally slow-growing, low malignant
potential tumors and they usually have long survival peri-
ods. Surgical excision is adequate for treatment. Our case is
follicular variant of acinic cell carcinoma which is the rarest
histological form of this tumor. It is very important to con-
sider normal salivary gland and most other tumors in the
differential diagnosis.
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Ozet

Asinis hiicreli karsinomlar oldukg¢a nadir timérlerdir. Hastalar
parotis ya da fasiyal, soliter kitle sikayeti ile genellikle basvurur-
lar. Genelde cok yavas biiytirler, malignite potansiyelleri olduk-
ca dsiiktir. Sagkalimi ¢ok iyi bir tiimérdlir. Cerrahi eksizyon
tedavi icin yeterlidir. Olgumuz en nadir gériilen paterne sahip,
follikiiler varyant asiniis hiicreli karsinomdur. Ayirici tanisinin
hem normal tiikiiriik bezinden, hem de pek ¢ok tiimérden ya-
pilmasi nemlidir.

Anahtar sézciikler: Asiniis hiicreli karsinom; follikiiler; tiikdiriik
bezi.

Introduction

Acinic cell carcinomas are very rare tumors. Salivary
gland tumors constitute only 3% of the all head-and-
neck tumors."3 Acinic cell carcinoma (ACC) consti-
tutes 6% of the salivary gland tumors and 3-13% of
the malign tumors.*® These tumors are thought to
be originated either from terminal duct or serous aci-
nar cells.”? The most frequent localization is seen in
the parotis and it is more seen in women.® Although
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this disease is usually seen in fifth and sixth decades,
it has also been reported in all age groups including
childhood.®% Histopathologically, there are solid,
micro-cystic, papillary-cystic, follicular variants of
this tumor; it might also be seen in a mixed pattern.
' When these tumors have a mixed pattern, they are
classified according to the most common pattern.
Acinic cell carcinomas usually grow slowly. The rarest
pattern is follicular pattern.” Acinic cell carcinoma is

Received: 22.04.2016
Accepted: 08.08.2016
Online edition: 18.12.2016
e-mail: betuldy@gmail.com




a slow-growing tumor and their malignity capacity is
very low. Recurrence is reported in a few cases. Lymph
node or distant metastases are very rare, too.'”

Case Report

A 46-year-old female patient visited our clinic with a
swelling behind her left ear which was present for two
months. She did not have any complaints like pain,
fever or mouth dryness except feeling of this mass. A
soft and mobile mass which is almost in a 2-cm diam-
eter was palped in her examination (Figure 1a). This
mass was reported as benign according to needle
aspiration biopsy. In her neck compute tomography,
a nodular lesion 2 cm in diameter contrasted in ho-
mogeneous density which has focally micronodular
borders was observed (Figure 1b) and histopatho-
logic examination was suggested. Left superficial pa-
rotidectomy surgery was applied to the patient. In the
surgery, it was observed that the mass was limited in
the superficial lobe and no connection was seen with
the facial nerve. The surgery was ended by preserv-
ing facial nerve branches. In the first week and first
month follow-ups, any recurrence was not seen and
facial nerve functions were normal. Macroscopically,
the lesion was grey-yellow and evenly bounded and
its sections were focally hemorrhagic. The mass was
observed as 1.9x1.7x1.5 cm in size in a parotid gland
which is 5.2x3.5x2.3 ¢cm in size. In the hematoxylin-
eosin (H&E) sections, a lesion composed of micro-
cystic and follicular structures with luminal secretion
which was separated with sharp borders from salivary
gland tissue is observed (Figure 2a, b). The cells inlay-

Figure 1. (a) A mass in 2-cm diameter in the left parotid lobe
(star). (b) A nodular occupant lesion in the inferior
area of the left parotid gland contrasted at a ho-
mogenous density. Colored images can be seen in online
issue of the journal (www.keahdergi.com).
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ing these follicular and mictocystic structures were
uniform and did not contain atypia or mitosis. Most of
the cells were polygonal-shaped and had dark baso-
philic, granular cytoplasm; others were narrower and
cuboidal and they had amphophilic cytoplasm (Fig-
ure 3). Immunohistochemically, it was stained posi-
tive with CK7 (Keratin 7 Ab-2 Mouse Monoclonal, MS-
1352, Thermo scientific, 1/300 dilution) (Figure 4a),
[-catenin (Catenin beta, Rabbit Polyclonal, RB-9035,
Thermo scientific, 1/400 dilution) (Figure 4b) and Cy-
clin D1 (Cyclin D1 SP-4, Rabbit Monoclonal, RM-9104,
Thermo scientific, 1/50 dilution) (Figure 4c), its pro-
liferation index was detected as 3% with Ki67 (Ki67,
Rabbit Monoclonal, RM-9106, Thermo scientific, 1/300
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Flgure 2. (a, b) Lesions which were formed from microcys-
tic (square) and follicular (star) structures isolated
with a uniform border from salivary gland tissue
(triangle), had secretions in the lumens of some
cells. ([a]: x40 H&E, [b]: x100 H&E). Colored images can
be seen in online issue of the journal (www.keahdergi.com).

Flgure 3. Polygonal-shaped ceIIs with dark basophilic, gran-
ular cytoplasm (x200 H&E). Colored images can be seen
in online issue of the journal (www.keahdergi.com).
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Figure 4. Inmunohistochemical dyes. (a) x100 CK7, (b) x200
[B-catenin, (c) x200 Cyclin-D1, (d) x200 Ki67. Colored
images can be seen in online issue of the journal (www.keah-
dergi.com).

dilution) (Figure 4d). By taking these results into ac-
count, the case was diagnosed as follicular dominant
mixed (follicular-microcystic) acinic cell carcinoma.

Discussion

Patients with acinic cell carcinoma usually visit hospital
with a mobile mass in parotid or facial location. The for-
mation process may take weeks or a few decades. Pain
complaint is generally seen half of the patients. Facial
nerve paralysis is seen only in 5-10% of the cases.” In
our case, no pain or facial nerve paralysis was report-
ed. She visited hospital with a painless mass which
emerged in two months in parotis gland localisation.

Acinic cell carcinomas localize most frequently in pa-
rotid gland. Second frequently, they are seen in minor
salivary gland or less frequently in the submandibu-
lar and sublingual glands.! In most of the cases, they
are fine-bordered, solitary, oval masses. Its sections
are usually tan colored and it contains cystic hemor-
rhagic areas.™ Microscopically, there are four variants
of it such as solid, microcystic, papillary-cystic and fol-
licular. Tumor might be composed of either several or
only a solitary pattern. The least frequent pattern is fol-
licular pattern with 5% occurrence. They are classified
according to the most common pattern.*' Tumor-
forming cells can be serous acinar, ‘intercalated’ ductal,
vacuolar, non-specific glandular or transparent type.
Almost all tumors localized in the parotid gland are
composed of serous-type acinar cells.” In cytological
examinations, it can easily confuse with benign lesions
especially in cystic lesions.'2'31 Our case was formed
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with more serous acinar and less ‘intercalated’ ductal
type cells and it has a mixed pattern with 60% follicular
and 40% microcytic areas. Since it has a fine-bordered,
is composed of uniform cells and have 3% Ki67 index
without mitosis or necrosis, it was evaluated as a histo-
pathologically low grade tumor.

In very rare cases, acinic cell carcinoma can be high
grade. These are more aggressive with respect to the
classical types and recurrence, perineural and perilym-
phatic invasion and systemic metastases are observed
more frequently. In these forms, necrosis in large areas,
high mitotic rate and a high Ki67 proliferation index is
observed.

According to CK7 staining results, it is classified under
three groups. The ones that are formed with pure aci-
nar cells are not stained with CK7, but the ones that are
formed with pure ductal cells are stained with CK7 dif-
fusely. 10-66% staining was seen in the ductuloacinar
ones."™ In our case, 30% staining was observed with
CK7.

In the differential diagnosis, since that kind of tumors
can show a very different kinds of pattern, many malign
and benign tumors and normal salivary gland might
be considered.” In fine-needle aspiration biopsies,
well differentiated ACCs can be confused with normal
salivary gland. In normal salivary gland, the presence
of adipocytes and lobular, ductal acinar structures
and absence of stromal fibrosis provide us a chance to
detect these tumors.” The presence of mucin in both
acinic cell carcinoma and mucoepidermoid carcinoma
(MEC) can make it hard to distinguish them. Especially,
ACC with a microcytic pattern can be mixed with mu-
coepidermoid carcinoma more easily. The absence of
serous acinar cells in the mucoepidermoid carcinoma
can provide a chance for distinctive diagnosis. Addi-
tionally, as P-63 is always positive in MEC, it is negative
in ACCs.""! Papillary variant ACCs can be mixed with
tyroid papillary carcinoma and it can be distinguished
with thyroglobulin staining. Papillary variant ACCs are
thyroglobulin negative. Epitelial-myoepitelial car-cino-
ma, clear cell carcinoma, clear cell oncosytoma and
metastatic renal cell carcinoma can be added to the
differential diagnosis of the clear cell ACC.” The serous
acinar differentiation is not found in epithelial-myoep-
ithelial carcinoma. A severe fibrosis and high glycogen
content is observed in clear cell carcinoma. There are
not basophilic cytoplasmic granules in the clear cell
oncocytoma, but there is glycogen and it gives a posi-



tive reaction with PTAH (phosphotungstic acid hema-
toxylin). In metastatic renal cell carcinoma, cells have
a pseudo-alveolar pattern, well-defined intracellular
borders, high glycogen content and pleomorphism.™”
In our case, there is no clear cell component, but tumor
tissue contains microcystic and follicular variants.

Acinic cell carcinoma has a good survival rate. Surgi-
cal excision is enough for treatment. Post-operative
adjuvant therapy is needed for advanced cases and for
the cases whose surgical border is not negative.' In
the early and low-level cases that are treated with both
surgical and adjuvant radiotherapy, any positive effect
of adjuvant therapy has not been reported for survival.
07 Since the tumor in our case is histopathologically
low grade and it has intact borders, any additional
treatment was not needed after surgery.

Consequently, several tumors considered in the differ-
ential diagnosis of ACC which has divergent histopath-
ologic characteristics, have different prognosis and dif-
ferent treatment modalities. In the case of a low grade
ACC, it is important to distinguish it from other tumors,
because only surgical treatment is enough and the sur-
vival rate of ACC is longer than other tumor types.

Patient approval: Patient approval is not required due
to retrospective design of the case.
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