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Novel Research in Sciences

A 27-year-old male presented to the oral and maxillofacial department of Rehman
Medical Institute with a painless, firm swelling in the left parotid region present for the last
two years. On examination, it was a 3x3 cm, non-tender lump. The facial nerve was intact with
no regional lymphadenopathy. MRI was performed that showed a 2.7x2.5cm, well-defined
mass in the superficial lobe of the left parotid gland. It was predominantly iso-intense on T1
with iso and hypointense components on T2W1. Post-contrast images showed homogenous
enhancement in the lesion. No enlarged cervical lymph nodes were identified. FNA was
performed, which showed numerous sheets of sebaceous type cells containing vacuolated
cytoplasm in a background of cheesy type material. The nucleoli of the cells were variable
in size with regular contours and uniform chromatin distribution. Definite atypia was not
noted. A differential diagnosis was given as either sebaceous gland cyst or sebaceous gland
adenoma. After a discussion in a multidisciplinary meeting, the decision was made to remove
the lump. Partial superficial Parotidectomy was performed while pre- serving the facial
nerve. His postoperative recovery was unremarkable. The histopathological examination
showed salivary gland tissue infiltrated by a malignant tumor with cystic and tubular
architecture consisting of intermediate-sized cells with amphophilic vacuolated cytoplasm.
Intraluminal colloid-like material with a bubbly appearance was noted. Perineural invasion
was also present. Immunohistochemistry showed tumor cells positive for S100 and negative
for CD117 & P63. A diagnosis of Mammary analogue secretory carcinoma was made. The
resection margin was less than 1mm away from the normal tissue. Histopathology results
were discussed in a multidisciplinary meeting, and a decision was made against adjuvant
radiotherapy. The patient is kept on closed follow-up and has not shown any recurrence after
one year.

Discussion

Mammary Analogue Secretory Carcinoma (MASC) is a newly described entity first described
by Skalova et al. [1] in 2010. Characterized by morphologic and immunohistochemical
features that strongly. Resemble Secretory Carcinoma (SC) of the breast, it originates in
salivary tissue [1]. Occurring more commonly in males, with a wide age range from 13-77
years. Most patients present with a slow-growing mass with pain and facial paralysis reported
in some cases [2-4]. Effecting most commonly the parotid gland (70% cases), it can also affect
others [4-7]. The gross appearance of MASC generally shows a well-circumscribed, noncapsulated tumor with a rubbery consistency. Cut surfaces are grey, white to brown with the
variable cystic component [3]. Histologically, MASC is predominantly an extra ductal neoplasm, typically showing at least some infiltration. Architecturally, MASC may show solid,
microcystic, tubular, papillocystic, and cribriform patterns in varying proportions. Unicystic
and multicystic examples of MASC (Figure 1) may occur, and these are typically no infiltrative
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and may be associated with hemorrhage and cholesterol clefts.8
Focal intraductal involvement by MASC may occur (Figures 2 & 3).
Cytologically, MASC nuclei are small to medium-sized, oval to round,
containing pale chromatin and an occasional single small nucleolus.
Characteristically, the cytoplasm is abundant and eosinophilic to
pink and bubbly. Microcystic and tubular spaces are often filled with
eosinophilic colloid-like or frothy secretions [8]. Intracytoplasmic,
mucicarmine-positive mucin may be found. Importantly, cytoplasmic
zymogen granules are absent [3]. Mitotic figures are rare, and
necrosis is typically absent. High-grade MASC examples have been
reported and are characterized by a more reliable and trabecular
architecture with necrosis, diminished secretions, and larger cells
with more prominent nucleoli and atypia [2]. Various cytokeratins
exhibit positivity for MASC like CK7, CK8, CK18, CK19, AE1/AE3,
CAM 5.2. S100 and STAT5 a show strong & diffuse immunostaining.
Gross cystic disease fluid protein (GCDFP-15) is also positive in
the majority of cases [3]. Tumor cells and eosinophilic material
will stain for mammaglobin. With appropriate morphology, the
positivity of both S100 and mammaglobin are strong indicators
of SC. However, these two stains alone are not entirely specific.
Eosinophilic secretory material stains for PAS/PASD and Alcian
blue. Myoepithelial markers: p63, calponin, CK14, SMA, and CK56
negatively stain for SC. Other immunomarkers like DOG1 and ER,
PR also exhibit non-reactivity for SC [3]. While histopathological
features of MASC overlap with those of other salivary gland tumors,
such as acinic cell carcinoma (AciCC), adenocarcinoma, and lowgrade mucoepidermoid carcinoma, diagnosis of MASC is based on
t (12;15) p (13; q25) translocation and positive immunochemical
studies for STAT5 mammaglobin and S100 protein [7]. ACC is
differentiated from MASC by the presence of large, serous, acinar
cells with cytoplasmic PAS-positive zymogen like granules.
Additionally, S100 protein is absent in ACC while strongly positive
in MASC [9]. The definitive treatment for MASC is still not defined
due to a lack of proper evidence. Local Excision may be performed.
Adjuvant radiotherapy may be considered for positive surgical
margin cases and high-grade tumors. Chiosea et al. [9] reported
lymph node metastasis rates of 17.6% (6 of 34) in MASC, which
may indicate a role for elective neck dissection in aggressive cases.
Furthermore, the role of ETV6- NTRK3 inhibitors therapy is under
investigation for prevention [10].

Figure 2

Figure 3: A. Solid pattern. B. Tubular & cribriform
pattern. C. Macrocystic pattern. D. SC show low-grade
carcinoma cells with abundant pink bubbly cytoplasm
and frothy secretions [10].
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