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Abstract

Myoepithelial carcinoma is a rare malignant salivary gland tumor that is particularly un-
common in pediatric patients. A 14-year-old girl presented with a painless, slowly enlarging
hard palate mass that had been present for 2 years. Clinically, the lesion closely resembled
a benign tumor due to its young presentation age, well-encapsulated state, absence of
mucosal ulceration, and lack of lymphadenopathy, leading to an initial diagnosis of pleo-
morphic adenoma. Complete surgical excision with superficial mucosa preservation was
initially performed. However, histopathological examination revealed myoepithelial carci-
noma with infiltrative growth despite its well-circumscribed appearance. Consequently, a
second-stage wide local excision was performed to achieve adequate safety margins. The
patient recovered uneventfully without functional impairment, with preservation of oral
mucosal mobility. No evidence of recurrence was observed during 18 months of follow-up.
This case demonstrates that myoepithelial carcinoma may present as a clinically benign,
well-circumscribed palatal mass even in pediatric patients, emphasizing that benign clinical
features and a negative intraoperative frozen-section result do not exclude malignancy
and highlighting the importance of careful permanent histopathological examination and
long-term postoperative surveillance.

Keywords: myoepithelial carcinoma; salivary gland neoplasm; palate; adolescent; case
report

1. Introduction
Myoepithelial carcinoma is an uncommon malignant salivary gland neoplasm, ac-

counting for less than 1% of all salivary gland tumors [1,2]. It most commonly arises in
the parotid gland, followed by the submandibular gland, whereas involvement of the
minor salivary glands is uncommon [2–5]. Myoepithelial carcinoma predominantly affects
middle-aged and older adults, with a mean age at diagnosis of approximately 55 years [2,4].
Salivary gland tumors are uncommon in the pediatric population, and myoepithelial carci-
noma is particularly rare in children and adolescents, with only a limited number of cases
reported in the literature [6,7].

The precise etiology of myoepithelial carcinoma remains incompletely understood.
It may arise de novo or in association with a pre-existing pleomorphic adenoma [1,4,8,9].
Histopathologically, myoepithelial carcinoma exhibits considerable morphological het-
erogeneity, with tumor cells displaying epithelioid, plasmacytoid, spindle, or clear-cell
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features and arranged in solid, nested, cord-like, or multinodular patterns [1,4,8,10]. Infil-
trative growth into the surrounding tissues is a key feature supporting malignancy [1,4,5,8].
Immunohistochemically, tumor cells typically express epithelial markers together with
myoepithelial markers, including S-100 protein, SOX10, p63, calponin, and smooth muscle
actin [1,8]. Because of its broad morphological spectrum, the differential diagnosis in-
cludes pleomorphic adenoma, benign myoepithelioma, epithelial–myoepithelial carcinoma,
adenoid cystic carcinoma, and other salivary gland neoplasms showing myoepithelial
differentiation [1,8].

The clinical diagnosis of myoepithelial carcinoma is often challenging because its
presentation may closely resemble that of benign salivary gland tumors. Slow growth,
the absence of pain or ulceration, and a well-circumscribed appearance can lead to an
initial diagnosis of pleomorphic adenoma, despite the presence of underlying malignant
pathology. This diagnostic challenge is particularly pronounced in younger patients, in
whom malignant salivary gland tumors are rarely suspected.

Myoepithelial carcinoma arising in the palate is rare [11]. Herein, we report a case
involving a 14-year-old girl. The lesion exhibited clinical features suggestive of a benign
salivary gland tumor, including a well-circumscribed appearance without mucosal ulcera-
tion or cervical lymphadenopathy, resulting in an initial diagnosis of pleomorphic adenoma.
Histopathological examination after surgical excision, however, revealed infiltrative my-
oepithelial carcinoma, necessitating additional wide excision. This case highlights the
diagnostic pitfalls of clinically benign-appearing palatal masses in pediatric patients and
emphasizes the importance of maintaining suspicion for malignancy despite reassuring
clinical findings [12].

2. Case
A 14-year-old girl presented to our hospital with a chief complaint of a painless

swelling on the right side of the hard palate. She had first noticed the palatal mass
approximately 2 years earlier, during which time it had gradually increased in size without
associated pain, prompting her to seek medical evaluation.

The patient had no significant medical or family history and was a non-smoker.
The review of systems was unremarkable, with no history of general weakness, fatigue,
headache, dizziness, fever, chills, chest pain, dyspnea, abdominal pain, or urinary or bowel
symptoms. The patient was alert, and the head and neck examination was otherwise
unremarkable. Laboratory investigations revealed no significant abnormalities.

Intraoral examination revealed a sessile, soft, well-defined submucosal mass measur-
ing approximately 15 mm in diameter on the right hard palate. The lesion was associated
with underlying bone resorption but showed no clinical evidence of invasion. The overlying
mucosa was intact, with no ulceration or erosion, and the mass was fixed and non-tender
(Figure 1).

On the initial visit, diagnostic imaging, including panoramic radiography, cone-beam
computed tomography (CBCT), and contrast-enhanced neck computed tomography (CT),
was performed. Panoramic radiography did not demonstrate any remarkable findings
(Figure 2). CBCT demonstrated focal pressure resorption of the adjacent palatal bone with-
out cortical destruction or radiographic evidence of aggressive osseous invasion (Figure 3).
Contrast-enhanced CT demonstrated a well-circumscribed, homogeneously enhancing
soft tissue mass involving the right anterior hard palate without radiographic evidence
of infiltration into the adjacent maxillary bone or surrounding soft tissues (Figure 4). No
cervical lymphadenopathy was identified on contrast-enhanced neck CT. Overall, the
radiographic findings favored a benign salivary gland tumor rather than an aggressive
malignant neoplasm.
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Figure 1. Clinical photograph showing a soft, elevated mass on the right anterior hard palate
measuring 12 × 14 mm clinically.

 

Figure 2. Initial panoramic radiograph demonstrating no remarkable osseous abnormalities.

 

Figure 3. Axial CBCT image showing focal pressure resorption of the adjacent palatal bone without
cortical destruction.

Based on the clinical and radiographic findings, the lesion was initially diagnosed as
a benign salivary gland neoplasm, most likely a pleomorphic adenoma. Given its small
size, well-circumscribed appearance, intact overlying mucosa, and absence of radiographic
features suggestive of malignancy, a separate preoperative incisional biopsy was not per-
formed, and complete surgical excision was planned as both a diagnostic and therapeutic
procedure. Under general anesthesia, a partial-thickness mucosal incision was made over
the palatal lesion, followed by careful dissection while preserving the overlying palatal mu-
cosa. Intraoperatively, the lesion appeared well encapsulated, and the underlying palatal
bone showed compressive resorption without gross evidence of osseous invasion. The
base of the lesion was firmly adherent to the adjacent palatal soft tissue. The lesion was
completely excised (Figure 5), and intraoperative frozen-section examination showed no
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evidence of malignancy. The excised specimen was subsequently submitted for definitive
histopathological examination (Figure 6). The surgical site was closed with 4-0 Vicryl®

sutures. Definitive histopathological examination subsequently revealed myoepithelial
carcinoma with an infiltrative growth pattern.

Figure 4. Contrast-enhanced CT images of the palatal lesion. (A) Coronal and (B) axial images
demonstrate a well-circumscribed, enhancing soft-tissue mass in the right anterior hard palate,
without evidence of infiltrative growth into the adjacent maxillary bone or surrounding soft tissues.

Figure 5. Intraoperative findings during the initial surgical excision. (A) The palatal mass exposed
after dissection of the overlying mucosa. (B) Surgical site after complete excision of the mass with
preservation of the overlying palatal mucosa.

 

Figure 6. Gross appearance of the completely excised palatal mass.

Definitive histopathological examination revealed an infiltrative multinodular prolif-
eration of tumor cells beneath the intact surface epithelium (Figure 7A). The tumor was
predominantly composed of plasmacytoid and epithelioid cells arranged in sheets and nests
within a myxoid to mildly hyalinized stroma, with focal ductular formation (Figure 7B).
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The tumor cells exhibited mild-to-moderate nuclear pleomorphism and increased mitotic
activity, with a mitotic count of 10 per 10 high-power fields, including atypical mitotic
figures. No tumor necrosis, lymphovascular invasion, or perineural invasion was identified.

Figure 7. Histopathological and immunohistochemical findings of myoepithelial carcinoma. (A) Low-
power H&E image showing an infiltrative multinodular growth pattern within the surrounding
stroma. (B) High-power H&E image demonstrating plasmacytoid and epithelioid tumor cells ar-
ranged in sheets and nests. (C) CK7 immunohistochemistry showing heterogeneous expression in the
predominant tumor-cell population as well as in focal ductular/luminal cells. (D) p63 immunohisto-
chemistry showing focal, scattered nuclear positivity in tumor cells. (E) SOX10 immunohistochemistry
showing diffuse nuclear positivity in the predominant tumor-cell population.

Immunohistochemically, SOX10 showed diffuse nuclear positivity in the predominant
tumor-cell population, whereas p63 showed focal, scattered nuclear positivity. S-100
showed broad positivity in the predominant tumor-cell population. CK7 expression was
present not only in focal ductular/luminal cells but also in a substantial proportion of
the predominant tumor-cell population, with heterogeneous staining intensity. Focal
p53 positivity was observed, and the Ki-67 proliferation index was approximately 10%.
Representative immunohistochemical findings for CK7, p63, and SOX10 are shown in
Figure 7C–E. Based on these morphological and immunohistochemical findings, a diagnosis
of myoepithelial carcinoma, plasmacytoid type, was established.

Although the initial resection margins were histologically negative, the minimum mi-
croscopic clearance was only 2 mm. Because the initial excision had been performed under
the clinical impression of a benign salivary gland neoplasm and the permanent specimen
unexpectedly demonstrated myoepithelial carcinoma with an infiltrative growth pattern,
the 2 mm clearance was considered insufficient for definitive oncologic management.

Therefore, a second-stage wide local excision of the previous surgical site was per-
formed with an approximately 5 mm gross surgical margin on both the palatal and posterior
soft-tissue aspects (Figure 8). Additional specimens were obtained from the posterior, right
posterior, left posterior, and left posterior bony aspects. No flap, graft, or other recon-
structive procedure was performed. The resulting defect was covered with fibrin glue and
Vaseline gauze and allowed to heal by secondary intention. As there was no gross evidence
of osseous invasion, extensive resection of the hard-palate bone was not performed; only a
small portion of suspicious palatal bone was removed and submitted for histopathological
examination. Histopathological examination of the re-excision specimens revealed no
residual tumor, and all examined resection margins were negative. Because no residual
tumor was identified, a microscopic tumor-to-margin distance could not be determined.
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Figure 8. Second-stage surgery. (A) Wide local excision of the previous surgical site with an approxi-
mately 5 mm gross surgical margin. (B) The surgical defect was covered with fibrin glue and Vaseline
gauze and allowed to heal by secondary intention without additional reconstructive procedures.

Following the diagnosis of myoepithelial carcinoma, postoperative CBCT and PET/CT
were performed for staging evaluation. CBCT showed no evidence of invasive osseous
involvement, and PET/CT demonstrated no evidence of regional lymph node or distant
metastasis. Because depth of invasion was not documented in the original histopathological
report, a definitive pathological T category according to the AJCC 8th edition oral cavity
staging system could not be assigned retrospectively; clinically, there was no evidence of
regional or distant metastatic disease (cN0 cM0).

Following consultation with the Department of Radiation Oncology, adjuvant radio-
therapy was not recommended. Although the tumor demonstrated an infiltrative growth
pattern and increased mitotic activity, the absence of residual tumor after re-excision, clear
surgical margins, and the absence of lymphovascular invasion, perineural invasion, tumor
necrosis, and osseous invasion were considered together with the potential long-term
morbidity of radiotherapy in this 14-year-old patient. Close surveillance was therefore
selected. The patient was scheduled for regular postoperative surveillance to monitor for
local recurrence or distant metastasis, with follow-up visits every 3 months during the first
postoperative year and every 6 months thereafter. At the 18-month follow-up, positron
emission tomography/computed tomography (PET/CT) demonstrated no evidence of
local recurrence, regional lymph node metastasis, or distant metastatic disease. The patient
remained free of functional impairment, with satisfactory wound healing and preserved
palatal mucosal function throughout the follow-up period (Figure 9).

 

Figure 9. Clinical photograph obtained 18 months after the second-stage surgery demonstrating
complete healing of the palatal mucosa with preservation of mucosal mobility and no evidence of
local recurrence.
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3. Discussion
Myoepithelial carcinoma occurs predominantly in the parotid gland and primarily

affects middle-aged and older adults, with a mean age at presentation of approximately
55 years and no clear sex predilection [2,4]. Pediatric and adolescent myoepithelial car-
cinoma is exceptionally rare, with only a limited number of cases reported in the litera-
ture [7,13]. Morinière et al. reported myoepithelial carcinoma of the parotid gland in an
8-year-old girl [13], and another pediatric case involving the parotid gland in an 8-year-old
girl was recently reported by Prathibha et al. [7]. In contrast to these pediatric cases involv-
ing the major salivary glands, the present tumor arose from a minor salivary gland of the
hard palate in a 14-year-old girl. Thus, the combination of the patient’s young age and the
unusual palatal location represents a particularly uncommon presentation of myoepithelial
carcinoma and contributed substantially to the diagnostic difficulty in the present case.

Previously reported cases of palatal myoepithelial carcinoma are summarized in
Table 1. The present case differs from most previous reports in several important respects.
Most previously reported palatal cases occurred in middle-aged or older adults, whereas
our patient was only 14 years old [14–18]. In addition, several reported cases presented with
mucosal ulceration, relatively large tumors, destructive bone involvement, or extension
into adjacent structures [14–18]. In contrast, the present lesion was small (1.6 × 1.4 cm),
slowly enlarged over approximately 2 years, remained covered by intact palatal mucosa,
and showed only pressure resorption of the underlying palatal bone without destructive
osseous invasion. Despite these clinically and radiographically benign-appearing features,
definitive histopathological examination demonstrated an infiltrative multinodular growth
pattern with increased mitotic activity. Thus, the exceptionally young age of the patient
and the marked discrepancy between the benign clinical presentation and malignant
histopathological findings distinguish the present case from most previously reported
palatal cases.

Among the previously reported cases, that of Koike et al. provides a particularly rele-
vant diagnostic comparison. Their 83-year-old patient presented with a 17 × 15 mm palatal
lesion with mucosal ulceration and no radiographic evidence of bone invasion; an initial
biopsy was diagnosed as myoepithelioma, whereas examination of the resected specimen
revealed myoepithelial carcinoma [17]. Similarly, intraoperative frozen-section examination
in our patient showed no evidence of malignancy, whereas permanent histopathological
examination demonstrated infiltrative myoepithelial carcinoma. This discrepancy under-
scores the limitations of frozen-section examination in lesions with deceptively benign
clinical features and highlights that a negative frozen-section result does not exclude
malignancy; definitive diagnosis requires careful evaluation of adequately sampled perma-
nent sections.

However, our patient was considerably younger and showed neither mucosal ul-
ceration nor destructive bone invasion. At the other end of the clinical spectrum, Fang
et al. reported a 65-year-old patient with a large hard-palate myoepithelial carcinoma
measuring approximately 7 cm on CT, with mucosal ulceration and necrosis, extensive
bone involvement, and subsequent pulmonary metastases [18]. In contrast, our patient
showed no clinically aggressive features and remained free of recurrence or metastasis
at 18 months following second-stage wide local excision without adjuvant radiotherapy.
These comparisons illustrate the broad clinical spectrum of palatal myoepithelial carcinoma
and emphasize that malignant behavior cannot be excluded solely on the basis of an indo-
lent clinical or radiographic appearance. A limitation of this report is the relatively short
follow-up period of 18 months, which is insufficient to fully assess long-term oncological
outcomes. Therefore, continued long-term surveillance for local recurrence and distant
metastasis is warranted.
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Table 1. Comparison of the present case with selected previously reported cases of palatal myoep-
ithelial carcinoma. * Malignant myoepithelioma is a historical term used in some earlier reports for
myoepithelial carcinoma. Abbreviations: F, female; M, male; NR, not reported; HPF, high-power field.

Study Age/
Sex

Size/
Duration Clinical and Radiographic Features Diagnosis/

Histopathology

Patrocinio et al.,
2009 [14] 38/M NR/

several years

Nasal obstruction, rhinorrhea,
recurrent epistaxis; extension to
nasal cavity and maxillary sinus

Malignant
myoepithelioma *

Acikalin et al.,
2009 [15] 79/F 3 × 4 cm/

4 months

Palatal mass; initially diagnosed as
poorly differentiated carcinoma on

biopsy

Plasmacytoid and
spindle cells with
infiltrative growth

Richa et al.,
2012 [16] 50/F 6 × 5 cm/

2 years
Painless enlarging ulcerated mass;

no radiographic bone erosion

Malignant
plasmacytoid

myoepithelioma *

Koike et al.,
2015 [17] 83/F 17 × 15 mm/

~3 months

Painless swelling with mucosal
ulceration; no bone invasion; initial

biopsy diagnosed as
myoepithelioma

Myoepithelial
carcinoma arising

from myoepithelioma

Fang et al.,
2019 [18] 65/M 7.0 × 6.6 × 7.5 cm/

7 months

Large friable mass with
ulceration/necrosis; extensive bone

involvement and nasal extension

Clear-cell
myoepithelial

carcinoma

Present case 14/F
1.6 × 1.4 cm

(pathological)/
~2 years

Painless, slowly growing, intact
mucosa; pressure resorption

without destructive bone invasion;
clinically suspected pleomorphic

adenoma

Plasmacytoid
myoepithelial

carcinoma; infiltrative
multinodular growth;
10 mitoses/10 HPFs

Myoepithelial carcinoma has a substantial tendency toward local recurrence, and
recurrent disease has been reported in several clinicopathological series [2,4,5,10]. This
tendency may be related to its infiltrative growth pattern and the presence of an incom-
plete or deceptively well-defined capsule-like boundary, which can result in inadequate
initial excision.

The differential diagnosis of myoepithelial carcinoma includes several benign and
malignant salivary gland neoplasms, particularly pleomorphic adenoma, benign myoep-
ithelioma, epithelial–myoepithelial carcinoma, adenoid cystic carcinoma, and mucoepider-
moid carcinoma [19]. In the present case, pleomorphic adenoma was the principal initial
consideration because of the slow growth and benign clinical appearance of the lesion.
However, definitive diagnosis required careful histopathological and immunohistochemi-
cal evaluation.

Histologically, myoepithelial carcinoma may resemble pleomorphic adenoma because
both tumors can contain myoepithelial cells and myxoid or hyalinized stromal components.
However, infiltrative growth is a key feature distinguishing myoepithelial carcinoma from
benign myoepithelial neoplasms, while multinodular architecture, cytologic atypia, and
increased mitotic activity may provide additional diagnostic support [1,4,10]. A zonal
growth pattern, characterized by greater cellularity at the periphery of tumor nodules and
relative hypocellularity in their central portions, has also been described in myoepithelial
carcinoma [1]. In the present case, the diagnosis was further supported by immunohis-
tochemical positivity for S-100 protein, SOX10, p63, and CK7, in conjunction with the
characteristic morphology and infiltrative growth pattern.

Epithelial–myoepithelial carcinoma is an important histological differential diagno-
sis, particularly because focal ductular formation may also be observed in myoepithelial
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carcinoma. Epithelial–myoepithelial carcinoma characteristically demonstrates a biphasic
tubular architecture composed of an inner layer of eosinophilic ductal epithelial cells sur-
rounded by an outer layer of clear myoepithelial cells [8,20]. In the present case, although
focal ductular formation was identified, the characteristic biphasic tubular architecture of
epithelial–myoepithelial carcinoma was absent. Instead, the tumor predominantly con-
sisted of plasmacytoid and epithelioid myoepithelial cells arranged in sheets and nests
with an infiltrative multinodular growth pattern.

Immunohistochemically, SOX10 and p63 positivity supported myoepithelial differenti-
ation, whereas CK7 positivity was interpreted in conjunction with the overall morphological
findings [1,8]. Taken together with the predominant plasmacytoid and epithelioid mor-
phology and infiltrative multinodular growth pattern, these findings favored myoepithelial
carcinoma over epithelial–myoepithelial carcinoma. Molecular alterations involving HRAS
have been frequently reported in epithelial–myoepithelial carcinoma and may provide
additional diagnostic support in selected challenging cases [20]. Molecular analysis was
not performed in the present case because the diagnosis could be established based on the
morphological and immunohistochemical findings.

Mucoepidermoid carcinoma was also considered in the differential diagnosis because
focal cystic and duct-like structures were present. However, the absence of a characteristic
combination of mucous, intermediate, and epidermoid cells argued against mucoepider-
moid carcinoma [8]. In contrast, the plasmacytoid and spindle-shaped tumor cells, infiltra-
tive multinodular growth, and immunopositivity for myoepithelial markers supported the
diagnosis of myoepithelial carcinoma.

Comparison with pleomorphic adenoma and mucoepidermoid carcinoma is clinically
relevant because these tumors may exhibit overlapping clinical or histological features
(Table 2). Distinguishing them is essential, as their surgical management and expected
clinical behavior differ substantially. In particular, failure to recognize myoepithelial
carcinoma may lead to conservative excision with insufficient margins and consequently
increase the risk of local recurrence.

Table 2. Histopathological and immunohistochemical features in the differential diagnosis of myoep-
ithelial carcinoma [8,19,21,22]. Note: Immunohistochemical profiles may vary among tumors and
should be interpreted in conjunction with histomorphological features rather than used as isolated
diagnostic criteria.

Feature Pleomorphic
Adenoma

Muco-
Epidermoid
Carcinoma

Epithelial–
Myoepithelial

Carcinoma

Myoepithelial
Carcinoma

Histologic
architecture

Mixed epithe-
lial/myoepithelial

elements with
chondromyxoid

stroma

Mixture of mucous,
intermediate, and
epidermoid cells;

variable cystic
architecture

Characteristic
biphasic tubules with

inner ductal and
outer clear

myoepithelial cells

Predominantly
myoepithelial

proliferation; solid,
nested, cord-like, or

multinodular growth

Cytomorphology
Variable

myoepithelial
morphology

Mucous,
intermediate,

epidermoid cells

Inner eosinophilic
ductal cells and outer
clear myoepithelial

cells

Epithelioid,
plasmacytoid,

spindle, or clear cells

Growth pattern

Usually
circumscribed,

although
pseudopodial

extension may occur

Variable according to
grade

Usually multinodu-
lar/infiltrative

Infiltrative growth
supports malignancy
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Table 2. Cont.

Feature Pleomorphic
Adenoma

Muco-
Epidermoid
Carcinoma

Epithelial–
Myoepithelial

Carcinoma

Myoepithelial
Carcinoma

Immunophenotype
Epithelial +

myoepithelial
markers

Cytokeratins/p63;
mucin-associated

markers depending
on cell type

CK7 in inner
epithelial cells;

p63/SOX10 in outer
myoepithelial cells

Myoepithelial
markers including

SOX10, S100 and p63;
keratin expression

may occur

Key distinction

Well
Chondromyxoid
stroma without

malignant infiltrative
myoepithelial
proliferation

Characteristic
three-cell population

Distinct biphasic
tubular architecture

Predominantly
myoepithelial

malignant
proliferation without
characteristic EMC

biphasic architecture

Several reports have described malignant salivary gland tumors that were initially
considered to be pleomorphic adenomas, resulting in delayed definitive treatment or
inadequate initial surgery [23]. These observations emphasize that a slowly growing,
well-circumscribed salivary gland mass should not automatically be regarded as benign,
particularly when it occurs at an unusual site or demonstrates adhesion to adjacent tissue.

In many cases, the definitive diagnosis of myoepithelial carcinoma is established only
after permanent histopathological examination of the excised specimen. Intraoperative
frozen-section examination may assist in distinguishing benign from malignant disease
and in evaluating surgical margins; however, its diagnostic accuracy can be limited by
sampling error and the heterogeneous morphology of salivary gland tumors. A previous
report described successful intraoperative diagnosis using frozen-section examination,
subsequently confirmed on permanent paraffin sections [9]. In the present case, however,
the frozen-section specimen showed no evidence of malignancy, whereas examination of
the permanent specimen revealed infiltrative myoepithelial carcinoma. This discrepancy
illustrates that a negative frozen-section result does not completely exclude malignancy
when the clinical or intraoperative findings remain suspicious.

4. Conclusions
This case highlights that myoepithelial carcinoma of the minor salivary glands can

closely mimic a benign salivary gland neoplasm, such as pleomorphic adenoma, par-
ticularly in young patients with a slowly growing, well-circumscribed lesion. Despite
its benign clinical and radiographic appearance, the tumor demonstrated an infiltrative
growth pattern on definitive histopathological examination. Careful histopathological
evaluation with adequate tissue sampling and immunohistochemical analysis is therefore
essential for accurate diagnosis. Awareness of this diagnostic challenge is important to
ensure appropriate surgical management and long-term surveillance for local recurrence.
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