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Wide localized excision and reconstruction for minor salivary gland tumours
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Abstract. Wide localized excision and reconstruction for minor salivary gland tumours. Background: Insufficient exci-
sion is one of the main factors leading to recurrence of minor salivary gland tumours. Our aim is to perform large resec-
tions with immediate reconstruction in order to provide local control, aswell as to achieve better cosmetic and functional
results.

Methods: Four consecutive patients suffering from minor salivary gland tumours of the upper aerodigestive tract were
treated: two had adenoid cystic carcinomas (one of the lateral oropharyngeal mucosa, one of the retromolar area); one
had a polymorphous low-grade carcinoma (at the base of the tongue); and one had mucoepidermoid carcinoma (on the
floor of the mouth). Two radial forearm free-flaps, a trapezius myocutaneous pedicled flap (including an adjacent
osseous part of the scapula), and a sternocleidomastoid muscular pedicled flap were used, respectively, for reconstruc-
tion. Additional external radiation was used for three patients (60 cGy).

Results: The postoperative course was uneventful for each patient, and the ability to chew and swallow was rapidly
restored. Two patients, locally controlled, with adenoid cystic carcinomas died: one from brain metastases (four years
post-surgery), the other with pulmonary metastases (eight-years post-surgery).

One patient is alive with a recurrent tumour of the pterygomaxillary fossa (without trismus) sixteen years after the orig-
inal operation; another patient is free of recurrent disease at the base of the tongue but has recently undergone surgery,
with success, for two pulmonary metastases sixty months after the initial surgery.

Conclusions: For minor salivary gland carcinoma of the head and neck, large resection with immediate reconstruction

affords fast recovery and long-lasting locoregional control. Additional radiotherapy is feasible.

I ntroduction

Malignant cancers of minor sali-
vary gland origin are relatively
rare tumours of the head and neck.
Minor salivary gland tumours are
malignant in up to 82% of cases,
while parotid and submandibular
gland tumours are malignant in
only 15% and 50% of cases,
respectively.t Minor salivary gland
cancer accounts for 10% of all
oral cavity cancer and for 15% to
23% of all salivary gland cancer.

Adenoid cystic carcinoma is the
most common histologic subtype.
Known for potentially extensive
perineural, vascular, and local
invasion, treatment of these
lesions has generally involved
large resections with immediate

reconstruction, either alone or in
combination with radiotherapy.

This report presents our experi-
ence treating minor salivary gland
tumours and the results of large
resections with immediate recon-
struction in order to provide local
control.

M ethods

Four consecutive patients suffer-
ing from minor salivary gland
tumours of the upper aerodiges-
tive tract were treated between
1983 and 1990. The age of the
patients at the time of diagnosis
ranged from 51 to 71 years with a
mean age of 51.5 years. One
patient was female and three were
male. All the patients complained

of a mass or swelling in the
involved site. All patients had a
clinical negative neck at diagno-
sis. No patient had a distant
metastasis.

Of the four carcinomas, one
occurred in the lateral oropharyn-
geal mucosa; one was found in the
retromolar area; one occurred in
the floor of the mouth; and one
was found at the base of the
tongue. The histologic classifica
tion was adenoid cystic carcinoma
(two cases); mucoepidermoid car-
cinoma (one case), and terminal
duct adenocarcinoma or labelled
polymorphous low-grade carcino-
ma (one case). The size of the
tumour varied from 1 cm (a
tumour located at the floor of the
mouth) to 3 cm (alesion observed
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in the
Mucosa).

Three patients were treated
with a combination of surgery and
radiotherapy. One 71-year-old
patient was treated with surgery
alone.

lateral oropharyngeal

Results

Surgery was the routine modality
used in the management of minor
salivary gland carcinoma. A com-
plete removal of the lesion with
safe surgical margins was per-
formed in all advanced lesions.
Two radial forearm free flaps, a
trapezius myocutaneous pedicled
flap (including an adjacent os-
seous part of the scapula) and a
sternocleidomastoid muscular pe-
dicled flap were used, respective-
ly, for reconstruction. The mean
operative time was nine hours.
The mean operative blood loss
was 600 cc.

Two patients, locally con-
trolled, with adenoid cystic carci-
noma died: one from brain metas-
tases (four years post-surgery), the
other with pulmonary metastases
(eight years post-surgery).

One patient is adive with a re-
current tumour of the pterygomax-

illary fossa (without trismus) six-
teen years after the original opera-
tion.

The last patient treated is free
of recurrent disease at the base of
the tongue but has been recently
operated with success for two pul-
monary metastases sixty months
after the initial surgery (Table 1).

The postoperative course was
uneventful for each patient, and
the ability to chew and swallow
was rapidly restored (mean 11
days, range: 10 to 25 days) in each
case. All patients were able to
resume an oral regular diet.

Discussion

In a review by Everson and
Cawson,? 22.0% to 77.3% of
minor salivary gland tumours
were cancerous, whereas in the
review of Anderson et al.! the rate
was 82%. Adenoid cystic carcino-
ma has accounted for 21% to 42%
of minor salivary gland cancersin
published reviews** occurring
most frequently on the hard
palate.

In our series, adenoid cystic
carcinomas were localized in the
lateral oropharyngeal mucosa and
in the retromolar area. This cancer
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is characterized by its infiltrative
growth and propensity for peri-
neural invasion. The often-
observed presence of microscopic
tumour deposits at some distance
from the gross tumour frequently
necessitates wide resection in
order to achieve tumour-free mar-
gins.

In this series, larger resections
with immediate reconstruction
were performed. In thefirst case, a
right buccopharyngectomy associ-
ated with a sternocleidomastoid
muscular pedicled flap was per-
formed in order to treat a lesion
localized in the lateral oropharyn-
geal area. In the second case, for a
lesion localized in the retromolar
area, a pelviglossopharyngectomy
with a partial mandibulectomy, a
neck dissection and reconstruction
with aradial forearm free flap was
done.

The biologic course of adenoid
cystic carcinoma is characterized
by local recurrence and death.
Spread to regional lymphatics is
relatively uncommon, but hemato-
genous spread has been reported
in 25% to 50% of cases.®* Systemic
involvement usually occurs in the
presence of uncontrolled disease
at the primary site. As these can-

Table 1
Patient clinical characteristics
Patient | Age/Sex | Treatment Neck dissection Reconstruction | Radio- Anatomo- Recurrence | Follow-up
therapy pathology
A 68 /F | Surgery Yeslevel I; I1; 111 Muscular YES Adenoid cystic | Cerebral Dead
(Buccopharyn- pedicled flap carcinoma metastases
gectomy) Nodes —
B 71UM | Surgery Yeslevel | ;11 ;111 | Radia forearm| NO Adenoid cystic | Pulmonary Dead
Pelviglosso- freeflap carcinoma metastases
pharyngectomy Nodes +
C 58/M | Surgery / Trapezius YES |Muco epidermoid| Pterygo Alive
Pelviglosso- / myocutaneous carcinoma maxillary
mandibulectomy pedicled flap Nodes — fossa
D 51/M | Surgery YES Polymorphous | Pulmonary NED
Pelviglos- Yeslevel | ;11 ;111 | Radial forearm low grade | metastases
sectomy free flap
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cers are known to recur and
relapse after an interval of many
years, long-term follow-up is
essential.

In our series, the two patients,
locally controlled, with adenoid
cystic carcinoma died: one from
brain metastases (four years post-
surgery), the other with pul-
monary metastases (eight years
post-surgery).

Mucoepidermoid carcinoma
has been reported in 10% to 15%
of cases® They are often high-
grade cancers with biologic
behaviour similar to that of adeno-
carcinomas. Treatment for the
mucoepidermoid carcinoma is
aggressive local surgery because
inadequate resection will lead to
local recurrence.

Our patient is alive with a
recurrent tumour of the pterygo
maxillary fossa (without trismus)
sixteen years after the origina
operation. In the past ten years, a
new salivary gland malignancy
has received attention in the
pathology literature. It has been
variously labelled terminal duct
carcinoma, polymorphous |low-
grade adenocarcinoma, lobular
carcinoma, and trabecular adeno-
carcinoma. This tumour not only
has a unique histologic pattern,
but it also appears not to possess a
distinct clinical behaviour. It has
essential minor salivary gland
exclusivity with a predilection for
the oral cavity, mainly the palate.
However, unlike other minor sali-
vary gland adenocarcinomas, it
displays little tendency toward
metastasis, although it tends to
recur locally when it is not ade-
quately treated initially.5

Terminal duct carcinoma typi-
cally presents in the sixth decade
of life. The tumour occurs three
times more commonly in women.®
Histologically, terminal duct car-

cinomas have been confused with
adenoid cystic carcinoma. The
distinction between these tumours
isimportant in terms of prognosis.
Indeed, adenoid cystic carcinomas
metastasize widely in 45% to 60%
of cases’ and ultimately lead to
death® in 60%, while terminal duct
carcinomas infrequently metasta-
Size or cause degth.®

Most authors agree that wide
resection of terminal duct carcino-
ma is needed for cure®®; others
argue that amore conservative, yet
complete, excision is warranted.

The use of radiation therapy is
more controversial. Adjuvant
radiotherapy may be of benefit in
local control.* Many authors
believe that adequate excision
alone, without radiotherapy, is the
trestment of choice.®®

Our patient was treated with
wide resection for a terminal duct
carcinoma localized at the base of
the tongue. All the cervical lymph
nodes were negative. Radio-
therapy was used because the sur-
gica margins were the tumour.
This patient is free of recurrent
disease of the base of the tongue
but has recently undergone sur-
gery (with success) for two pul-
monary metastases sixty months
after the initial surgery.

A difference of opinion contin-
ues to exist as to the necessity of
en bloc dissection of the cervical
lymph nodes in patients with
minor salivary gland carcinoma
without clinical evidence of
lymph node metastasis. In recent
years, elective neck dissection in
the treatment of salivary gland
carcinoma has been based not
only on the anatomic site, but also
on the histologic type and clinical
stage.

Undifferentiated carcinoma,
high-grade mucoepidermoid car-
cinoma, adenocarcinoma, and
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papillary cysto adenocarcinoma
are appropriate for elective neck
dissection. With carcinoma in
pleomorphic adenoma and ade-
noid cystic carcinoma, a therapeu-
tic neck dissection should aways
be done. In the current series, the
highest survival rates were ob-
served in patients treated by pri-
mary excision and neck dissec-
tion. Chen et al.** reported that
patients with positive cervical
metastases found during neck dis-
section also had a better survival
rate than those with no neck dis-
section.

Postoperative radiotherapy is
frequently used in the manage-
ment of minor salivary gland can-
cer. Therole of radiotherapy in the
management of these lesions has
primarily been as an adjunct to
surgical resection in order to
reduce the risk of local-regional
recurrence.? Spiro et al.,® in a
matched-pair analysis, were
unable to demonstrate a survival
benefit in those patients with
minor salivary gland cancer who
received surgery and radiotherapy.
Simpson et al.* and Matsuba et
al.** have shown that the addition
of postoperative radiotherapy pro-
vides better local control of cancer
in patients with adenoid carcino-
ma arising in minor salivary
glands compared with surgical
therapy alone. In our series, three
patients were treated with radio-
therapy. One patient isalive with a
local recurrent tumour.

Our current policy isto treat in
order to provide local control, as
well as to achieve better cosmetic
and functional results by a large
resection with immediate recon-
struction and additional external
radiation.
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Conclusions

For minor salivary gland carcino-
ma of the head and neck, large
resection with immediate recon-
struction affords fast recovery,
long lasting locoregional control,
and better cosmetic and functional
results. Additional radiotherapy is
feasible.
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