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How to Manage Salivary Gland Tumors

Yoon Kyu Park, M.D.
Departments of Surgery, Preshyterian Medical Center, Chonju, Korea

The salivary gland consists of major and minor glands. The major glands are parotid, subma-

ndibular and sublingual glands. The numerous minor salivary glands are located in the mucosa

of the upper aerodigestive tracts. Tumors of the salivary gland are relatively uncommon, and

the incidence of the salivary gland tumor among the head and neck neoplasm is approximately

3%.

Surgery is the primary treatment of choice for the most tumors of the salivary glands. Author

reviewed the recent reports of salivary gland neoplasms of Korea and foreign institutes and

suggest the guideline of managemnt of salivary gland tumors.

KEY WORDS : Salivary gland tumor.
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HA3] & LS YA (Table 2).
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Table 1. Incidence of salivary gland wmors

Benign Ma(h;n)ant Total

Major Parotid 285 145(33.7) 430

Subman- 91 49(85.0) 140

dibular

Sublingual 4 7(63.6) 11

Minor salivary 58 79(57.7) 187

Total 438 280(39.0) 718
N.M.C.(1983), R AP 21(1983), A 2th(1984),

PM.C.(1985), AFolt(1987), 7t=2 9l (1988), 1L
218 2(1990), A= U(1990)
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Table 2. Incidence of malignant wmor according to pathologic classification

Major Minor
Pathology - - - Total
Parotid Submandibular Sublingual
Malignant mixed 24 5 0 4 33
Mucoepidermoid ca 28 11 2 7 48
Adenoid cystic ca 12 11 2 50 75
Epidermoid ca 7 6 1 16
Adenocarcinoma 17 4 0 29
Undifferendated 4 3 0 7
Others 11 1 2 17
Total 103 41 7 74 225

N.M.C.(1983), RAR#E(1983), AA2|th(1983), PM.C.(1985), AFeth(1987), 71&2 2d](1988),

T2 (1990), YA A(1990)
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Fig. 1. Distribution of various histlogic types of malignant tumors of the parotid gland.
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Fig. 2. Distribution of various histologic types of malignant wmors of the submandibular gland.
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Fig. 3. Distribution of various histologic types of malignant tumors of the minor salivary gland.

Table 3. Involvement of cervical lymph nodes by metastasis from primary parotid gland carcinoma

Time of appearance

Histology No. of patients o Subsequent Total( %)
Squamous cell 45 19 2 21(47)
Adenocarcinoma 62 14 4 18(29)
Mucoepidermoid 272 66 7 78(27)
Malignant mixed 107 18 9 27(25)
Other 8 2 0 2(25)
Acinic 75 6 5 11(15)
Adenoid cystic 54 2 5 7(18)
Total 623 127(20%) 32(5%) 159(25%)
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Anatomic Distribution of Occult Node Involvement

Fig. 4. Anatomic distribution of lymph node involve-
ment in the 30 patients with parotid cancer and
occult nodal metastases. I-V ¢
involved . P . intraparotd or periparotid lvmph
nodes. The numbers in parentheses indicate the
number of patients with involved nodes at that
level.

the neck levels

/

e
Submandibular
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Anatomic Distribution of Occult Node Involvement

Fig. 5. Anatomic distribution of lymph node involve-
ment in the 17 patients with submandibular ca-
neer and occult nodal metastases. I-IV  the neck
levels involved. The numbers in parentheses in-
dicate the number of patents with involved no-
des at that level.
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Table 4. Differential diagnosis of salivary gland w-
mMor.

1. Primary or metastatic cancer of lymph node

2. Lymphoma

3. Fatty replacement, il of parotid

4. Acute or chronic sialadenitis

5. Slalolithiasis . obstructive sialadenitis

6. Cysts(branchial cleft, dermoid)

7. Hemangioma, lymphangioma

8. Lipoma

9. Penetrating foreign bodies

0. Hypertropy associated with diabetes

1. Hypertrophy of Masseter muscle, unilateral or bila-
teral.(paroud gland)

12. Neoplasm of the mandible

18. Parapharyngeal tumor

Table 5. Non-neoplastic disease of the salivary gland
that may stimulate tumor-like manifesta-

ton
Etiology Condition
Inflammatory ~ Acute sialadenitis(e.g., mumps)
Acute bacterial sialadenids
(acute postoperative parotitis)
Necrotizing sialometaplasia
Recurrent sialadenitis
Chronic progressive granulomatosis
AIDS
Inflammatory/  Benign lesions(including sjogren’s)
autoimmune
Occlusive Salivary lithiasis

Mucous plugs(Kussmaul’s disease)
Congenital cysts
Duct stricture
Systemic disease Malnutrition, alcoholism
Diabetes
Drug hypersensitivity
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Table 6. Diagnostic method
1. History and physical examination
2. Biopsy(x E.U.A)

Fine needle asipration biopsy

Incision biopsy
Excision biopsy
8. Radiologic studies
plain X-ray
Sialogram
CT, MRI
Nudlear scan(Tc-99m, 1-125)
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Surgical technics(parotid gland tumors)
1) Enucleation
2) Superficial parotidectomy
8) Total parotidectomy with preservation of the
facial nerve
4) Total parotidectomy, including the facial ne-

rve(Radical parotidectomy)

(&3

.. Total parotidectomy and modified radical

neck dissection
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12. Management of Salivary gland Tumors.

13. Factors influencing prognosis and treat
ment
1) Tumeor biology, histologic grade.

2) Surgical anatomy.



Table 7. Classification of neck dissections

Type of neck dissection

Node levels dissected

Structures preserved

Standard RND
Modified RND

Modified neck dissection

Functional neck dissection

I, I, I v, Vv
I, I, mm, Vv

I, I, v, V(D

None
SAN

SCM, TJV, SAN

Selective neck dissection

*SAN =spinal accessory nerve
IJV=internal juguiar vein.

Classificaion of selective neck dissection

Type of neck dissection Node levels dissected Structures preserved

Submental triangle dissection I-A

Submandibular triangle dissection 1-B

Suprahyoid neck dissection I-A& I-B

Anterior neck dissection II-A, 11, V-A SCH, IJV, SAN, CP
Posterior neck dissection II-A, V SAN (% CP)

II-A, 1, W-A(bilaterally)
II-A, U-B, 1, V(£I-B)
11-B & suboccipital tissue

Interjugular neck dissection
Supraomohyoid neck dissection SCM, 1V, SAN(* CP)
Suboccipital node dissection
Paratracheal node dissection
Retropharyngeal and parapharyngeal Nodes from the nasopharynx

node dissection to the cricoid level

*IJV=internal juguiar vein
SAN=spinal accessory nerve
CP =cervical plexus

Proposed access to salivary gland tumor

r Cystic mass

No inﬂammationj

L Inflammation

Excision

L Needle aspiration J
(If feasible)

i Pus

|

1&D }_“-__' Elective excision

No pus

%) Tumor size. 7) Local recurrence.

4) Capsule invasion. 8) Extension beyond gland.
5) Duration. 9) Facial nerve involvement.

6) Metastasis.



Proposed access to salivary gland tumor

Solid mass

Resectable

Excision
or Enbloc

!

Unresectable

!

Incision biosy

Benign

Malignant

(Lymphoma)----- -

{

¥

Low risk group

Observation

‘ High risk group
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1
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1
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Negative Positive
neck node neck node
Modified RND| _____ N
Supraomohyoidal | ~ — 7 N Adjuvant therapy
neck dissection (XRT or ChemoRx)

9% 4% Gejel 24 AWHA F¥el BUNA ype prades] @ol Ea Utk ohon
frozen section*c}oﬂ}\i AREH HAashe 9 Adupd dxse Fedith 1 o|ft pathological staging
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