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Minor salivary gland cancer (MSGTs) accounts for 2-4% of head and neck cancer, 10% of all cavity cancers and 15-23% of all salivary § oo 1, | E
gland cancers. The mainstay of treatment has been surgery with radiatiotherapy used as an adjuvant modality inadvanced cases. There are —L‘ :
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few large case series which specifically address the prognostic factors of minor salivary gland malignancies. Most large series are typically
confined to a specific site of the head and neck, such as the oral cavity, or a specific histological subtype. The rarity and heterogeneous
nature of these tumors make the identification of prognostic factors difficult to determine.
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Figure 3 - Disease Specific Survival by Tumor Grade Figure 4 - Disease Free Survival by Tumor Grade

OBJECTIVES

This study reviews a large series of malignant intraoral and oropharyngeal MSGTs, and determines the incidence and correlation of the
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histopathologic features with the clinical characteristics. It also searches for independent prognostic factors for locoregional control, e I st
distant metastases, and survival. | W = { B
PATIENTS AND METHODS
A retrospective chart review was performed at a referral center. Between 1997 and 2007, 315 patients were evaluated for minor
salivary gland tumors of the oropharynx and oral cavity at the BNCI. Patients who were included in the study had biopsy proven of the o | | | |
following sites: oropharynx and oral cavity. Computed tomography scans and/or magnetic resonance studies were used to determine the " P om0 W me e
anatomic site of tumors, as well to evaluate tumor extension. Histopathological slides were reviewed by a senior pathologist at BNCI; | | o | | o
histological typing was according to the World Health Organization classification of salivary tumours, histological specimens were Hgure > - Disease Specfc Survival by TN hgure 6 - Disease Speciic Survival by Tumar Stage
gical typing g g Y ) gical sp
analyzed for margins, patterns of spread, histological type and tumor grade.
Demographics and clinical presentation, TNM classification, treatment, and outcomes were evaluated. Survival rates and disease DISEASE SPECIFIC SURVIVAL Table 3 - Histological types
recurrence data were used to determine the significance of independent prognostic indicators against survival and recurrence. Qutcome ol e e Parameter N %
measures included recurrences as well as overall survival, disease-specific survival (DSS), and disease free survival (DFS). Recurrence and _ . e Adenoid Cystic Carcinoma 108 343
survival rates were calculated from the date of diagnosis to the event of interest. Recurrences were classified as local, regional, or distant. fg :”::::::Z:’;:Z C:;C:"ma 180; Zi;
Survival analysis was performed using Kaplan-Meier estimate and statistical significance determined by log-rank test. Factors with T N Coll Carcinoma ) 6
possible prognostic impact were evaluated through univariated analysis. E Others 13 42
0 Total 315 100
R ES U LTS . Table 4 - Disease Characteristics
0.0 50,0 M(;:l'o.:HS 150.0 200,0 Parameter No. of patients (%)
TNM classification
Most patients (60.3%) were females, with a median age of 69.5 years (range, 1882 years) (Table ). The mean follow-up was 71.6 Figure 7 - Disease Specific Survival by Treatment Modality . :24‘2(3922)
months. The hard palate (44.4%) was the most commonly affected site, followed by buccal mucosa (14.6%) and tongue base (8.9%) (Table T3 59 (18.8)
2). Adenoid cystic carcinoma (34.3%) and mucoepidermoid carcinoma (32.1%) were the most common histopathological type (table 3). | i >3 (19.5)
Most patients presented with tumors that were classified as T2 (39.4%), followed by Tl (23.2%), T3 (18.8%), and T4 (18.8%). Sixty-one fable 1 - Demographic Data - o S?))
percent of patients had stage I-11 disease and 38.1% of patients had stage IlI-IV disease. Lymph node and distant metastases were identified Parameter No. of patients (%) M it
in 11% and 4% of cases at presentation, respectively (Table 4). Other characteristics were also evaluated on the surgical specimens including ‘S\" Patients 215109 e 195 (61.9)
bone invasion (19.5%), perineural invasion (19.9%), angioinvasion (6.2%), as well as the analysis of surgical margins, we found free " Wormen 190 (60.3) v 120 (38.1)
margins in (94.7%) and close margins (15.3%). Two hundred forty-eight patients underwent surgery (78.7%), the most common surgical Men 125 (39.7)
Intervention was maxillectomy (42.5%). Postoperative radiotherapy was also given to control locoregional disease in 37.8% of cases. Forty- hosy o5 o Table 5 - Corrlation of pathaloy,stage and treatment with disease-speciic
six (14.6%) patients underwent exclusively radiotherapy with curative intent, twenty-one patients received palliative treatment. The Range 18 82 (DSS) and disease-free (DFS) survival
overall recurrence rate was 22.3%. Of these recurrences, 33.3% (n=22) were local, 27.1% (n=17) were regional, 20.4% (n=13) were
loco-regional and 19.2% (n=12) were distant, with the most common site being the lungs. Twenty-six patients underwent a salvage Parameter Doey Pvalue XSS Pvalue
surgery (5 patients underwent radical neck dissection, 12 maxillectomy and 9 mandibullectomy). Table 2 - Anatomic site Tumor Grade <0.001 0.018
Univariate analysis showed that T4-Stage (p=0.001), high grade tumors (p<<0.001), non-surgical treatment (p<<0.001), positive Parameter N % e e arade iy o
margins (p<<0.001) were significant prognostic factors for death. Stage lll-IV (p=0.05), exclusive radiotherapy (p<<0.001) and Hard palate 140 44.4 High grade 44.5 40.8
perineural invasion (p=0.028) were significant adverse factors recurrence. The 5- and 10-year DSS rates were 84.4% and 79.1% (Figure f::;j;::::sa :: 1:: - oy e o
1), whereas the 5- and [0-year DFS rates were 81.1% and 78.2% (Figure 2), respectively. When the DS$ was compared according to tumor oor of mouth ’e 2y T2 89.6 716
grade, patients with high grade tumors had the worst survival and DFS rates (p<<0.00land p=0.018, respectively) (Fig. 3 and 4). Soft palate 24 76 iy o o
Advanced T stage (T4) was identified as a significant factor for DSS and DFS compared early stage tumors (TI-3) (p<<0.001 and p<<0.001, Superior alveolar ridge 14 4.4 Clinical Stage <0.001 <0.001
respectively) (Fig.4). Patients with stage III-1V disease had worse DSS and DFS than patients with stage I-1| disease (p<<0.001 and Ti::i‘l’m'ar igone 1; Zz . o 2
p<<0.001, respectively)(Fig. 5). Surgery plus postoperative radiation therapy provided the best DS$ and DFS rates compared to other Lower alveolar idge . s rentmont oo oo
treatment modalities (p<<0.001 and p<<0.001, respectively) (Fig. 6). The analysis of factors associated with DSS and DFS is presented in Oral Tongue 6 19 Surgery | 82.5 773
table 5. o : 13 Sugory s neck section 63 20
Total 315 100 Radiotherapy 16.9 31.8
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Several prognostic factors for locoregional and distant control were found. Radical surgery with postoperative radiotherapy was found
- to improve locoregional control.
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