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Clinical Finding of Submandibular Gland Tumor

Doog-Woog Kim, M.D., Suk-Min Yang, M.D., Sung-Soo Oh, M.D.
Department of Surgery, Presbyterian Medical Center, Cheon-ju, Korea

Ohbjectives : Submandibular gland tumors is rare. The aim of this study is to get a clinical feature of submandibular
gland tumors and to apply a treatment of submandibular gland tumors of future patients.

Methods : We analyzed retrospectively the 18 patients with submandibular gland tumors who were treated
surgically at Presbyterian Medical Center(PMC), during the period of 8 years from 1992 to 1999. Analysis was
performed regarding the incidence, classification, surgical treatment, surgical complication, recurrence and prognosis.

Result :

1) Male to female sex ratio was 1 : 1.25, the most prevalent age group was the 5th decade.

2) Benign tumors were 12 cases(66.7%) and malignant tumors were 6 cases(33.3%).

3) Histopathologically, the most common benign submandibular gland tumor was pleomorphic adenoma, and
the most malignant submandibular gland tumor was adenoid cystic carcinoma.

4) In pleomorphic adenoma, excision of submandibular gland was performed in all case(8case). In malignant
tumors, excision and supraomohyoid node dissection was performed in 3cases, and modified-radical neck
dissection (RND) was performed in 2cases, and than standard RND was performed in 1case.

5) In the malignant tumor, we choose a radiation therapy as adjuvant therapy.

6) In a surgical complication of submandibular gland tumor, we had a facial netve injury(lcase).

7) Recurrence rate of submandibular gland tumor was 22.2%, and than all case were malignant tumor. Overall
5-year survival rate of submandibular gland cancer was 50%.

Conclusion : In above results, postoperative recurrence rate is low in benign, but high in malignant tumor of
submandibular gland. Surgical procedure should not be aggressive in benign tumor, but should be aggressive in
malignant tumor of submandibular gland and an adjuvant radiation therapy should be considered.

KEY WORDS : Submandibular gland tumors - Recurrence rate - 5-year survival rate - Adjuvant radiation therapy.
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Table 1. Sex ratio of submandibular gland tumor
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Table 3. Operation

Benign Malignancy Total
Excision 12 ~ 12
Excision and upper neck - 3 3
dissextion
Excision and m-RND - 2 2
Excision and s-RND - 1 1
Total 12 6 18

* 1 m-RND, modified radical neck dissection : s-RND, standard

radical neck dissection

Table 4. Histopathology of salivary gland tumor

Benign Malignancy Total Classification No. of patient(%)  Total(%)

Male 6 2 8 Benign 12(66.7)
Female 6 4 10 Pleomorphic adenoma 8(44.4)
Total 12 6 18 Mixed tumor 2(11.1)
Other 2011.1)

Table 2. Duration of submandibular gland tumor Mil\ljzs;td systic carcinoma 3(16.7) 66333
Duration(month) Benign(%) Malignancy(%)  Total(%) Mucoepidermoid carcinoma 1( 5.6)

<12 6(33.33) 1( 5.66) 7(38.9) Adenocarcinoma -

12-60 3(16.67) 3(16.67) 6(33.3) Squamous cell carcinoma 1( 5.6)
60 < 2011 2(16.67) 5{27.8) Other 1( 5.6)
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Table 5. Clinical feature of malignant tumor of submandibular gland

No. Sex Age Symptom Duration Histopath. Stage(TNM) Treatment Recure Survival
(month) month
1 Male 60 Mass 600 ACC HI(T5N M) E+SND+RT No. 95
Female 72 Mass 80 ACC I(T,NoMyo) E+SND Yes 37
Male 57 Mass 28 ACC IV(T,;NoMo) E+SRNDHRT Yes 87
4 Female 33 Mass 1 LPH I(T>NoMo) E+SND Yes 23
Female 80 Mass 40 SCC IV(T,NoM,) E-+MRND+RT Yes 12
Female 31 Mass 13 ME IV(T3NoM) E+MRND+RT No. 108
* © ACC, adenoid cystic carcinoma : LPH, lymphoma ; SCC, squamous cell carcinoma ; ME, mucoepidermoid carcinoma ; E, Excision ;

SND, supraomohyoid neck dissection ; SRND, standard radical neck dissection ; MRND, modified radical neck dissection ; RT, ra-

diation therapy
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