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Risk Factors of Nodal Metastasis in Salivary Gland Cancer

Si Hyung Lee, M.D., Soon Yuhl Nam, M.D., Seung-Ho Choi, M.D., Jung Je Park, M.D.,

Chan-Jong Kim, M.D., Woo-Seok Kang, M.D., Sang Yoon Kim, M.D.
Department of Otolaryngology, University of Ulsan College of Medicine, Seoul, Korea

Background and Objectives : Nodal metastasis is one of the prognostic factors in salivary gland cancer. The
purpose of this study is to identify risk factors of nodal metastasis considered as a predictor of poor prognosis

in patients with salivary gland cancer.

Material and Methods : The authors retrospectively studied 82 patients with salivary gland cancer who un-
derwent surgery from 1992 to 2002. We analyzed age, sex, tumor size, histologic type and 5-year survival rate

to compare patients with and without nodal metastasis.

Results : Mean age was 55.4 years, with a male-female ratio of 1 : 1.28. The overall 5-year survival rate was
85.5%. Among the 82 patients, 14 patients had nodal metastasis. There was no nodal metastasis in low grade
malignancy. In patients without nodal metastasis, mean age was 52.5 years and the overall 5-year survival rate
was 94.2%. In patients with nodal metastasis, mean age was 69.4 years and the overall 5-year survival rate was
42.9%. In patients with less advanced cancer (T1—T2 stage), the nodal metastasis was 7.5% and with advanced

cancer (T3—T4 stage) , 33.3%.

Conclusion : Nodal metastasis significantly decreases survival in patients with salivary gland malignancy. High
grade malignancy, large tumor size and old age are important risk factors of nodal metastasis. Nodal metastasis
is more common in submandibular gland cancer compared with parotid gland cancer.

KEY WORDS : Salivary gland neoplasms * Prognosis - Lymphatic metastasis.
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Table 1. Histopathologic distribution

Table 2. Grade and nodal metastasis

Histopathology No (%) Grade No Nodal metastasis
Adenoid cystic carcinoma 21(25.6%) High 1 n
Mucoepidermoid carcinoma 21(25.6%) Low 16 0
Malignant mixed tumor 11(13.4%)
Acinic cell carcinoma 7( 8.5%) Table 3. Salivary gland and nodal metastasis
Adenocarcinoma 6( 7.3%) Gland No Nodal metastasis
Salivary duct carcinoma 6( 7.3%) Parofid 38(46.3%) 4
Malignant lymphoma 4( 4.9%) Submandibular 19(23.2%) 10
Terminal duct adenocarcinoma 3( 3.7%) Sublingual 20 24%) 0
Epithelial-myoepithelial carcinoma 101.2%) Minor salivary 23(28.0%)
Myoepithelial carcinoma 10 1.2%) Tofal 82( 100%) 14
Undifferentiated carcinoma 101.2%) Table 4. T stage and nodal metastasis
fotal 82(100%) Tstage No Nodal metastasis
Tl 24 1
He) BAE o ARVI%S FYHoR PAMIL o, % 3
F 827 % 2@ 36, oA 46 o® FnlE 1:1.28%0 13 16 7
on] Yyt AL 55442 vepdet Heleh Jde 1992 T4 14 3
d WHO classification®l] &Ja ¥F3ldc}h. & 829 & Total 82 14

NA obAdEok 2 Mok IEE (Adenoid cystic carcinoma)
21|, A3 okerE (Mucoepidermoid carcinoma) 21¢)),
o} &E8kE (Malignant mixed tumor) 11¢], AvkA ek
(Acinic cell carcinoma) 7¢, A%<&(Adenocarcinoma) 6
of, e A e (Salivary duct carcinoma) 6¢), oMl
3% (Malignant lymphoma) 44, F2#UE (Terminal
duct adenocarcinoma) 39|, A3 -2 A9 (Epithelial -
myoepithelial carcinoma), "|&£3} ¢ (Undifferentiated
carcinoma), @33 %% (Myoepithelial carcinoma)©] Z+2}
1909 =02 Yehgth(Table 1). SA8H4 B42 @49
o) me} FlolAlF A, T t—testS AME3I L Ka-
plan—Meier methodE ©]-&38ld AEES T3tk

4 I

=] Q= A= F 149(17.1%) o)A 2
HEs U= 89 (22.2%) oA BAsIg R o
(13%) oM ZAste] Frtell A HF FZA Mol
7b HAAE AR SE FsAE &th(p>0.05). B
4 Hol7t = AF B AL 69.440)1 B Y
A Ado7t gl A9 et AL 525MZ 1FHNA F
SJstA AR dxzd FAolrt Wkt (p<0.05).
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(high grade) HAFIUYYE, el
high grade® AW FEE A% (low grade)

ok TUHAMAES low grade® W4 £ 829 = high
grade7} 44091 o] = 1104 AR H=ZH Ho|r} &
At o8 low grade: 1692 ZF F2H Hole= LA
314 k3ttH(Table 2).
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el o] w2 AJFeke) A £¥E = ¥ 824 F ot
Aojlx 3841(46.3%) 2 71 T8I AEtM oA 234
(28.0%) 7} A8t om oFalidolA 194(23.2%), sk
ol A 2¢01(2.4%) 2] w22 EFSTE

ol3lAl 38flellA= Foke] Y| W 223 Rl mt
U2 ¢ UHE ASs o)t JGEAE (Supert-
cial parotidectomy)-& 144, ©]5H4 A& A< (Total paro-
tidectomy) = 23] ABSH L 239 F 5N HEH
ek 2ol AlFEth YA 19eMe TS Al
313t

Efeldo] n}E A% HEA Aol o]sh YTl 49
(10.5%) 7t 2A¥sI, oFsha MdFedel 104 (52.6%)
7} Agsl o Asial
2] ¢33kcH(Table 3). 7 FZA o7} Qe BE 29l
A e F A AEE

W B 14717} 4190, 297) 119, 317 89, 4
7] 22612 vehgtl, TH/IE 22X+ T1 249, T2 28
o, T3 169, T4 1442 Yelt® T1, T2¥7E 2719
(early cancer) 22 T3, T4¥7|E A3 (advanced can-
cer) 02 U 27|99 A 7.7%M AF 9=ZE A
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Fig. 1. Survival rate based on nodal metastasis.

o7k A WY 7+
o) T V) 2 B E
(p<0.05) (Table 4).

33.3%14 A% 92A o)}
A% 22 Ao} Belgick

5. 8% EIE Mol ME 51 HE

Kaplan—Meier methodel] 23t 5 PEEE QA2
86.5% % o™ Ht FAAE 72 3270 €)TH(E~105
M), 735 2 Ho|7b ek ¥ A2 5d AE
& 94.2%R1 A5 dxA Holr} Hlst A= 42.9%
Z BAALE 793t 2po]71 UAUTHP<0.0001) (Fig. 1).
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TR A (multicellular theory) & 24240 £9ko)

A9 B4 AxelA 7t o]FolH, T ]%t OW]
A (bicellular theory), =2 o8] Z4d (reserve cell the-
ory) 4] Wi (excretory duct) ¥ 7§41 (intercalated
duct) &) 7)1 A A3 (basal cell) oA FoFo] whAlsh= M2
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Aol A Eke] ZARgskd Ad, Foro] 7] 4 Agkx
25215 (desmoplasia) ©] 2% HZE Hole] Tad 5
011}3}1 5“9.”%, Kelley$} Spiro §'"& o)3k4l ot
Koy Aoyt Qg A AEEo] A
_/,\_6]-\:]-1 z;sy\_o_u:} = ok,] 3_7]7]. 3_7{1/]_ z;dalx—l ol-/H 1:7].
#8F3i ), =3t Frankenthaler

73, dAA v 2 ex-

A oY A5

traparotid tumor extension A5 ¥
A Holgt F
ia).

/\%03]

]-/K—] 1:

F
J
K
2
*..

Il:l r

=90
o=

E

ozlEly wEPon W (e AR
oke] 77t 483 5 oxkEla st

B oA A4 9 dEEEE py AgEo g Y
H7} 10 1.98% o2y} weron] A A=A Aol vt
N 22.2%, oARINA 13%7F wAgsto] wrtelA wokort
AR FoAdE ok B AH-E 204014 82}\1]7]].X]

T HEA A7k gl AF Bt A%

D

l_
o o

rulru

3 v 3% W AL 525
AR st 24l 290 B 9 AV g

‘ﬂéﬂliﬁi‘ﬁ B3E WHO 590 wgron] wixs A
FAdel ol yjekokEo] B 216(25.6%) 2 714
wiorow] oM EFE 116(13.4%) 9 o)) MIEF
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Xk 2254(17.6%) 2 oMY EF 1041(12 6%) 9] &
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FFYUE, AYERF, L5 (high grade) HAFIYUE,
EfRA TR, nRESI9ES high grade® AIUAIESF, Ak
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