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A Review of Minor Salivary Gland Tumor

Kyung Tae, M.D., Yong Bae Ji, M.D., Bong Jun Jin, M.D.,
Seung Hwan Lee, M.D., Hyung Seok Lee, M.D.
Department of Otolaryngology-Head and Neck Surgery, College of Medicine, Hanyang University, Seoul, Korea

Background and Objectives : Minor salivary gland tumors vary in their primary sites, histopathology and
biological behavior. Therefore, various factors are considered in selecting the treatment modality and predic-
ting the prognosis. We performed this study for the purpose of getting further understanding and more supporting
ideas for the diagnosis and treatment of minor salivary gland tumor.

Materials and Methods @ A retrospective analysis of the patients with 52 cases of minor salivary gland tumor
who were treated at the Hanyang University Hospital from 1996 to 2003 was performed. We analyzed demo-
graphy, symptoms, histopathology, treatment and outcomes by the review of medical records.

Results © Among 52 cases of minor salivary gland tumor, 46% were classified as benign and 54% were
classified as malignant tumors. The most common benign tumor was pleomorphic adenoma. Adenoid cystic
carcinoma (15/28) was the most common in malignant tumors. Eight patients were males and sixteen patients
were females in benign tumors and 10 patients were males and 18 patients were females in malignant tumors.
The most common site of benign tumor was the palate (17/22), whereas malignant tumors were most common
in the nasal cavity and paranasal sinus (9/28) . Asymptomatic mass was the most common symptom. According
to the criteria given by the AJCC on staging, stage III and 1V (21/28) were more common than stage I and
11(7/28) . All benign tumors were treated with simple excision and had no recurrence. In malignant tumors, 25
patients underwent radical excisional operation and 13 patients of them had postoperative radiation therapy.
Three of them were treated with additional chemotherapy. In whom treated with radical operation, 9 patients
had recurrence. Three were recurred at the primary site with neck node metastasis, 3 were recurred at the primary
site with lung metastasis, 1 was recurred at the primary site with neck node and lung metastasis, 1 was recurred
only at neck node.

Conclusion : In minor salivary gland tumor, malignant was more common than benign. Malignant tumor
originated from minor salivary gland were more frequently diagnosed at advanced stage with high recurrence
rate and distant metastasis. Early detection of the disease is needed to improve the prognosis of the patients
with malignant tumors of the minor salivary glands.

KEY WORDS : Minor salivary gland - Salivary gland tumor.
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Table 2. Primary site of tumors

adenoma) ©] 20412 7F¢ ©gred, 1 9 ZAYEmyo- No. of cases (%) Total (%)
epithelioma), Warthin % 5o 313t} 94 Foke A Benign Malignant
Oy Oy O
okgdAJekEo] 15612 713 wWelow XekE (adnenocarc- Hard palate 13(25%) 6(11.5%) 19(36.5%)
. Nose & PNS* 1( 5.8%) 9(17.3%) 10019.2%)
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Table 1. Hisfopathologic classification of minor salivary gland ~ Buccal mucosa 1€ 1.9%) 3( 58%) 4C 7.7%)
tumors Lip 3( 58%) 0 3( 5.8%)
Classification No. of patient Others 2( 3.8%) 4( 7.7%) 6(11.5%)
Pleomorphic adenoma 20 Total 24(46.1%) 28(53.9%) 52(100%)
Benign Myoepithelioma 1 * 1 PNS ; paranasal sinus
(N=24) hin’s H
Warthin's fumor ] Table 3. Age and sex distribution
Adenoma 2
- - Benign Malignant
Adenoid cystic carcinoma 15 Total
, Male Female Male Female
Adenocarcinoma 6
. . . <40 1 3 2 2 8(15.4%)
Malignant Mucoepidermoid carcinoma M09 3 ' ] 3 8(15.4%)
(N=28) Carcinoma ex pleomorphic 1 e
adenoma 50-59 1 3 3 4 11(21.1%)
Clear cell carcinoma 1 60—69 2 7 4 4 17(32.7%)
Acinic cell carcinoma 1 =70 1 2 1 4 8(15.4%)
Total 52 Total 8 16 1 17 52(100%)
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Table 4. Presenting symptoms AN F Adte] 3t Sx= ISl o Foke
Symptom Benign Malignant 2890% 2591(89.3%) oA SA A FaS woron, lode
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Epistaxis 0 3(11%) A A 55 FRBTQLUT AARE A7k 2 1o 3
Cheek swelling 0 3(11%) StHTable 6). 232 F&& W 25497 et A
Headache 0 10 4%) TARE 26, FAARD 4o, FHEAR 34, A7 ARA
Snoring 2( 8%) 0 Table 6. Treatment modalities of malignant tumors
Blood tinged sputum 0 1( 4%) Treatment No. of patient (%)
Biopsy only 1( 3.6%)
Table 5. Tumor stage at presentation
Surgery 12(12.9%)
Stage No. of patient (%) Surgery-+RT 10(35.7%)
stage | 1¢.3.6%) Surgery+RT+CT 3(10.7%)
Stage Il 6(21.4%) RT 1( 3.6%)
Stage lll 5(17.9%) CT+RT 1( 3.6%)
Stage IV 16(57.1%) Total (%) 28 (100%)
Total 28(100%)

RT : Radiation therapy. CT : Chemotherapy

Fig. 1. Adenoid cystic carcinoma of floor of mouth, A : Reddish mass was noted at the left floor of mouth. B : The tongue and floor of
mouth with tumor were exposed via pull-through approach. C : The tumor was resected with cervical lymph nodes. D @ The
surgical defect was reconstructed using latissimus dorsi free flap.

Fig. 2. Adenoid cystic carcinoma of maxillary sinus A : The soft fissue density was noted at left maxillary sinus and the bony erosion
was noted at medial wall of maxillary sinus and orbital floor. B : After elevation of cheek flap with Weber-Ferguson incision, the
maxilla was exposed. C : The surgical defect after total maxillectomy with the preservation of orbit was demonstrated. D :
The specimen which consisted of entire maxila was shown. E : The 3-dimensional reconstruction of surgical defect was per-
formed with latissimus dorsi myocutaneous free flap.
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Fig. 3. Overall 3-year survival rate.
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