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A Treatment Outcomes and Prognostic Factors of
Malignant Submandibular Gland Tumor
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Hang-Seok Chang, M.D.,* Woong Youn Chung, M.D.,* In Ho Cha, M.D.,**
Chang Geol Lee, M.D.,*** Eun Chan Choi, M.D.,"*** Cheong Soo Park, M.D.*
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Purpose : Submandibular gland tumor is rare, less than 6% of head and neck tumor. The purpose of this article
is to analysis the clinical experience and treatment cutcomes of malignant submandibular gland tumor, sugge-
sting a guideline of management.

Methods : We retrospectively evaluated 26 patients who underwent operation for malignant submandibular
gland tumor at Severence hospital between 1986 and 2004. Statistical analysis was performed by Kaplan-Meier
method, log rank test, Chi-square test, Fisher’s exact test using SPSS v12.0 for Windows.

Results : They consisted of 18 males and 8 females whose median age was 47 years (range : 20—71). 10 cases
of adenocystic carcinoma, 8 cases of carcinoma ex pleomorphic adenoma, 4 cases of mucoepidermoid carcinoma,
1 case each for acinic cell carcinoma, undifferentiated carcinoma, adeno carcinoma, epithelioid hemangioendoth-
elioma. Sialoadenectomy only was performed in 10 cases (36.5%) and sialoadenectomy with neck node dissec-
tion was performed in 16 cases (63.5%) . Adjuvant radiotherapy was done in 22 cases (84.6%) . 10 year disease
free survival rate for malignant submandibular gland tumor was 63.1% and 10 year overall survival rate for ma-
lignant submandibular gland tumor was 70.1%. In univariate analysis, prognostic factors affecting recurrence
of malignant submandibular gland tumor was initially papable lateral neck node in physical examination and
metastasis of lateral neck node in pathologic confirmation. The prognostic factors affecting survival of malignant
submandibular gland tumor was tumor size, TNM stage, recurrence and type of recurrence.

Conclusion : In this study, prognostic factors affecting recurrence of malignant submandibular gland tumor
was initially papable lateral neck node in physical examination and metastasis of lateral neck node in patho-
logic confirmation. The prognostic factors affecting survival of malignant submandibular gland tumor was
tumor size, TNM stage, recurrence and type of recurrence.

To prevent recurrence and to improve survival, early diagnosis and aggressive surgery must be considered.

KEY WORDS : Malignant submandibular gland tumor * Treatment outcomes * Prognostic factors.
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FAEE 48 SPSS v12.0 for windows Copyright -
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of Hg) AN I} 3T} FWrlE 2.3 1 1(18%/8%) =
URloA & dhUI T E BT (Tablel).

2. d¥B Y

B o= 9231 3)20] FUSA 1341(50.0%) = 2t
ol7} Qg1 o8 Al oktA H9le] 3 W FoF
719 S7Y, % wgde] #FHAUY A7 4 269
(100%), 54(19.2%), 124(46.2%) Ft}. 750 AHo)
ZXHAW B3I} 2o4(7.7%) Q3. A A2 vh|FtE
13l A7} 19)(3.8%) Stk (Table 2).

N

3 A& WHT AR
S o obalal ARt st 2497t 10940(36.5%),
obstid AAEH FAF d=d A l%—% Zo] Ajgst A
7F 164(63.5%) Stk 3% B2d HAled 24 AxA
_\_)\]—l:' 3147@1 7§A/\° }\]z‘sgﬂ- 7]- o:‘ﬂ(403%) tﬂ?‘sfl
FHY BoAE Paes N A 7} o(19.2%) Atk 1
YT $&3 gl x] 22 2713t 397} 224(84.6%) %

T}H(Table 3).

Table 1. Age and sex distribution of malignant submandibular

gland tumor

Age’ Male Female Total (%)
20—-29 4 1 5(19.2)
30-39 3 0 3(11.5
40-49 4 2 6( 23.1)
50-59 3 4 7( 269
60—-69 2 1 3(11.9)
>70 2 0 2( 7.7
Total 18 8 26(100%)

* : Median age was 47 (20-71)

Table 2. Clinical manifestation of malignant submandibular

gland tumor
Symptoms & signs Number of patients (%)
Site : Right/Left 13(50.0)/13(50.0)
Swelling 26(100)
Pain 5(19.2)
Growing mass 12(46.2)
Fixation of mass 14(53.8)
Palpable initial neck node 2(7.7)
Paralysis of facial nerve 1( 3.8
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#4FE (adenoid cystic carcinoma)©] 104(38.5%),
71N+ (carcinoma ex pleomorphic adenoma)
o] 81(30.8%), N33 %L (mucoepidermoid carci-
noma) ©] 4(15.4%), AMAA £ (acinic cell adenocar-
cinoma) ©] 191(3.8%), 41935 (adenocarcinoma)©] 1(3.
8%), "8l (undifferentiated carcinoma)©] 10(3.8%),
A4 D33 (epitheliold hemangioendothelioma) ©}
14(3.8%) Qo).

ofahd ol FaFo) 270 ol dolw A9t 14(3.8%) N
on, U] A= Fghol 3.5em(1.0~8.0) ek oFskA

HE HRl 971 894(30.8%), Z74% Uxd Holg
 B9-7F 84(30.8%) Atk Table 4).

X
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AJCC 7% o] &3t g #4313t Tle] 549
(19.2%) R, T27} 124/(46.1%) & 7P wekoH, T37}
81(30.8%), 18] T4a7} 1°1(3.8%) At} NO7} 199
(73.1%) & 7V @3k31, N1o] 49(15.4%), N2b7} 3¢
(11.5%) vt M W71 2694(100%) oIl 25 MO o3tk

W71 17} 5e0(19.2%) 932, 117)7F 1094(38.5%) 2 7}

Table 3. Types of operation and adjuvant radiotherapy in ma-
lignant submandibular gland tumor

Number of
patients (%)
Sicloadenectomy alone 10(36.5)
Types of operation  Sial*+SOND ' 11(40.3)
Sial*+MRND ¥ 5(19.2)
Adjuvant radiotherapy 22(84.6)

* 1 Sidloadenectomy, 1 : Supraomohyoid node dissection
¥ : Modified radical neck node dissection

Table 4. Pathologic findings of malignant submandibular gland

tumor
Pathologic Malignant  Adenocystic 10(38.5%)
type carcinoma
Ca ex pleomorhic 8(30.8%)
adenoma
Mucoepidermoid 4(15.4%)
carcinoma
Acinic cell carcinoma 1( 3.8%)
Adeno carcinoma 1( 3.8%)
Undifferentiated 1( 3.8%)
carcinoma
Epithelioid 1( 3.8%)
hemangioendothelioma
Multifocality 1 ( 3.8%)
Tumor size 3.5cm{median) (1.0-8.0)
(range)
Extragland 8 (30.8%)
invasion (+)
Neck node 8 (30.8%)
metastasis (+)

2 wokth 1717} 6901(23.1%), IVAZ17} 590(19.2%) Sick
(Table 5).

6. NaH 3 AFOIRF 24
AA Bk 108 T AEEE 63.1%9 1 Fig. 1),
10d AEES 70.1%9HFig. 2). 84 37 A} 717k

Table 5. Clinical staging using the 6 American Joint Commit-
tee on Cancer staging system

A.TNM stage
T
1 5( 19.2%)
12( 46.1%)
8( 30.8%)
4a 1(¢ 3.8%)
4b 0( 0%)
N
0 19( 73.1%)
1 4( 15.4%)
2a 0C 0%
2b 3( 11.5%)
2c 0o 0%
3 o 0%
M
0 26(100%)
1 0 0%)

B. Stage grouping using TNM stage

Stage | 5(19.2%)
I 10(38.5%)
1l 6(23.1%)
VA 5(19.2%)
VB 0( 0%)
VC 0( 0%)
Disecse free survival
10
08
10yr=79.4%
2
s 06 -
? 10yr=63.4%
04 +
—e— Early stage 10yr=39.0%
02 —&— Late stage
—#— Overall stage
2 2 ® 60 84 120

Months

Fig. 1. Disecse free survival rate.
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Overdll survival

1.0 4
10y1=92.3%
08
g 06 |- 10yr=70.3%
b
o)
o
04
10yr=35%
—— Early stage o
02 —— Late stage
—®-— Overall stage
12 24 48 60 84 120

Months

Table 7. Univariate analysis of prognostic factor on overall

survival

Death Lve p-value

Tumor size(cm)  0< <2 1 4 0.042
2< <4 2 13
4 4 2

Stage ] 1 4 0.042
I 0 10
1] 3 3
IVA 3 2

Recurred Yes 7 2 <0.001
No 0 17

Recurred type Local 1 1 <0.001
Systemic 4 1
Local+systemic 2 0

Fig. 2. Overall survival rate.

Table 6. Univariate analysis of prognostic factor on disease

free survival
Recurred recNLi?ed VC§|)l-Je
Palpable neck  Positive 2 0 0.043
node Negative 7 17
Extragland Positive 3 5 0.837
Invasion Negative 6 12
Neck node Positive 5 3 0.046
metastasis Negative 4 14
Adjuvant Positive 8 14 0.660
radiotherapy  Negative 1 3
Stage” Early 3 12 0.067
Late 6 5

« : Clinical staging of malignant subomandibular gland fumor
using the American Joint Committee on Cancer staging sys-
tem. Early stage is stage | and I, late stage is stage lll and IV

Hat 88.3718(9~194) o]k
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A 822 & F Ao JFL v|Xe= 29
3 Ax}t Fo| A7} 258 AFFEC] TR (p
0.042), A W77} AW APRE0] F718150THp=
0.042). A ALg AL 9o F 77t AP o (p<
0.001), AZFehol w2 E4oxe AAAJ LS B

T3
o e o

fl
o

[

o
1

B
(

Table 8. Survival and recurrence rate according to pathologic
type of malignant subrmandibular gland turnor

Recurrece Death Total

Yes No Yes No case
Adenocystic carcinoma 1 9 1 Q 10
Ca ex pleomorhic adenoma 5 3 4 4 8
Mucoepidermoid carcinoma 2 2 1 3 4
Acinic cell carcinoma 0 1 0 1 1
Adeno carcinoma 0 1 0 1 1
Undifferentiated carcinoma 1 0 1 0 1
Epithelicid 0 1 0 1 1

hemangioendothelioma

5¢ = 4ofolA AFEITHpP<0.001) (Table 7).

S & AR 77 F QLS 990 (34.6%) o] A
A Biolx thAET|A Y% (carcinoma ex pleomor-
phic adenoma)©] 84 % 5¢i, AT FULF (mucoepi-
dermoid carcinoma)©) 49 & 29, A43d/d94E (adenoid
cystic carcinoma)©] 1o & 19, v]i#sHd &5 (undifferen-
tiated carcinoma)©] 19 & 1¢J$ich

AVReE A= 741(26.9%) 2 tFAAFTIA Y (carci-
noma ex pleomorphic adenoma)©] 8¢l & 4o, Ak
% (adenoid cystic carcinoma) ©) 19 3 19, HAEI Y}
ok (mucoepidermoid carcinoma)©| 49 % 14, #3334
o} (undifferentiated carcinoma)©| 19 % 143tH(Table
8). 7P A7) AERA= AGHEAAYF (acinic cell adeno-
carcinoma) A2 1947125 Adglo] BE Foll Yok

ZAW e B85} o $of 528 JFE WFRACE AL
B2HU £ AFME ATV 849 & 2 FE F 74
w3 77te] FREA Halo] AE &) vig HFT o)
o]Fo)x]x] EgH R oF AlsHr
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