Management of salivary gland tumors 

The embryological stem of salivary glands originates from the invagination of  epithelium into the mesenchymal tissues, forming ductal, acinic, and myoepithelial components of the salivary glands.


Salivary glands are major " paired" and minor scattered all over the oral cavity. 

 Conditins of the salivary glands include traumatic, obstructive, inflammatory, autoimmune, idiopathic and neoplastic " benign & malignant". The reason why we care much about the embryologic origin of salivary glands is that  the very same tumor will be of the same origin resulting in a different diagnosis as well as a different management. 

Such as, ectodermal tissues give rise to ectodermal tumors and the same goes for mesenchymal, lymphocytic and neurologic tissues. 

 In general, the distribution of salivary gland tumors goes as the following: 

80-85% occur in major salivary glands.   
85% occur in the parotid
85% are pleomorphic adenoma of the parotid. 
15-20% occur in the minor salivary glands
50% of minor salivary gland tumors are malignant

( check page 416 of contemporary oral and maxillofacial surgery for more elaboration) 

Generally, the smaller the gland is, the larger the possibility of malignancy. 

When a patient presents to the clinic with a swelling in the parotid region the first DDx to come in mind before performing any radiographic/ biopsies is pleomorphic adenoma until proven otherwise. While tumors of the minor salivary glands always raise the suspicion of malignancy " 1 out of 2 minor salivary gland tumors is malignancy". 

  Benign salivary gland tumors 
most common type of tumors and most commonly occur in the parotid, with pleomorphic adenoma having the greatest occurrence. 

Pleomorphic adenoma derived it's name from it's varying forms under the microscope and having a mixed cell origins. It is a painless slowly growing mass, characterized by some recurrence because of it having an incomplete capsule. The management of pleomorphic adenoma is superficial parotidectomy to avoid leaving any cells that have escaped the capsule resulting in recurrences. 




Ofcours there are two types of adenomas, monomorphic and pleomorphic. 
although rare, malignant transformation can happen. 

The classic clinical presentation of pleomorphic adenoma is a swelling of considerable size with normally appearing mucosa/skin and no signs of neural invasion. In the case of a palatal pleomorphic adenoma the only difference if it was crossing the midline would be in the management and later the reconstruction of the defect. 

Warthin's tumor 


Is the 2nd most common tumor happens almost exclusively in the parotid and said to have a predilection for males who smoke.  Can present bilaterally. 

Differences in the clinical presentation of malignant vs benign tumors. 

1. the overlying skin/ mucosa is usually ulcerated/ abnormal while in the case of a benign tumor it is normal. 
2. soft tissue involvement resulting in neural damage, muscular damage " trismus" 
3. time frame of malignant tumors is narrow " faster growth" .
4. pain and deep fixation in malignancy. 



Tx of benign tumors is full excision, however, each case should be treated on it's own merits. In the case of benign tumors, superficial parotidectomy is the tx of choice while in cases of malignancy total excision with or without, radiotherapy or chemotherapy. 

Open biopsy is not advised in cases of major salivary gland tumors, because it results in seeding of tumor cells in adjacent tissues. 

Complications:

- Frey's syndrome :- is a fairly common complication. When salivary production is stimulated sweating,hotness and redness results in the area of the salivary gland.

The physiology behind this phenomenon lies in the fact that sweat glands which are sympathetically stimulated work on the neurotransmitter acetyl-choline which is the only exception in the sympathetic system. When salivary production is stimulated through the parasympathetic system both sweat glands and salivary glands get worked out since the parasympathetic and sympathetic innervations are connected and both have the same neurotransmitter which is acety-choline.  

Botox can block the stimulation of sweating.

- Salivary fistulae , Mucoceleses.

Malignant tumors, 1ry tumors are fairly rare in salivary glands and most tumors are 2ry metastasis. 


Most common is mucoepidermoid carcinoma, it is a polymorpous low grade adenocarcinoma. It is not common but it has the characteristic of perineural spread  that’s why a brain metastasis can happen suddenly. These need a very good set of histological examination to rule out or confirm neural invasion and a long time follow up.

Adenocystic carcinoma, less common but can also have perineural spread. 

not every single case has to have facial nerve palsy as only 25% of malignant cases have perinerual invasion so the absence facial palsy is not reliable as a sole observation to rule out malignancy. 

modes of tx: 
1. surgery
2. radiotherapy

3. combined chemotherapy is still questionable.

A lump in the neck is highly suggestive of metastasis when present with malignancy of the head and neck. 

A frozen section is a part of viable tissue taken during surgery with clearly marked margins to orient the surgeon and the histopathologist of the area the section belongs to.

During surgery one should pay attention to the vital structures related to the area of surgery. So during the removal of the sublingual gland for example, the lingual nerve, Wharton's duct, lingual vessels should be taken care of. 

In the case of a parotid tumor superficial parotidectomy is warranted, an incision is made through the skin "pre-auricular" and care is practiced while dissecting the gland to protect the branches of the facial nerve, which is present between the deep and superficial lobe of the facial nerve. 
- Limitation of mouth opening can be a sign of salivary gland malignancy because of invasion into the masticatory muscles. 

In the case of a massive tumor invading both the maxilla and the posterior mandible on one side along with the gland and adjacent soft tissue, drastic measures should be taken. The plan consists of a hemi-maxillectomy with removal of the ascending ramus and condyle, the involved gland and adjacent soft tissue. This can't be done properly via an intraoral incision. An extra oral approach and a certain type of incision is made to deglove half of the face. With neck dissection afterwards. 

The second part of surgery is the reconstructive part, with the soft tissue being replaced by the temporalis muscles full thickness pedicle flap, although it is not functional, but gives good aesthetic results. The problem with this flap is that it leaves a defect in the original flap position. And radiotherapy afterwards.
The problem with cancer patients is that they develop cancerphobia, and should be referred to a psychologist for counseling. 

Neck dissection is a general principal, and caries two types; radical and modified.

 
Radical neck dissection means removal of all structures in the neck including accessory nerve, internal jugular vein, with sternocleidomastoid and ofcours the lymph nodes whereas modified neck dissection leaves some of the structures there to facilitate function like the accessory nerve that supplies muscles of shoulders. 


The type of dissection carried out is dependant on the type and stage of tumor. 

When performing surgery in the submandibular triangle to remove the submandibular gland, an incision is made 2 fingers away from the lower border of the mandible to protect the marginal mandibular nerve, and go through the platysma.  



 





