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Epidemiology  

ÅRelatively uncommon 
Å3% of head and neck neoplasms 

Å300 cases / year England and Wales 

Å2200 cases / year USA 

ÅASIR 1 per 100,000 

Åmost common > 40 years  

 

ÅDistribution 
ÅParotid:  80% overall; 80% benign 

ÅSubmandibular:  15% overall; 50% benign 

ÅSublingual/Minor:  5% overall; 40% benign 



WHO classification 

Benign 
Å Pleomorphic adenoma 

Å Warthin tumor (adenolymphoma) 

Å Monomorphic adenomas: 
Å Basal cell adenoma  
Å Canalicular adenoma.  
Å Oncocytoma  
Å Sebaceous adenoma.  
Å Sebaceous lymphadenoma  

Å Myoepithelioma 

Å Cystadenoma 

Å Sialoblastoma 

Å Cystadenoma 

Å Papillary cystadenoma 

Å Mucinous cystadenoma 

Å Keratocystoma 

Å Canalicular adenoma 

Å Sialadenoma papilliferum 

Å Sebaceous adenoma 

Å Lymphadenoma 

Å Benign Papilloma 

 

Malignant 
Low grade  
Å Acinic cell carcinoma. 
Å Basal cell adenocarcinoma. 
Å Clear cell carcinoma. 
Å Cystadenocarcinoma. 
Å Epithelial-myoepithelial carcinoma. 
Å Mucinous adenocarcinoma. 
Å Polymorphous low-grade adenocarcinoma  
Å Cribiform cystadenocarcinoma 

 
Å Low grade, intermediate grade, and high grade  
Å Adenocarcinoma, NOS. 
Å Mucoepidermoid carcinoma*. 
Å Squamous cell carcinoma. 

 
Å Intermediate grade and high grade  
Å Myoepithelial carcinoma. 

 
Å High grade  
Å Anaplastic small cell carcinoma. 
Å Carcinosarcoma. 
Å Large cell undifferentiated carcinoma. 
Å Small cell undifferentiated carcinoma. 
Å Salivary duct carcinoma 
Å Sebaceous carcinoma 
Å Sebaceous lymphadenocarcinoma 
Å Cystadenocarcinoma 



Pleomorphic Adenoma 

ÅMost common of all salivary gland 

neoplasms 
Å70% of parotid tumors 

Å50% of submandibular tumors 

Å45% of minor salivary gland tumors 

Å6% of sublingual tumors 

Å4th-6th decades 

ÅF:M = 3-4:1 



Mucoepidermoid Carcinoma 

ÅMost common salivary gland malignancy 

Å5-9% of salivary neoplasms 

ÅParotid 45-70% of cases 

ÅPalate 18% 

Å3rd-8th decades, peak in 5th decade 

ÅF>M 

ÅCaucasian > African American 



Mucoepidermoid Carcinoma 

ÅPresentation 

ÅLow-grade:  slow growing, painless mass 

ÅHigh-grade:  rapidly enlarging, +/- pain 

 



Mucoepidermoid Carcinoma 

Low grade High grade 



Adenoid Cystic Carcinoma 

ÅOverall 2nd most common malignancy 

ÅMost common in submandibular, 

sublingual and minor salivary glands 

ÅM = F 

Å5th decade 

ÅPresentation 

ÅAsymptomatic enlarging mass 

ÅPain, paresthesias, facial 

weakness/paralysis 



Adenoid Cystic Carcinoma 

Cribriform  Tubular  Solid 



Carcinoma ex PSA 
Two types: vastly different prognoses 

 

Widely invasive Carcinoma Ex Pleomorphic adenoma 

 

Early Carcinoma Ex Pleomorphic adenoma  

  



Presentation  

 



Indicators of malignancy 

ÅShort History 

ÅRapid Growth 

ÅPain 

ÅParaesthesia, nerve palsy (late sign) 

ÅSkin tethering, fixation 

ÅRegional Lymphadenopathy 

ÅBony involvement (uncommon) 

ÅHistory of cutaneous malignancy  

 



Diagnosis - FNAC 

Parotid SMG 

Sens 75% 91.3% 

Spec 95% 94% 

PPV 84.9% 91.35 

NPV 91.2% 94.4% 

Feinstein AJ, et al. Otol HNS, 2016 



Does FNAC change 
management?  

 

ÅOverall changed management in 
35% cases  

ïLymphomas and inflammatory masses Ą 

no surgery  

ïIf benign in elderly Ą conservative  

ïBetter pre -op counselling  

    Heller, Amer  J Surgery, 1992  



Cytology/Histology 

ÅFNA  

ÅBe aware of your cytologists diagnostic rates 

ÅImplications of high specificity for malignancy 

(>90%) 

ÅConsider clinical-cytological dissonance  

 

ÅConsider USG core biopsy  

ÅOpen biopsy OK for minor salivary gland 

 



Imaging 

Indications 

ÅWhenever malignancy is suspected  

ÅDeep lobe extension  

ÅLarger tumours  

ÅMinor salivary gland tumours  

ÅLymphadenopathy  

 



Imaging 

ÅUSS 

ÅNature of lesion, vascular pattern, associated 

lymphadenopathy and guided FNA 

ÅHigh specificity (operator dependent): 80%  

ÅAs good as FNA for identifying malignancy 

 

ÅCT/MR 

ÅCT good for bone invasion  

ÅMRI better for soft tissue delineation, nerve 

involvement  

 



T staging 

Å Tx Primary tumour cannot be assessed 

Å T0 No evidence of primary tumour 

Å T1 Tumour Ò2 cm in greatest dimension without 

Å extraparenchymal extension 

Å T2 Tumour >2 cm but Ò4 cm in greatest dimension without 

Å extraparenchymal extension 

Å T3 Tumour >4 cm and/or tumour having extraparenchymal 

Å Extension 

Å T4a Tumour invades skin, mandible, ear canal and/or facial 

Å nerve 

Å T4b Tumour invades skull base and/or pterygoid plates and/or 

Å encases carotid artery 



Treatment Modalities 

ÅSurgery 
 

ÅAdjuvant Radiotherapy 
 

ÅPrimary Radiotherapy 
Åunfit for surgery 
Åpalliation for unresectable disease 
Årecurrent disease 

 
ÅChemotherapy: no clear role at present  

Androgen 

deprivation 

therapy  



Patient considerations 

ÅElderly 

ÅCo-morbidities 

ÅExpectations 

ÅAdjuvant/primary RT 

ÅAggressive disease 

ÅPoor prognosis 



Principles of management  

ÅResect with negative margins  

ÅPreserve the functioning facial nerve 
where possible  

ÅTherapeutic neck dissection in N+ disease  

ÅElective neck dissection in selected N0 
patients  

ÅAdjuvant radiotherapy in higher -  risk 
patients  

ÅNo routine role for chemotherapy  

 



Pre-op counselling 

ÅNumb ear 

ÅLower lip paresis 

ÅOther branch paresis 

ÅScar  

ÅFreyôs syndrome 

ÅDepression at op site 



Operative steps  

ÅSet -up  

Å Incision and great auricular nerve  

ÅFlap elevation  

ÅPosterior border  

Å Identification of nerve  

ÅTracing the nerve  

ÅClosure  



Equipment  

ÅGA no paralysis  

ÅAdequate theatre time  

ÅFacial nerve monitor  

ÅInstruments  

ïFine curved mosquito forceps  

ïBipolar diathermy  



Set - up 

ÅFacial nerve monitor 

ÅPositioning 

ÅHead ring 

ÅShoulder pad 

ÅMark and infiltrate 
incision 

ÅCotton wool in ear 
canal 

ÅPrep 

ÅDraping 
Å Expose forehead , eye 

and mouth 

ÅClear adhesive drape 

 



Set -up  

ÅIncision marking  

ïTwo finger breadths from mandibular border  

ïPosterior part of flap not too long or thin  



Flap elevation  

ÅLevel : between SMAS and parotid capsule  

ÅKey: good traction  ï counter - traction  

ÅAim : white line  

 

 SMAS 

Parotid capsule 



Greater auricular nerve  
ÅIncision  

ïBeware cutting the greater auric 
nerve and ext jug vein  

 

ÅTracing greater auricular nerve  

ïPreserve posterior branch  

 

Posterior br 

Greater Auric n 
Ear Lobe 

Ant skin flap 



Posterior border elevation  

ÅSeparate parotid from sternomastoid , then 
posterior belly digastric  

 


