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ABSTRACT

Background and Objectives : Management of the clinically negative neck remains a controvertial issue in patients with carci-
noma of the parotid gland. In order to assist in selecting appropriate patients of elective neck dissection, we sought to determine
how regional nodal metastasis affects survival in patients with parotid carcinomas and to identify clinical predictors for nodal
disease. Materials and Method : We retrospectively evaluated 124 patients with parotid carcinoma who received their defini-
tive treatment at the Severance hospital between 1988 and 2003. A total of 84 neck dissections (ND) were performed. 24 of 84
patients who underwent neck dissection had pN (+) -staged stage. Seventy patients had an elective ND (subdigastric ND in 50
and supraomohyoid ND in 20), usually because of ominous histology or high T stage. Kaplan-Meier survival analysis was con-
ducted to compare patients with and without histopathologic evidence of nodal disease. Univariate and multivariate analyses
were carried out using logistic regression evaluating the significance of demographic, clinical, and pathological data. Results :
Patients with no evidence of nodal disease had significantly improved survival over patients with pathologically positive nodes
(p<0.00001) . The following variables were significantly associated to the risk of lymph node metastasis by univariate analy-
sis © sex (p=0.0093), facial palsy (p=0.0001), T stage (p=0.0003), tumor location (p=0.01) and histologic type (p=0.0009).
By multivariate analysis, only facial palsy had the highest correlation with lymph node metastasis. Conclusion : Nodal disease
significantly decrease survival in patients with parotid carcinoma. Tumor histopathologic type and facial nerve involvement are
the most important predictors of nodal disease. Therefore, even in ¢cNO, we should consider elective neck dissection in parotid
carcinomas in case of high-grade malignancy and/or facial nerve paralysis. (Korean J Otolaryngol 2003;46:856-61)
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Table 1. Nodal metastasis according to histopathologic type

51

nES;

Histopathologic type Incidence of neck mets % of neck mets. Incidence of occult neck mets % of occult neck mets.
Mucoepidermoid carcinoma 6/28 21.4% 7127 25.9%
Acinic cell carcinoma 1/12 8.3% 1/12 8.3%
Ca.ex pleomorphic adenoma 5/12 41.6% 1/ 9 11.1%
Adenoid cystic carcinoma 0/ 9 0% 0/ 7 0%
Adenocarcinoma 3/ 6 50% 2/ 5 40%
Sqguamous cell carcinoma 2/ 5 40% 2/5 40%
Undifferentiated carcinoma 3/ 4 75% 1/ 1 100%
Basal cell carcinoma 1/ 3 33.3% 0/ 2 0%
Salivary duct cell carcinoma 2/ 2 100% 1/ 1 100%
Others 1/ 3 50% 0/ 1 0%
Total 24/84 28.5% 15/70 21.4%

Table 2. Occult metastasis according to histopathologic risk
group
Risk group

Histologic type % of occult mefts.
Mucoepidermoid carcinoma.
(inter/high gr.)

Adenocarcinoma

High 31%
40%
40%

100%

1.1%

100%

32.4%

Squamous cell carcinoma
Undifferentiated carcinoma
Ca.ex pleomorphic adenoma
Salivary duct cell carcinoma

Total

Mucoepidermoid carcinoma.
(low gar.)

Acinic cell carcinoma

Low 1.8%

8.3%
0%
0%
9%

Basal cell adenocarcinoma
Adenoid cystic carcinoma

Total
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Table 3. Univariate analysis of risk factors for neck metastasis
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No. (%) of patients with neck metastasis

Variable Total No of patients p value
No Yes
Age.y <50 41 9 50 0.7537
>=50 59 115 74
Sex Male 43 17 60 0.0093*
Female 58 6 64
F.N. palsy No 97 16 113 0.0001*
Yes 3 8 11
Tstage T1+T2 72 7 79 0.0003*
T3+T4 28 17 45
Tumors location Sup. Lobe 50 5 60 0.01*
Deep lobe 47 19 64
Tumor size <5cm 77 16 93 0.2970
==5cm 23 8 31
Histopathologic grade High 25 14 39 0.0009*
Intermediate 10 3 13
Low 64 72
Previous op No 73 73 94 0.2899
Yes 26 26 30
*p<0.05
Table 4. Multivariate analysis of risk factors for neck metastasis 3 —
Parameters p value 094 L T
Age 0.1870 084
Sex 0.3071 07 No metastasis
F.N. palsy 0.0045* 06 *p<0.0001
Tstage 0.2012 g'j :
T extension 0.0816 034
Tsize 0.1854 024
Histologic grade 0.1705 014 metastasis
Previous op. 0.2391 004

*p<0.05
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Fig. 1. Kaplan-Meier survival functions for patients with and wi-
thout positive nodal disease.
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