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ABSTRACT

AIM: The aim of this paper is to justify the treatment strategy of maxillary alveolus and hard palate to either active surveillance or END based on

incidence of cervical metastasis at this site.

MATERIALS & METHODS : A retrospective study consisting of 54 cases of squamous cell carcinoma of maxillary alveolus and hard palate
conducted in Oral Oncology department of Kidwai Memorial Insitute of Oncology, Bengaluru, Karnataka.

RESULTS : The incidence of cervical metastasis in our study was 37% and occult metastasis was 24% , comparable to those of other oral sites. The
incidence of cervical metastasis in advanced stage tumours T3 & T4 was 31% compared to early stage tumours T1 & T2 was 6%.
CONCLUSION: Elective neck dissection been indicated in advanced stage tumours of squamous cell carcinoma of maxillary alveolus and hard
palate owing to its high incidence of cervical and occult metastasis and which was comparable to those of other oral site
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INTRODUCTION:

Squamous cell carcinoma of maxillary alveolus and hard palate oocurs
atarelatively low rate when compared to other oral sites. They account
for 3.5 % to 6.5% of oral cancers"” and presents with the low rate of
cervical metastasis’. Owing to its relative rarity in its incidence and
paucity of published data on its metastatic rate and treatment outcome,
these group of patients poses challenge in its management, especially
those presenting with clinically negative neck to either active
surveillance or END. Elective neck dissection or radiotherapy been
indicated to ¢cNO neck of oral SCC patients when the risk of occult
metastasis exceeds greater than 20%"**. In this paper, we aim to justify
the treatment strategy of maxillary alveolus and hard palate to either
active surveillance or END for the management of neck based on
incidence of cervical metastasis at this site.

MATERIALS & METHODS :

A total of 54 patients were included in this retrospective study
conducted in the oral oncology department of Kidwai Memorial
Institute of Oncology from 2015 to 2018. The study includes squamous
cell carcinoma patients confined to maxillary alveolus and hard palate,
excluding those with with prior surgery, chemotherapy or radiotherapy

th

and staged according to AJCC 8" edition.

All patients undergone surgical resection of primary lesion with lem
of margin and modified neck dissection was performed for patients
presenting with N+ disease. For patients with ¢cNO neck, neck
management were either observed or undergone END depending on
operating surgeons preference. Post operative radiotherapy were given
to patients with pN+ and concurrent chemotherapy & radiotherapy for
those with close margin, pathologically adverse features of perineural
or lymphovascular invasion and extracapsular spread. The patients
were followed up at the rate of one month for first one year, at the rate of
2 month interval for 2" year, 3 month interval for 3 year, 6 month
interval for 4" & 5" year and then annually there after.

RESULTS:

Of 54 cases, 31 patients were female and 23 were male, with median
age of distribution was 48 years (40 to 63 years) and median of follow
up was 24 months ( 6 to 36 months).The demographic data of patients
was given in Table-1.

Table 1 : Demographic Data Of Patients

S.No |Parameter NO. Percentage
1 Gender
Male 23 42.6 %
Female 31 57.4%
2 T stage
TI 5 9%
T2 6 11%
T3 13 24%
T4 20 36%
3 N stage
NO 47 87%
N+ 7 13%

Seven patients presented with clinically positive neck at intial
presentation. Out of 47 ¢NO patients, 12 patients underwent END as
per operating surgeons preference and 4 patients were turned out to be
pN+. Among the rest 35 cNO patients who were under active
surveillance, 9 patients presented with nodal metastasis and 2 patients
with local recurrence during follow up and were treated successfully
with surgical salvage. The occult metastatic rate was 24% and overall
cervical metastatic rate was 37%.

Table 2 : Distribution Of Nodal Metastasis According To T Stage

cNO cN+ RR LR
Tl 18 0 0 0
T2 14 1 2 0
T3 9 2 3 0
T4 6 4 4 2
TOTAL 47 7 9 2
DISCUSSION :

Squamous cell carcinoma is the most common malignancy of oral
cavity with high propensity for cervical metastasis. Cervical
metastasis in squamous cell carcinoma of maxillary alveolus and hard
palate has traditionally been reported with low rate of cervical
metastasis. Patients presenting with clinically negative neck usually
kept on wait & watch without addressing the neck due to low rate of
metastasis to cervical lymph nodes. However they present with high
rate of cervical metastasis in recent studies™’ and management of
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clinically negative neck at this site still remains controversial. The
cervical metastatic rate in our study was 37%.

Elective neck dissection been indicated in ¢cNO neck of squamous cell
carcinoma of oral patients when the risk of cervical metastasis exceeds
>20%"*". Occult metastasis being responsible for early regional failure
in clinically negative neck of maxillary squamous cell carcinoma’. The
occult metastasis for other oral sites accounts for 20-30%'*". In our
series, the occult metastatic rate was 24% . Simental etal, Oguraetal &
Zhang et al reported occult metastatic rate of 29%, 38.8% and27.5%
respectively similar to our study, and was comparable & even higher to
those of other oral sites.

The association between tumour stage and cervical metastasis was
well established for squamous cell carcinoma of oral patients' and
maxillary squamous cell carcinoma patients are not different from it. In
our study, the incidence of cervical metastasis in advanced stage
tumours T3 & T4 was 31% when compared to early stage tumours T1
& T2 was 6%, suggesting the need for elective neck dissection in cNO
cases ofadvanced stage tumours at this site. Survival outcome was not
addressed here due to shorter follow up time period. However our
study had limitations of being a retrospective study with small volume
of cases, suggesting the need for prospective studies with large case
series and long follow up in multiple centres to investigate this more
effectively.

CONCLUSION::

Elective neck dissection for clinically negative neck of squamous cell
carcinoma of maxillary alveolus and hard palate is therefore indicated
in advanced stage tumours as the risk of occult cervical metastasis
being comparable to those of other oral sites.
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