Pagina del Residente

Rev Esp Cir Oral y Maxilofac 2006;28,2 (marzo-abril):119-126 © 2006 ergon

(Cual seria su diagnostico y abordaje quirirgico?

What would be your diagnosis and treatment plan?

Muijer de 51 afios, ex-fumadora de un paquete de cigarrillos/dia
hace 25 afos, con antecedente de fibroadenoma de mama, acude
a nuestra consulta presentando afonia y disfagia leve de 5 meses
de evolucién. Ante la exploracion fisica intraoral normal, se deci-
de realizar exploracién con fibroscopio, observdndose una masa
exofitica de 4x3 cm en base derecha de lengua, que llega a la pared
lateral de la faringe, pliegue gloso-amigdalino derecho y vallécula
epigldtica.

La tomografia computerizada (TC) cervicofacial informa de una
masa de partas blandas de 3 cm de didmetro en pared lateral dere-
cha de orofaringe, que afecta a amigdala y con extensién anterior a
la base de la lengua y suelo de boca. La masa muestra protrusién
hacia la luz de la faringe, y en profundidad se extiende hasta el espa-
cio parafaringeo, que aparece parcialmente obliterado. El polo mas
caudal de la masa llega hasta el plano de las valléculas, invadiendo el
receso glosoepiglético. Su limite superior alcanza el plano de la Gvula.
Se sugiere como diagndstico mas pro-
bable el de carcinoma epidermoide. Se
visualizan adenopatias inferiores a 1 cm
de didmetro en ambas cadenas sub-
mandibulares y yugulodigastricas, no sig-
nificativas radiol6gicamente, pero sin
poder descartar infiltracion neoplésica de
las mismas (Fig. 1).

La resonancia magnética (RM) infor-
ma de masa de 3,5 cm de didmetro, poli-
lobulada en base de lengua, que se pro-
yecta hacia el suelo de la boca, quedan-
do en su tercio posterior. Lateralmente
asienta en la pared lateral derecha de la
orofaringe, incluyendo la fosa amigdalina
y los pilares amigdalinos anteriores y pos-
teriores. En profundidad alcanza el mus-
culo digastrico. Caudalmente se extiende
siguiendo la base de la lengua hasta las
valléculas, sobre todo hacia la vallécula
derecha y pliegue glosoepigético, que-
dando la vallécula izquierda respetada. La
sefial es intermedia en las secuencias
potenciadas en T1, y con mayor hiper-
sefial en las secuencias potenciadas en T2,
con zonas centrales heterogéneas de
mayor intensidad en relacién con areas
de degeneracién quistica-necrosis. La
administraciéon de gadolinio muestra un

Figura 1. TC (corte axial) en el que se visualiza masa de partas
blandas de 3 cm de didametro en pared lateral derecha de orofa-
ringe, con extensién a amigdala, base de la lengua y suelo de boca.
Figure 1. CT (axial plane) showing mass in soft tissue with a 3 cm
diameter on the right lateral wall of the oropharynx, extending to the
tonsils, base of tongue and floor of mouth.

A 51 year-old female, ex-smoker of one packet of cigarettes
a day for 25 years, with a background of breast fibroadenoma,
attended our department as she was suffering from aphonia
and slight dysphagia that had been evolving for 5 months. As
the oral examination was normal, an examination by fiberscope
was carried out that revealed an exophytic mass measuring 4x3
cm at the base of the tongue on the right side that reached the
lateral wall of the pharynx, the right tonsil-palatoglossal fold
and the epiglottic vallecula.

The cervicofacial computed tomography (CT scan) report-
ed a mass in the soft tissue with a diameter of 3 cm on the right
oropharyngeal wall. It was affecting the tonsils and it was extend-
ing forward to the base of the tongue and floor of the mouth.
The mass protruded towards the pharynx lumen, stretching
back to the parapharyngeal space that appeared partially oblit-
erated. The most caudal portion of the mass reached the level
of the valleculae and it was
invading the glosso-epiglot-
tic fold. The most likely diag-
nosis was thought to be epi-
dermoid carcinoma. Swollen
lymph nodes of less than 1 cm
were in both the sub-
mandibular and jugular-digas-
tric chains. They were insignif-
icant radiologically but neo-
plastic infiltration could not be
ruled out (Fig.1).

Nuclear magnetic resonance
(NMR) showed a mass with a
3.5 cm diameter that was
polylobulated and at the base
of the tongue. It was extend-
ing towards the floor of the
mouth from the posterior third.
Laterally, it was attached to
the right lateral wall of the
oropharynx, including the ton-
sillar fossa and the anterior
and posterior tonsillar pillars.
It reached back to the digas-
tric muscle. Caudally it extend-
ed along the base of the
tongue to the valleculae, to the
right vallecula in particular and
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realce intenso y uniforme. El diagnéstico de presuncién es el de car-
cinoma epidermoide.

La realizacién de gammagrafia con 1’3" descarta la presencia
de tejido tiroideo lingual. Se realiza biopsia de la lesién, que es infor-
mada como epitelio escamoso no queratinizado con focos de teji-
do linfoide a nivel del corion, e infiltrados de células atipicas, de
citoplasma amplio y nicleos con marcadas variaciones de formay
tamanfio, con nucleolos prominentes. Con la técnica de PAS se obser-
va una ligera positividad celular. El estudio inmunohistoquimico
revelé positividad para queratinas AE-1 y AE-3, y negatividad para
musculo liso, S-100 y GFAP.

Carcinoma mucoepidermoide de base de lungua. Abordaje quirdrgico...

the glosso-epiglottic fold, leaving the left vallecula unaffected.
The signal was intermediate on the T1-weighted sequences,
and there was a larger hypersignal on the T2-weighted sequences
with heterogeneous areas in the center of greater intensity when
compared to areas of cystic-necrotic degeneration. The admin-
istration of gadolinium showed an intense and uniform con-
trast enhancement. The presumed diagnosis was of epidermoid
carcinoma.

The gammagraphy with 1311 ruled out the existence of lin-
gual thyroid. The biopsy of the lesion revealed a non-keratinized
squamous epithelium with foci of lymphoid tissue by the chori-
on, and atypical cell infiltrate, with abundant cytoplasm and
nuclei of various shapes and sizes, and prominent nucleoli. The
PAS technique showed some positive cells. The immunohisto-
chemical analysis was positive for keratins AE-1 and AE-3 and
negative for S-100 and GFAP.
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Carcinoma mucoepidermoide de base de
lengua. Abordaje quiriargico mediante
labiomandibulotomia media

Mucoepidermoid carcinoma of the base of the tongue. A surgical approach by

means of the median labiomandibulotomy

R. Gonzalez-Garcia', |. Sastre Pérez2, V. Escorial Herndndez!, P.L. Martos’, M. Mancha de la Plata’,
F.J. Rodriguez Campo?, L. Naval Gias?, S. Nieto Llanos3, F.J. Diaz Gonzalez*

Con el diagnéstico histolégico inicial de adenocarcinoma, y esta-
dio tumoral Il (T3NOMX), y ante la posibilidad de inclusién de la
epiglostis y la totalidad de la laringe en una reseccién quirdrgica,
se decide en Comité de Tumores de Cabeza y Cuello la adminis-
tracién de tratamiento radio-quimioterdapico inicial. Se inicia qui-
mioterapia de tipo Al-Sarraf y posteriormente CDDP concomitan-
te a dosis de 100 mg/mz2. El tratamiento radioterdpico consisti6
en la administracién fraccionada de 50 Gy. Durante el tratamiento
combinado radio-quimioterapico presenté empeoramiento del esta-
do general, nduseas y vémitos, que requirieron ingreso por Urgen-
cias. La analitica general mostré un nivel de creatinina de 2, y fue
diagnosticado de nefrotoxicidad secundaria a cisplatino y toxicidad
gastrointestinal secundaria al tratamiento combinado radio-qui-
mioterapico. En cabeza y cuello se objetivd mucositis de grado llI.
Dos meses después de iniciado el tratamiento, y ante la persisten-
cia de la tumoracién sin mejoria clinica ni radiolégica, se decide la
suspension de las citadas modalidades terapéuticas y se opta por la
opcién quirurgica.

Bajo anestesia general e intubacién nasotraqueal, y previa rea-
lizacién de diseccién cervical funcional derecha, se realiz6 la expo-
sicién de la sinfisis mandibular mediante una incisién cuténea ver-
tical a nivel del mentén, continuando la incisién cervical hasta la
linea media labial, y completando posteriormente la labiotomia
media. Se realizé una incision en el periostio, con despegamiento
suficiente para permitir la colocacién del material de osteosintesis.
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Following the initial histological diagnosis of adenocar-
cinoma and of stage Ill tumor (T3NoMx), and as there was
a possibility of having to included the epiglottis and all of
the larynx in the surgical resection, the Head and Neck Tumor
Committee decided on first administering radiochemother-
apy. Al-Sarraf type chemotherapy was started followed by
a concomitant dose of CDDP of 100 mg/m?2. The radiother-
apy treatment consisted in the administration of 50 Gy in
fractions. During the combined radiochemotherapy her gen-
eral health deteriorated. She was hospitalized by the emer-
gency services with nausea and vomiting. A general blood
test showed a level of creatine of 2, and nephrotoxicity was
diagnosed secondary to cisplatin together with gastroin-
testinal toxicity secondary to the combined radiochemother-
apy. Grade Il mucositis was observed in the head and neck.
As there was no improvement in the tumor either clinically
or radiologically two weeks dfter starting the treatment, the
therapy was suspended and the surgical option was decid-
ed upon.

Under general anesthesia with nasotracheal intubation,
and following functional neck dissection on the right side,
the mandibular symphysis was exposed by means of a ver-
tical cutaneous incision. The neck incision was continued to
the lip midline and a midline lip splitting incision was then
performed. An incision was made into the periosteum, and
it was detached just enough to allow placing the osteosyn-
thesis material. Three four hole non-bridging miniplates were
then adapted, and the ones for the ends were placed below
the apex and at the base of the mandible. Fixation was car-
ried out with 7 mm screws. The miniplates were then fixed,
the fixtures were released at one end and the mandibular
osteotomy was carried out with a reciprocating saw under
continuous saline irrigation. A median glossotomy was then
carried out, and the mucosa and muscles of the floor of
the mouth were sectioned. The tumor mass was resected
with macroscopically healthy margins. It appeared to have
a pedicle, as it was attached by a narrow base, and the
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Figura 2. A) Vista preoperatoria de la lesién. B) Labiomandibulotomia media, marcado de la incisién de la glosotomia media. C) Glosotomia com-
pletada. D) Masa pediculada en base de lengua-orofaringe en proximidad a la epiglotis.

Figure 2. A) Preoperative view of the lesion. B) Median labiomandibulotomy showing incision line of the median glossotomy. C) Completed glossotomy.
D) Pedicled mass by the base of the tongue-oropharynx close to the epiglottis.

Se procedi6 a la adaptacién de tres miniplacas de 4 agujeros sin
puente, colocando las de los extremos a nivel subapical y de la basi-
lar mandibular. Se utilizaron tornillos de 7 mm para su fijacién.
Seguido de la fijacién de las miniplacas, se soltaron las fijaciones en
uno de sus extremos y se realiz6 la osteotomia mandibular median-
te una sierra reciprocante con irrigacién continua con suero salino.
Posteriormente, se realizé6 una glosotomia media y seccién de la
mucosa y musculatura del suelo de la boca. Se realiz6 resecciéon de
la masa tumoral con margenes macroscépicos, que presentaba una
base de implantacién estrecha, adoptando una conformacién pedi-
culada, respetando la epiglotis y la laringe. El estudio anatomopa-
tolégico intraoperatorio fue informado como masa tumoral con
margenes libres de infiltracion. El defecto se reparé mediante cie-
rre directo, sin necesidad de colgajos regional o libre microvascu-
larizado. Tras el cierre de la glosotomia media y de la seccién del
suelo de la boca por planos con sutura reabsorbible, se procedi6
a la reaproximacion de los segmentos mandibulares y fijacién con
las miniplacas y tornillos previamente retirados. La piel se suturé
con monofilamento de 4-0.

El examen macroscépico mostré una tumoracién exofitica de
3,3 cm de didmetro de coloracién blanquecina, bien delimitada
microscopicamente, sin alcanzar los bordes quirdrgicos de resec-
cién. La tumoracién descrita se encontraba constituida en su mayor
parte por una celularidad de tamafio intermedio de nucleos lige-
ramente irregulares con nucleolo evidente y citoplasmas claros; en
otras zonas la celularidad tumoral presentaba citoplasmas mas esca-
sos y una disposicion escamoide y con areas de estructuras glan-
dulares muy aisladas en las que se identificaron células mucino-
sas. La celularidad tumoral se disponia en forma de nidos irregula-
res o cordones gruesos en un estroma con abundantes fibroblastos
y areas de aspecto mixoide, objetivandose en algunos puntos la
existencia de estructuras quisticas que ocupaban menos del 20%
del tumor, sin que se observara necrosis ni anaplasia nuclear. Focal-
mente se objetivaron imagenes aisladas de invasién perineural. El
indice mitésico fue menor de 4 mitosis por 10 campos de gran
aumento. La tumoracién asentaba en el corion de la lengua, sin
encontrarse en ningdn punto en continuidad con el epitelio de
revestimiento lingual. El diagnéstico anatomopatolégico definitivo
fue carcinoma mucoepidermoide de bajo grado de glandula sali-
var menor de localizacién en base de lengua (Fig. 3). Los ganglios
cervicales fueron negativos para infiltracion metastatica tumoral. Se
administré tratamiento radioterapico posterior.

epiglottis and larynx were preserved. The intraoperative
pathologic examination reported a tumor mass with no infil-
tration of the margins. The defect was repaired by means of
direct closure, and neither regional nor microvascularized
free flaps were needed. Following closure of the median glos-
sotomy and of the floor of the mouth layers following the
incision with resorbable sutures, the mandibular segments
were joined and fixed with the miniplates, and the screws
that had previously been removed were inserted. The skin
was sutured with 4-0 monofilament material.

The macroscopic examination revealed a whitish exophytic
tumor measuring 3.3 cm in diameter, that was well-circum-
scribed microscopically and that did not extend to the resec-
tion margins. It was made up largely of intermediate sized
cells that had slightly irreqular nuclei, prominent nucleoli and
clear cytoplasm. Other areas of the tumor cellularity had scant
cytoplasm and a squamous pattern, and there were areas of
very isolated glandular structures in which mucinous cells could
be identified. The tumoral cells were arranged in irregular nest
shapes or thick cords in stroma with abundant fibroblasts and
areas with a myxoid appearance, and in some areas there
were cystic structures that made up less than 20% of the tumor,
but neither necrosis nor nuclear anaplasia were observed. Iso-
lated perineural invasion was observed focally. The mitotic
index was less than 4 mitoses per 10 high power fields. The
tumor was situated on the chorion of the tongue, but at no
point did it continue to the epithelium or lining of the tongue.
The definitive pathologic diagnosis was of low-grade mucoepi-
dermoid carcinoma of the minor salivary glands at the base
of the tongue (Fig. 3). The neck nodes were negative for
metastatic infiltration. Radiation therapy treatment was sub-
sequently administered.

Discussion

Although a rare entity, the mucoepidermoid carcino-
ma (MEC) together with the cystic adenoid carcinoma, rep-
resents the most common malignant tumor of the salivary
glands. It affects mainly adults during the fourth and sixth
decades in life. MEC affects the major and minor salivary
glands equally, although low-grade MEC is more frequent-
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Discusion

El carcinoma mucoepidermoide
(CME) constituye, dentro de su rareza
y, junto al carcinoma adenoide quisti-
co, el tumor maligno mas frecuente de
las glandulas salivares. Tiene predilec-
cién por adultos en torno a las décadas
cuarta y sexta. El CME se encuentra en
el mismo porcentaje en glandulas sali-
vares mayores y menores, aunque los
CME de bajo grado asientan mas fre-
cuentemente en estas Gltimas. Aunque
su localizacién mas frecuente dentro de
las glandulas salivares menores son las
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de localizacién intraoral, se han descri- Figura 3. Imagen histoldgica correspondiente a CME de bajo grado.
Figure 3. Histologic image corresponding to low-grade MEC.

to otras en un 10% de los pacientes:
seno maxilar, nasofaringe, cavidad nasal,
orofaringe, cuerdas vocales, laringe y
traquea.’2 En el presente caso, y dada su localizacién en orofarin-
ge y base de lengua, es preciso realizar el diagnéstico diferencial
con otras entidades como el quiste del conducto tirogloso, tiroides
lingual, tejido linfoide hiperplasico, linfangioma, fibroma, lipoma,
quiste dermoide, carcinoma de células escamosas, linfoma y otro
tumor de glandulas salivares menores.3

En relacién a su pronéstico, Plambeck et al.# describieron tasas
de supervivencia global de 91,9 y 89,5% a los 5 y 10 afios. Esta tasa
desciende a 63,5y 52,0% alos 5y 10 afios en pacientes con esta-
dios Il y IV. El diagnéstico de presuncién, basado en la biopsia
inicial, fue el de adenocarcinoma de glandula salivar menor. Ambas
pruebas de imagen mostraron adenopatias de tamafio no superio-
resa 1 cm en cadenas submandibulares y yugulodigéstricas. Shea-
han y cols. refieren un porcentaje de metéstasis cervicales ocultas
(cuellos NO) del 40%, y que la TC y RM no fueron dtiles en la detec-
cién de enfermedad cervical oculta. Concluyen que la diseccién cer-
vical esta indicada en pacientes con adenocarcinoma de alto grado
de glandula salivar de cabeza y cuello. En funcién de estos datos se
decidié realizar diseccién cervical funcional homolateral. Esta acti-
tud se mostr6 igualmente adecuada una vez obtenido el diagnds-
tico histolégico definitivo de CME. No en vano y, considerando el
tamafo tumoral, se ha indicado la necesidad de diseccion cervical
a partir de los CME T2, debido al riesgo potencial de metastasis
regional.¢ El estadio clinico y el grado tumoral han sido referidos
como los factores prondsticos mas importantes en el CME. Otros
han sido demostrados como factores pronédsticos independientes:
edad mayor de 40 afios, tumores adheridos, estadio Ty N y grado
histol6gico.” La presencia de margenes quirdrgicos libres consti-
tuye per se un factor prondstico en estos tumores, y la obtencién
de un campo quirdrgico amplio es fundamental para obtener tales
margenes. Debido a su localizacién tumoral en orofaringe, el pre-
sente caso requirié un abordaje quirtrgico mediante labiomandi-
bulotomia media.

Inicialmente descrita por Roux en 1836,8 la labiomandibuloto-
mia fue retomada por Trotter en 1929,° que amplié el abordaje de
su precedente a través de una faringotomia media translingual.
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ly found in the minor salivary
glands. Although more com-
mon in the minor salivary
glands of the mouth, it has
been reported that in 10% of
patients it can appear in the
maxillary sinuses, nasophar-
ynx, nasal cavity, orophar-
ynx, vocal cords, larynx and
trachea.’2 With regard to this
case, and given the localiza-
tion in the oropharynx and
base of the tongue, the dif-
ferential diagnosis should be
carried out with other entities
such as the thyroglossal duct
cyst, lingual thyroid, hyper-
plastic lymphoid tissue, lym-
phangioma, fibroma, lipoma,
dermoid cyst, squamous cell carcinoma, lymphoma and other
minor salivary gland tumors.3

With regard to prognosis, Plambeck et al.# described
global survival rates of 91,9 and 89,5% at 5 and 10 years.
This rate fell to 63,5 and 52,0% at 5 and 10 years in patients
with stage Ill and IV. The presumed diagnosis, based on the
initial biopsy was of adenocarcinoma of minor salivary gland
origin. Both imaging studies showed nodal enlargement of
not more than 1 cm in the submandibular and jugular-digas-
tric chains. Sheahan et al.* reported a percentage of occult
neck metastasis (NO necks) of 40%, and that CT and NMR
were not useful for detecting occult neck disease. They con-
cluded that neck dissection is indicated for patients with high-
grade salivary gland adenocarcinoma of the head and neck.
As a result of this information, homolateral functional neck
dissection was carried out. This proved to be the right deci-
sion following the definitive histological diagnosis of MEC.
With regard to tumor size, neck dissection for T2 MEC and
above has quite rightly been indicated as a necessary require-
ment given the potential risk of regional metastasis. Clini-
cal stage and tumor grade have been reported as the most
important prognostic factors in MEC. Other elements have
been demonstrated as being independent prognostic fac-
tors: being above the age of 40, fixed tumors, T stage, N
stage and histological grade.” The existence of disease-free
surgical margins represents in itself a prognostic factor for
these tumors, and obtaining wide surgical exposure is essen-
tial for obtaining these margins. Given the oropharyngeal
localization, this particular case required a surgical approach
using a median labiomandibulotomy.

The labiomandibulotomy was first described in 1836 by
Rouxt and it was re-introduced in 1929 by Trotter® who extend-
ed the approach of his predecessor by means of a median
translingual pharyngotomy. Since it was first described, the
median mandibulotomy has been modified several times, espe-
cially the osteotomy technique and posterior fixation. In 1961
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Desde su descripcion inicial, la mandibulotomia media ha experi-
mentado sucesivas modificaciones, sobre todo en relacién con la
técnica de osteotomia y su fijacién posterior. Hayes Martin, en
1961, popularizé la labiomandibulotomia media y Cohen y cols."
describié la modificacién del trazado de la osteotomia mandibu-
lar mediante la creacién de un escalén en la linea media y la exo-
doncia de un incisivo central.

La labiomandibulotomia media ha sido referida en el tratamiento
de tumores de la cavidad oral, orofaringe y espacio parafarineo, ya
que permite la obtencién de un amplio campo quirdrgico. En un
estudio previo por nuestro grupo,'2 se analiz6 esta técnica en 21
pacientes que presentaron carcinoma epidermoide (18%) a nivel
de lengua libre (4,7%), base de lengua (38,1%), suelo de boca
(9,5%), orofaringe (33,3%) y clivus (14,2%). En esta serie previa,
no se diagnostic6 carcinoma mucoepidermoide en ningun caso. En
todos los casos se obtuvo una exposiciéon adecuada del tumor, 2
pacientes presentaron dehiscencia de la sutura con comunicacién
orocervical, 1 present6 osteorradionecrosis de la linea de fractura,
3 sufrieron infeccién del lecho de la osteotomia y 2 presentaron
alteraciones oclusales. En relacién con esta serie, pueden conside-
rarse otras opciones quirtrgicas, como la glosectomia pull through,
en el abordaje de tumores de localizacion lingual y suelo de boca.
Esta técnica evita la realizacién de la osteotomia y labiotomia, con
un adecuado control tumoral.’34 En nuestra opinién, los tumores
de localizacién en base de lengua y orofaringe presentan un acce-
so quirdrgico dificil, y el factor limitante mas importante es la madi-
bula. La falta de exposiciéon adecuada puede limitar asimismo la
obtencién de méargenes quirdrgicos amplios. En estos casos el abor-
daje transmandibular resulta adecuado. En el presente caso, la loca-
lizacién posterior del tumor hizo recomendable la utilizacién de esta
técnica. La naturaleza pediculada del tumor no pudo ser precisada
con seguridad en los estudios de imagen previos, y ante la posibi-
lidad de una masa que infiltrara ampliamente la base de la lengua
y orofaringe, con extensién al lado contralateral y con posible afec-
tacion de estructuras laringeas, se opté por un abordaje que per-
mitiera una exposicién amplia.

Otras técnicas empleadas para el abordaje de tumores de loca-
lizacién en cavidad oral y orofaringe son la faringotomia trans-
hioidea, la faringotomia lateral y varias formas de mandibulotomia.
La mandibulotomia puede realizarse posterior al orificio mentonia-
no, mandibulotomia lateral, o anterior al mismo, mandibulotomia
media. Esta Ultima puede subdividirse en mandibulotomia de la
linea media o sinfisaria, con la linea de osteotomia entre los dos inci-
sivos centrales, y mandibulotomia parasinfisaria, que discurre entre
el incisivo lateral y el canino. En un estudio comparativo entre estos
dos tipos de mandibulotomia media, Dai y cols.’> no encontraron
diferencias estadisticamente significativas aunque, de un modo teé-
rico, abogan por la mandibulotomia media parasinfisaria por la pre-
servacion de las inserciones de los muisculos genihioideos y genio-
gloso, con mejores resultados en relacion a la succién y funcién
deglutoria postquirdrgicas.

La tasa global de complicaciones referidas en la literatura osci-
la en torno al 20%, generalmente consistentes en alteraciones
oclusales, trastornos de la sensibilidad del territorio inervado por
el nervio dentario inferior, dolor en la articulacién temporoman-
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the median labiomandibular glossotomy was popularized
by Hayes Martin,'® and Cohen et al'! described the modifi-
cation of the mandibular osteotomy line by means of creat-
ing a midline step and by extracting a central incisor.

The median labiomandibulotomy has been reported in
the treatment for tumors of the oral cavity, oropharynx, para-
pharyngeal space, as it permits obtaining wide-field expo-
sure. In a previous study by our group'? this technique was
analyzed in 21 patients that had epidermoid carcinoma (18)
of the mobile tongue (4.7%), base of the tongue (38.1%),
floor of the mouth (9.5%), oropharynx (33.3%) and clivus
(14.2%). In this previous series, mucoepidermoid carcinoma
was not diagnosed in any of the cases. In all the cases there
was adequate exposure of the tumor, 2 patients suffered
suture dehiscence with orocervical communication, 1 suf-
fered osteoradionecrosis of the fracture line, 3 suffered infec-
tion of the osteotomy bed, and 2 had occlusal alterations.
With regard to this series, other surgical options can be con-
sidered, such as a pull-through glossectomy for approach-
ing tumors with a lingual or floor of the mouth localization.
This would avoid osteotomies and lip-splitting techniques
while ensuring proper tumor control.314 |t is our opinion
that the surgical access for tumors situated at the base of
the tongue and oropharynx is difficult, and the most impor-
tant limiting factor is the mandible. The lack of adequate
exposure can condition obtaining wide surgical margins.
In these cases the transmandibular approach is suitable.
With regard to our case, this technique was advisable given
the posterior location of the tumor. The pedicled nature of
the tumor could not be confirmed by the previous imaging
studies, and as there was a possibility that there was con-
siderable infiltration of the base of the tongue and orophar-
ynx by the mass, with extension to the contralateral side and
possible damage to laryngeal structures, an approach that
allowed wide exposure was chosen.

Other techniques used for approaching tumors located
in the oral cavity and oropharynx are the transhyoid pharyn-
gotomy, lateral pharyngotomy and various forms of mandibu-
lotomies. Mandibulotomies may be posterior to the mental
foramen, lateral, anterior or midline. The latter can be sub-
divided into mandibulotomies of the midline or symphyseal,
with the osteotomy line running between the two central
incisors, and parasymphyseal with the line running between
the lateral incisor and the canine tooth. In a comparative
study between these two types of midline mandibulotomies,
Dai et al's did not find any differences that were statisti-
cally significant although, from a theoretical point of view,
they advocated the midline parasymphyseal mandibuloto-
my as the insertions of the geniohyoid and genioglossal mus-
cles were preserved and there were better results with regard
to post-surgical sucking and swallowing function.

The global complication rate reported in the literature is
around 20%, and this generally consists in occlusion distur-
bances, disorders relating to sensitivity in the area innervat-
ed by the lower dental nerve, temporomandibular joint pain,
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dibular, alteraciones periodontales, infecciéon de la herida y alte-
raciones estéticas en relacién a la cicatriz de la labiotomia. En un
intento por disminuir la tasa de complicaciones en relacién a la
enfermedad periodontal, Bertrand y cols.,'é proponen la realiza-
cién de la incision mucosa a una distancia 2-3 dientes mas alla de
la zona de la osteotomia y el cierre mucoso lo méas hermético posi-
ble mediante suturas transpapilares. Estos mismos autores refie-
ren resultados estéticos desfavorables en un 10% de los casos,
tasa superponible a los resultados obtenidos por nuestro grupo.'215
La exodoncia previa de un incisivo central ha sido propuesta con
el objeto de evitar el dafio de las dos raices adyacentes a la oste-
otomia y disminuir el riesgo de alteraciones periodontales. Sin
embargo, esta maniobra puede generar problemas oclusales pos-
teriores y supone un detrimento estético para el paciente. Prefe-
rimos no realizar exodoncia en ningln caso, a menos que exista
enfermedad periodontal previa importante. La utilizaciéon de hojas
de sierra finas y la utilizacién de escoplos finos a nivel del espacio
interdental en la cresta alveolar permite obtener un corte lim-
pio, con minima pérdida de hueso entre las piezas dentarias y
menor riesgo de alteraciones periodontales.

En relacién a la osteosintesis mandibular, los procedimientos de
fijacion con alambre han sido progresivamente sustituidos por la
fijacién rigida con placas de compresién mandibular o semirrigida
con miniplacas, con el objeto de disminuir la tasa de complicacio-
nes oclusales y las derivadas de la inestabilidad del foco de fractu-
ra, como son la infeccién y la radionecrosis. Todos los casos de nues-
tra serie fueron tratados mediante fijacién con miniplacas, sin evi-
denciarse pseudoartrosis ni retardo en la consolidacién. El caso pre-
sentado no experimentd complicaciones en relacién a la osteoto-
mia en la evaluacion a los 6 meses de la cirugia, a pesar del trata-
miento radio-quimioterapico previo y radioterdpico adyuvante pos-
terior. En este sentido diversos autores,é17.18 no han encontrado una
asociacion estadisticamente significativa entre radioterapia y com-
plicaciones en el foco de fractura. Més aln, Eisen y cols.’ compa-
raron las complicaciones aparecidas en pacientes en los que la radia-
cién postoperatoria se administré en el campo de la osteotomia,
con respecto a aquellos en los que la radioterapia no lo alcanzé. No
encontraron diferencias estadisticamente significativas utilizando
dosis de radioterapia moderadas.

Tras la cirugia es fundamental el control de la via aérea, preci-
samente por la localizacién de estos tumores. En este sentido obvia-
mos la realizacién de traqueostomia porque se mantuvo al pacien-
te bajo induccién anestésica intubado por via nasotraqueal y conec-
tado a respirador durante 72 horas. La realizacién de un abordaje
en el fondo del suelo de boca ipsilateral a la lesién podria haber
supuesto un menor riesgo de compromiso postquirdrgico de la via
aérea. En nuestra experiencia, la tasa de complicaciones por fistu-
la orocervical mediante esta técnica es mayor que con la glosoto-
mia media.

En conclusién, la labiomandibulotomia media constituye un
abordaje 6ptimo en el tratamiento de tumores del drea orofaringea
y espacio parafaringeo, como el CME, aportando un campo qui-
rdrgico adecuado para la excisién tumoral con margenes amplios.
La utilizacién de miniplacas permite una fijacién estable de la oste-
otomia mandibular, con escaso nimero de complicaciones.
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periodontal problems, wound infection and aesthetic changes
due to the lip-splitting procedure. In an attempt at reducing
the rate of complications with regard to periodontal disease,
Bertrand et al'é proposed making a mucosal incision that was
two to three teeth away from the area of the osteotomy, and
that the mucosal closure should be carried out with transpap-
illary sutures and as hermetically as possible. These same
authors reported unfavorable aesthetic results in 10% of cases,
a rate that was higher than those of our group.’2'* The removal
of a central incisor has been proposed so as not to damage
both adjacent roots as a result of the osteotomy, and to reduce
the risk of periodontal disturbances. However, this procedure
could lead to occlusal problems later on, and aesthetically this
would be worse for the patient. We prefer not to perform any
extractions at all, unless these is considerable periodontal dis-
ease. The use of fine saw blades and a fine chisel by the inter-
dental space of the alveolar crest permits obtaining a clean
cut, with a minimal amount of bone loss between the teeth,
and the risk of periodontal disturbances is reduced.

With regard to mandibular osteosynthesis, the fixation
procedures using wires have been replaced progressively with
rigid fixation and mandibular compression plates, or semi-
rigid fixation with miniplates, in order to reduce the rate of
occlusion complications and those derived from the insta-
bility of the fracture site, such as infection and radionecro-
sis. All the cases in our series were treated by means of fix-
ation with miniplates, with no evidence of pseudoarthrosis
or consolidation delays. No complications were observed
in the case presented six months after the surgery with regard
to the osteotomy, in spite of the pre-operative radio-
chemotherapy and the post-operative adjuvant radiothera-
py. In this sense, various authors®17.'8 have not found a sta-
tistically significant correlation between radiotherapy and
complications at the fracture site. Moreover Eisen et al'® com-
pared the complications that appeared in patients who
received postoperative radiation therapy to the osteotomy
site, with the fracture sites of other patients that were shield-
ed. Statistically significant differences were not found with
moderate doses of radiation therapy.

Following the surgery, airway control is fundamental,
precisely because of the location of these tumors. Carrying
out a tracheostomy was obviated as the patient was kept
under anesthesia and with nasotracheal intubation and con-
nected to a respirator for 72 hours. Had the approach been
carried out at the back of the floor of the mouth, ipsilateral
to the lesion, the post-surgical risk of airway compromise
would have been reduced. In our experience, the complica-
tion rate from orocervical fistulae as a result of this technique
is greater than with a median glossotomy.

To conclude, the median labiomandibulotomy is an opti-
mal approach for treating tumors of the oropharyngeal area
and the parapharyngeal space, such as MEC, that provides
an adequate surgical field enabling tumor excision with wide
margins. The use of miniplates allows stable fixation of the
mandibular osteotomy, with very few complications.
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