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ABSTRACT:
Squamous cell Carcinoma of hard palate is rare. Recurrent SCC of hard palate treated
with neoadjuvant external beam radiotherapy has high mortality and morbidity. We
received 10 patients over a period of 4 years. New technique was applied in all cases.
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INTRODUCTION
Hard plate cancer (HPC) is an uncommon malignant tumor. Etiologic factors dominated by
alcohol and tobacco consumption, are similar to those of other oral cavity cancers. 1 The
anatomical and histological constitution of the hard palate, with firm attachment of the
mucosa to the underlying periosteum and the abundance of minor salivary glands, make the
hard palate a site of different histopathologic type of neoplasms. 2 HPC represents
approximately 1–3.5% of oral cavity cancers and is most often a squamous cell carcinoma. 3
A variety of treatments have been used to treat hard palate cancer, including surgery,
radiotherapy, chemoradiation and combinations of these modalities. This Radiotherapy leads
to recurrence. Some surgeons treat them with partial Maxillectomy.4
Surgery is the treatment of choice. It is usually performed via a transoral approach without
the need to use facial incisions. The choice of the technique is based on location and size of
the tumor. Cervical lymph node metastases are associated with decreased survival rates. 5 The
deciding factors for clinician’s decisions on whether an elective neck dissection is necessary
or not, are the presence of cervical lymph nodes, the primary site of cancer, tumor size and
histological study results.6 The present study reported 10 patients with recurrent carcinoma of
Hard Palate at Sikkim Manipal University of Medical Sciences, in Gangtok, Sikkim state,
over a period of 4 years.
CASE STUDY
We reported 10 patients with recurrent carcinoma of Hard Palate were received at Sikkim
Manipal University of Medical Sciences, in Gangtok, Sikkim state, over a period of 4 years.
They were initially treated elsewhere and they were given neoadjuvant external beam
Radiotherapy.This resulted in temporary regression and recurrence within 6 months. (Fig- 1).
Histopathology report showed occurrence of squamous cell carcinoma. Instead of a partial
maxillectomy, we performed different approach.
We took a forehead flap based on
Superficial Temporal Artery, tunelled it through the cheek to go inside oral cavity and it was
sutured to the excised margins of the hard palate. We excised the hard palate from inside the
oral cavity itself. The entire hard palate was excised leaving some mucosa at the margins and
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leaving the soft palate intact. (Fig-2) We then raised a forehead flap of full thickness and
made a tube roll by suturing the opposite margins. We made an incision in the cheek,
anterior to the border of Parotid Gland. We tunnelled the tube roll through the incision in the
cheek. (Fig-3) The flap was opened inside the oral cavity and it was sutured to the cut
margins of the palate and the anterior border of soft palate. (Fig- 4). The whole palate became
like soft palate. All the patients healed well. Patients were followed up for average 2 years
and none had a recurrence. Unfortunately, the previous external beam radiation had produced
fibrosis of Masseter and Pterygoids. This resulted in closure of the mouth and failure to open
it wide. The fibrosis continued till the mouth was completely shut within 1 more year.
Patients were unable to speak well or eat. Eventually, we had to put a ryle's tube through a
nostril and feed liquids. Patients became malnourished. About half the patients were from
Nepal and they were eventually lost from follow up. We assumed that they died from
malnourishment.

Fig- 1 showing a recurrent malignant palatal perforation

Fig-2 showing the result of wide excision of the malignancy by near total excision of the
palate
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Fig-3 showing tunnelling the tube roll through the incision in the cheek

Fig- 4 showing flap suturing to the cut margins of the palate and the anterior border of soft
palate
DISCUSSION
The hard palate (also known as the ‘roof of the mouth’), forms a division between the nasal
and oral cavities, the palatine process of the maxillary bone and the horizontal plate of the
palatine bone constitute the skeleton of the hard palate. 7 It is 1 of 7 subsites of the oral cavity.
Oral cancer is the sixth most common malignancy worldwide. 8 The most common tumors of
the oral cavity involve the oral tongue and the floor of the mouth however It is estimated that
1–3.5% of oral cancers are located at the hard palate.9 Several risk factors linked to cancer of
the hard palate have been described in epidemiological studies around the world. Major risk
factors are cigarette smoking and alcohol misuse. Although poor oral hygiene and poor
dentition have been implicated in a few epidemiological studies.10,11
For HPC, primary reconstruction surgery has been developed allowing an improvement of
the quality of life after surgery and avoiding the predisposition to hyper nasal speech, leakage
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of foods and liquids into the nasal cavity, difficulty swallowing, and improved masticatory
function.12 Squamous cell carcinoma (SCC) of the hard palate extend often superiorly to
involve the nasal cavity and maxillary sinuses best evaluated with CT scan. However,
perineural spread of palatine lesions is best evaluated with MR imaging. 13
The external beam radiation from both sides of the face is a very wrong method of treating
palate. The rays pass through the muscles of mastication, produce fibrosis and the progressive
fibrosis closes the mouth. We treated with a good surgical method and none of the patients
had any recurrence. The success of surgery was marred by the fibrosis from external beam
radiotherapy. Hence, neoadjuvant radiotherapy by external beam radiation from both sides of
face should be strongly discouraged. Partial Maxillectomy is a major and complicated
surgery. Our surgical method was easier and created less morbidity. We recommend it as a
primary method of treatment as well as recurrent carcinoma. The patients were then able to
eat soft food and liquids. They were able to talk but there was some problem in speech. They
were not able to pronounce certain consonants. Patients were seen regularly for follow up for
one year to 3 years.
Our results are against the results obtained by Yorozu et al14 in which twenty-six patients
received radiotherapy alone and five were treated for post-operative positive surgical
margins. The 5-year actuarial survival rate was 55%. The actuarial 5-year local control rate
was 53%, rising up to 69% after salvage surgery. Survival was 48% for squamous cell
carcinomas and 63% for salivary gland carcinomas, the difference was not significant. The
only significant predictor of local control was T-stage, with 80% 5-year local control of T1–2
lesions and 24% control of T3–4 lesions. N-stage was the only significant factor predicting
for survival. Radiation necrosis occurred in one patient. Radical radiotherapy for carcinoma
of the hard palate is safe and well tolerated. It is an effective treatment for both squamous cell
carcinoma and salivary gland carcinoma.
Chung et al15 studied 32 patients with squamous cell carcinoma of the hard palate were seen
at the University of Virginia Hospital. These have been reviewed with regard to race, age, sex
distribution, histology and clinical presentation. The results of treatment have been analyzed
by stage and mode of therapy. Finally, the time of appearance of local recurrence following
initial therapy, the incidence of distant metastases and second primary tumors presented. The
authors compared the treatment results obtained between the orthovoltage and supervoltage
eras. There has been an improvement in results since the advent of supervoltage and this is
especially attributable to improvements in the radiotherapy group. Considering radiotherapy
the primary control was 2/6 patients (33%) in the orthovoltage era compared with 9/10
patients (90%) in the supervoltage era.
CONCLUSION
In our opinion, Radiotherapy induces fibrosis in the jaw muscles, it causes serious morbidity
that our patients were cured of cancer but were not able to eat for the rest of their life due to
this fibrosis. We recommend thatExternal Beam Radiation should not be given to the palate
for treatment of palatal cancers. Partial or Total Maxillectomy is not necessary, if the
malignancy is localized to the hard palate. Our method of treatment had good results.
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