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INTRODUCTION     

Squamous cell carcinoma (SCC) may develop from any 

anatomical subsites in the head and neck region. 

Chronic tobacco and alcohol consumption together with 

infection of oncogenic viruses are among well-

established risk factors for the development of 

oropharyngeal squamous cell carcinoma (OPSCC). 

Head and neck SCC are previously known as a disease 

of the middle age with a strong association with tobacco 

and alcohol usage due to its synergistic effect. For the 

past 10 years, the prevalence of human papillomavirus 

(HPV) associated OPSCC is increasing worldwide. 

 Generally, surgery or radiotherapy (RT) is the 

treatment of choice for early-stage squamous cell 

cancers of the head and neck. In comparison, with 

locally advanced head and neck cancers where surgery 

followed by adjuvant RT or chemoradiation are opted 

[1]. Another major predictor is HPV tumour status 

where both HPV-positive OPSCC and HPV-negative  

 

OPSCC have the same management protocol but HPV 

positivity has better prognosis when treated with 

chemoradiotherapy. 

 For operable OPSCC, COMMANDO 

(Combined Mandibulectomy and Neck Dissection 

Operation) is one of the approaches constituting 

primary tumour resection, removing a part of the 

mandible and neck dissection of the affected cervical 

lymph nodes. The amount of mandible removed is 

according to the size and location of the lesion. 

Tracheostomy is also regularly performed prior. 

Reconstruction is needed to cover the large mucosal 

defect with free skin graft and plating of the remaining 

mandible to preserve the function. For recurrent 

operable disease, salvage surgery is indicated after 

curative chemoradiotherapy but depends greatly on 

location, the extension of the disease, and previous 

treatment [2].

ABSTRACT 
 
Squamous cell carcinoma is the most common malignant neoplasm of the upper aerodigestive 
tract, and presentation is usually at the late stages when the diagnosis is made. Recurrence 
after 1st therapy is common especially in the locoregional area of the tumour. For cancers 
affecting the oral cavity, oropharynx, and mandible, “COMMANDO” (Combined 
Mandibulectomy and Neck Dissection Operation) is one of the surgical approaches which 
constitutes of primary tumour resection, mandibulectomy and neck dissection. We describe a 
case of rapid locoregional recurrence following 1st surgical procedure of bilateral tonsillectomy 
and extended neck dissection of oropharyngeal squamous cell carcinoma in a young healthy 
individual without history of alcohol and tobacco abuse involving the right buccal region which 
after positron emission tomography was done, showed involvement of right pterygoid muscles, 
right-sided tongue muscle, and right mandible. The patient underwent redo salvage surgery 
and reconstruction with anterolateral thigh flap. 
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CASE PRESENTATION 

A 43-year-old Indonesian Chinese male presented with 

a mass at the right tonsil region for 5 months associated 

with dysphagia, odynophagia, loss of appetite, and loss 

of weight. The mass was gradually increasing in size. 

He is a non-smoker, non-alcoholic, no history of betel 

nut chewing, and denies risky sexual behaviour. There 

was also a 1 cm x 1 cm node palpable at right level II 

and biopsy taken from the right tonsil region and was 

proven to be SCC. Initial staging was T2N1M0. He 

underwent bilateral tonsillectomy and bilateral 

extended neck dissection and later completed 

chemotherapy and RT 2 months after surgery due to 

positive surgical margins. 

However, 4 months after chemoradiotherapy he 

developed right buccal mass which was painful, 

increasing in size and associated with severe trismus. 

On physical examination, there was a mass at the right 

cheek measuring 6 cm x 5 cm, which was firm and 

tender (Figure 1). The mass was fixed to the underlying 

structures but there was no overlying skin change. The 

intraoral examination was very limited due to severe 

trismus. There was a 2 cm x 1 cm node palpable at right 

level I with a well-healed apron incision from previous 

neck dissection. Rigid endoscopy showed ulcerative 

lesion around the right tonsil region with an intact 

larynx and airway. Other ENT examination was 

unremarkable. 

Magnetic resonance imaging (MRI) of the base 

of skull and neck revealed heterogeneous enhancing 

mass in inferolateral part of right tonsillar bed 

measuring 1.5 cm in thickness with the involvement of 

right medial and lateral pterygoid muscles, right 

masseter, right buccinator, right mylohyoid and 

hyoglossus muscle with bone marrow changes of the 

right mandible from the neck, angle, and body (Figure 

2). 

He was further investigated with positron 

emission tomography (PET) for restaging and precise 

delineation of the tumour within the right mandible and 

cervical lymph node involvement. PET-CT showed 

fluorodeoxyglucose (FDG)-avid medial to the right 

mandible and extending to the lateral and anterior part 

of the mandible with tooth involvement. However, there 

was no evidence of FDG-avid metastatic lymph nodes. 

The clinical and radiological staging of this 

patient was rT4N1M0 and second salvage surgery was 

opted due to previous chemo and RT and taking into 

consideration the patient’s age and no comorbidities. He 

underwent tracheostomy under local anesthesia, 

excision of the tumour, right hemimandibulectomy, 

right inferior maxillectomy, revision of bilateral neck 

dissection, free fibular flap reconstruction by the plastic 

team and percutaneous endoscopic gastrostomy tube 

insertion for feeding. Tumour debulking and clearance 

were done till the base of skull macroscopically.  

The histopathological examination (HPE) 

showed fibrocollagenous tissue with the presence of 

skeletal muscle bundles infiltrated by cords and tongues 

of moderately to poorly-differentiated malignant 

squamous cells. The malignant cells have enlarged 

vesicular-to-hyperchromatic nuclei, showed the 

presence of multinucleation and bizarre cells with 

frequent mitosis. There were perineural invasion and 

invasion into the skeletal muscle layer. Interestingly, 

the right level I node was foreign body granulomas, and 

no malignancy seen. Unfortunately, no HPV staining 

was done in our case. 

 During our follow-up one month after surgery, 

his wound was healing well and the flap was viable with 

better mouth opening to 2 and a half fingerbreadths. 

There were no signs of recurrence clinically and 

repeated PET scan after 1 month showed no evidence of 

FDG avid uptake in the oropharynx and distant organs. 

Furthermore, he was planned for PET-CT surveillance 

and feeding through a PEG tube until the wound 

completely healed and was referred to a speech therapist 

for chewing, swallowing, and speech rehabilitation. 

 

 
 

Figure 1:  Mass at the right cheek from lateral (A) and anterior view 

(B).
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Figure 2: Heterogeneous enhancing mass in the right tonsillar bed in axial view (A) with involvement of the right mandible in coronal view (B). 

 

DISCUSSION 

The locoregional recurrence rate after salvage surgery 

for OPSCC ranges from 50% to 60%. In our case, 

recurrence occurs after the patient underwent both 

surgery and chemoradiation thus second salvage 

surgery was the only option as the tumour was still 

resectable. In other words, the prevertebral fascia and 

cavernous sinus were not involved and there was no 

encasement of the carotid artery. Re-irradiation was not 

an option in our case considering the patient had been 

irradiated in less than one year since completion of the 

definitive full dose of RT. The overall survival is only a 

few months with re-irradiation and related to high 

morbidity and mortality of 33% and 10% respectively 

[3]. 

Local recurrence is diagnosed when a tumour 

arising from residual microscopic foci of tumour cells 

in the previously operated site [4]. A tumour recurrence 

can also be classified if there is a tumour-free period for 

3 months or more after the initial treatment [5]. The 

prognosis is better if recurrence develops after 6 months 

compared to earlier recurrence in which palliative 

treatment is suggested. Another prognostic indicator is 

surgical margins where better prognosis can be 

achieved with free margins compared to positive or 

close margins histopathologically. This is evidenced by 

3-year cancer-specific survival of 25.8% and 9.3% 

respectively for free and positive margins. Thus, careful 

surgical planning aiming for free surgical margins is of 

utmost importance [6]. Our patient had recurrence 

within 4 months. The decision for second salvage was 

made because the patient has no underlying 

comorbidities, good social support, and eager to 

undergo the salvage treatment. 

Second salvage surgery is only for highly 

selective patients and based on individual patient. The 

criteria that must be fulfilled by the candidates are good 

performance status, no comorbidities, willingness for a 

surgical salvage attempt, and good social support. This 

is explained by the considerable negative impact of the 

major surgery on functional and performance status 

[7,8]. 

Younger, healthier non-smoking men with 

multiple sexual partners are a typical history of HPV-

positive OPSCC patients [9]. HPV-positive OPSCC 

originates with exposure to high-risk HPV, a sexually-

transmitted virus especially HPV type 16, and can 

develop even without alcohol or tobacco exposure [10]. 

The tumour histology of HPV related OPSCC is usually 

basaloid, lymphoepithelial, or poorly differentiated 

[11]. HPV is also strongly associated with tonsillar 

cancer. Steinberg and DiLorenzo [12] reported HPV 
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infection is detected in tonsil, larynx, tongue, and the 

floor of the mouth, in descending order. Tonsillar 

cancers with positive HPV are common in young, non-

smokers, and non-drinkers. 

Regardless of the HPV status, OPSCC 

currently is managed according to the same treatment 

protocols. Early-stage T1-T2 N0-N1 OPSCC can be 

treated with either surgery or RT. Disease-specific 5-

year survival between surgical versus non-surgical 

management of early-stage OPSCC was 69% and 60% 

respectively and statistically no significant difference 

[13]. RT is usually delivered at a total dose equivalent 

of 70 Gy in 35 fractions. For more advanced stage III/IV 

OPSCC, primary chemoradiotherapy is the standard of 

care, or surgery and adjuvant chemoradiotherapy. The 

concurrent cisplatin is given at a dose of 100 mg/m2, on 

days 1, 22, and 43 of the RT schedules. 

The overall median survival following salvage 

surgery was 53.8 months for OPSCC. Overall survival 

rates were 98%, 77.2%, and 43.7% for 1-, 2-, and 5-year 

respectively. One-fifth of the relapse rate occurs at a 

median time of 8 months with most of the recurrences 

occurring within 2 years [14]. Complications are more 

common in OPSCC and requiring more secondary 

procedures. The majority of patients need an 

enterogastric feeding tube and few patients returned to 

a normal diet [15]. 

Surgical salvage improves overall survival 

regardless of their HPV status in locoregional 

recurrence and even with distant metastases. The HPV-

positive tumour has a longer disease-free interval but 

interestingly not directly associated with a significant 

reduction in the risk of death. Patients with recurrent 

OPSCC must be counselled regarding the potential 

survival advantages of surgical salvage, regardless of 

HPV tumour status or site of disease recurrence either 

locoregional or distant [16]. HPV vaccine may play a 

role in preventing HPV 16 oropharyngeal infection and 

subsequent OPSCC development but there is no study 

that has been conducted to evaluate the effect of the 

vaccine either on the oropharyngeal infection or 

carcinoma development for now. 

 

 

 

 

CONCLUSION 

Recurrent SCC of the oropharynx remains a challenging 

entity to manage in head and neck cancer with 

unfavourable outcomes. Second salvage surgery with 

COMMANDO (Combined Mandibulectomy and Neck 

Dissection Operation) is a potentially curative approach 

for a highly selected group of patients who have 

previously undergone salvage surgery. Despite HPV 

status, salvage treatment should be considered in 

patients with a resectable disease and good performance 

status to achieve better overall survival. 
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