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Since the end of the last century surgical treatment of malignomas of the
oral cavity and the oropharynx has emphasized radical en bloc (segmental) tu-
mor resections. The primary tumor has been removed in continuity with a rad-
ical neck dissection. The results of these so-called comando operations, advo-
cated mainly by Martin and Sugarbaker [1] and Conley and von Friinkel {2]
can, however, be described as dissappointing referring also to the quality of
life of the patients afterwards. During the last 15 years enoral and transoral re-
sections of malignomas of the oral cavity and the oropharynx were increas-
ingly favored.

This technique prefers the physiological preformed route to the transcer-
vical approach through the soft tissues of the neck. Necessary neck dissections
are performed either in the same operation discontinuously or in a second step
2 or 3 weeks later, depending on the size and location of the primary tumor.

Since the end of the 1970s, the enoral/transoral techniques of tumor resec-
tions in the upper aerodigestive tract together with discontinuously performed
functional neck dissections have been carried out in the ENT Department of
the University of Erlangen-Nuremberg. In a retrospective study, the resuits of
this tumor management will be demonstrated.
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Patients and Methods

In our study the history of 205 patients with squamous cell carcinoma of the oropha-
rynx and 186 patients with squamous cell carcinomas of the oral cavity were analyzed. In
the cases of the oropharynx carcinomas 47 patients suffered from stage I or II tumors, 55
from stage III tumors and 103 patients from stage IV tumors [3]. Seventy-nine patients
with carcinomas of the oral cavity had stage I or II tumors, 67 patients stage III and 40 pa-
tients stage I'V tumors.

Treatment

In all patients the primary tumor has been removed by enoral/transoral resection ~
partly by electrosurgery and partly by applying microscope-coupled CO» laser. Depending
on the size and the location of the primary tumor, functional neck dissection has been per-
formed either in the same operation discontinuously or in a second step 2 or 3 weeks later.

In stage 11 and IV, a postoperative percutaneous radiotherapy has been carried out.

Evaluation

The histories of the patients who were operated until 31.12.1990 were retrospec-
tively analyzed passing an especially developed questionnaire. The follow-up period was
at least 3 years.

Results

The noncorrected 5-year survival rates of oral cavity carcinomas in tumor
stages I and II were 66 %, whereas it was 51% in tumor stage IT and 34% in
stage IV (fig. 1). In the cases of oropharynx carcinomas we reached noncor-
rected 5-year survival rates of 58% in tumor stages I and II, 41 % in stage III
and 35% in stage IV with enoral/transoral tumor management (fig. 2).

Discussion

Within the last 15 years, various research groups have published reports
on transoral resections which were performed in cases of advanced malignan-
cies in regions of the oral cavity and oropharynx — partly by electrosurgery and
partly by applying microscope-coupled CO, lasers [4-9]. The oncological re-
sults reported are comparable to those achieved by bloc resections and recon-
struction of defects by pedicled or microvasculary anastomosed flaps [10-12].
Panje et al. [7] and Steiner [13], in particular, have emphasized the substan-
tially lower degree of impairment of the patient caused by transoral resections,
thus rendering unnecessary measures to reconstruct defects. By spontaneous
epithelialization of the operated sites, extensive functional maintenance can be
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Fig. 1. Survival rate after enoral surgery of malignancies of the oral cavity, combined
with neck dissection and postoperative radiotherapy (in cases of stage III and IV).
n=186.
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Fig. 2. Survival rate after enoral/transoral surgery of malignancies of the oropha-
rynx, combined with neck dissection and postoperative radiotherapy (in cases of stage 111
and [V). n=205.

Enoral/Transoral Surgery of Head and Neck Carcinomas



achieved, with little cosmetic impairment [7]. Strong [9] recommends mini-
mally invasive, conservative transoral resections of carcinomas whenever such
an approach is manageable. If tumor margins cannot, however, be clearly out-
lined or if tumor has penetrated into adjacent soft tissue of the neck, Strong [9]
believes that transoral resections are no longer possible. Denecke [14], on the
other hand, considers a transoral approach to be essentially feasible, even if
the mandible has been infiltrated. Nonetheless, the cancer principles of a de-
fined resection, as documented anew by Looser et al. [15], must be strictly ob-
served from the viewpoint of curative therapy in both enoral and transoral,
minimally invasive and function-conserving operative technigues.

Based on our reported results we also emphasize that enoral/transoral
management of malignancies of the oral cavity and the oropharynx is a prom-
ising oncological concept causing less discomfort and impairment for the pa-
tients. In our opinion a decisive precondition for the enoral/transoral approach
to the tumor is that it is recognized and seen in its borders, i.e. the tumor must
be sufficiently exposed during operation. Tumor expansion into the soft tissues
of the neck, reaching the internal jugular vein or the carotid artery is seen as a
contraindication for enoral/transoral tumor resection. In these cases or if the
malignancies have infiltrated larger parts of bony structures, e.g. the mandible,
a modified approach from outside with reconstruction of defects — if necessary
— by predicled or microvasculary anastomosed flaps is recommended.
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