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Abstract
Objectives: The role of radiotherapy (RT) for oligometastases is currently established 
in different oncological settings but data on salivary gland cancer (SGC) are lacking. 
We evaluated the role of RT in oligometastatic SGC patients, focusing on stereotactic 
body radiation therapy (SBRT).
Materials and methods: We performed a retrospective, multicentric study of oli-
gometastatic SGC treated with palliative RT or SBRT. Endpoints included response 
evaluation and local control (LC).
Results: Between 2006 and 2016, 64 patients were collected from 9 Italian Cancer 
Centers, on behalf of the Italian Association of Radiotherapy and Clinical Oncology 
(AIRO) Head and Neck Working Group. 37 patients (57.8%) were suffering from 
adenoid cystic carcinoma (ACC) and 27 patients (42.2%) had non-ACC. Thirty-four 
patients underwent palliative RT (53,1%), and 30 received SBRT (46,9%). Most com-
mon metastatic sites were bone for palliative RT and lung for SBRT. Among patients 
treated with SBRT, an objective response or a stability was observed in all treated 
lesions. After a median follow-up of 29.2 months (range 2.3–117.1), LC at 12 months 
was 57.5% for patients treated with SBRT and was higher in ACC subgroup.
Conclusion: We confirmed the potential role of SBRT in the management of oligo-
metastatic SGC patients to control limited burden of disease considering the absence 
of effective systemic therapies.
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1  | INTRODUC TION

Salivary gland cancers (SGCs) are rare diseases accounting for 
2%–6.5% of all head and neck cancers (HNC), with a considerable 
heterogeneity in terms of histology, biology, clinical behavior, and 
metastatic potential (Barnes et al., 2005).

Distant metastases are diagnosed in 25%–55% of SGCs pa-
tients, presenting with a variable clinical course, but with only 2% 
of patients still alive after 5 years. Adenoid cystic carcinoma (ACC) 
is the most common (60%) malignant histology observed in patients 
with metastatic disease, while less frequent subtypes are mucoepi-
dermoid carcinoma, salivary duct carcinoma, adenocarcinoma not 
otherwise specified (NOS), and myoepithelial carcinoma. Metastatic 
ACC usually shows an indolent evolution, and this behavior leads 
to wonder if an early management of metastatic disease may be 
required or not. On the other side, high-grade non-ACC histologies 
have a higher likelihood of aggressive distant diffusion, requiring 
combined therapies. Overall, the presence of distant metastases is 
one of the strongest predictor of survival in metastatic SGCs but ef-
fective chemotherapy to manage this clinical situation are still scarce 
(Alfieri et al., 2017).

In metastatic setting, patients may require palliative external 
beam radiotherapy (RT) to obtain symptom relief or prevent com-
plications from disease progression. Fractionation schemes for pal-
liative RT commonly include 8 Gy in single fraction or fractionated 
regimens (20 Gy/5 fractions; 30 Gy/10 fractions), delivered with 
three-dimensional conformal techniques (3DCRT) or intensity mod-
ulated radiation therapy (IMRT). These approaches are effective in 
terms of symptoms control with an acceptable toxicity profile.

However, as demonstrated also for other primary tumors, the 
burden of metastatic disease for SGCs can be limited in terms of 
number and locations of the lesions, with a relatively low kinetic of 
metastatic progression (Weichselbaum, 2018). In these cases, abla-
tion of limited metastatic lesions could potentially be curative. There 
is a relative consensus in defining oligometastatic state when ≤ 3–5 
synchronous metastases in 3 or fewer different organs occur (Palma 
et al., 2014; Sun et al., 2018).

Nowadays, limited evidence is available to support the hypoth-
esis that local treatment for cranial or extracranial oligometastases 
is effective in terms of overall survival (OS) (Andrews et al., 2004; 
Franceschini et al., 2019; Franzese et al., 2019; Gomez et al., 2016; 
Ruers et al., 2017). Among local treatments, stereotactic body ra-
diation therapy (SBRT) is an advanced form of RT, characterized by 
the delivery of high doses per fraction, with a short treatment time 
(few fractions), implying a steep dose gradient and accurate localiza-
tion systems (Potters et al., 2010). Recently, a randomized phase II 
trial including 99 oligometastatic patients reported SBRT to be as-
sociated with a significant improvement in terms of OS compared to 
patients receiving standard palliative care, although 4.5% of patients 
in the SBRT group experienced treatment-related death. A recent 
update of these data confirmed the impact of SBRT on 5-year OS 
rate, showing that it can give a durable over in time benefit (Palma 
et al., 2019, 2020).

The impact of SBRT for HNC patients has been reported anec-
dotally (Bonomo et al., 2019), and no report has been yet published 
regarding oligometastatic or oligorecurrent SGCs patients.

The purpose of this study was to investigate the outcome of pa-
tients treated with RT on metastatic sites from SGCs, with a focus 
on SBRT technique, prescription dose, treatment volumes, and site 
of metastases.

2  | MATERIAL AND METHODS

2.1 | Study population

We performed a retrospective, multicentric study of oligometastatic 
SGC patients treated with RT from 2006 to 2016 in 9 Italian Cancer 
Centers on behalf of the Italian Association of Radiotherapy and 
Clinical Oncology (AIRO) Head and Neck Working Group. We con-
sidered oligometastases as the presence at complete staging of a 
maximum of 3 metastatic lesions in up to two organs.

This study was approved by all Institutional Ethical Committees 
of the participating centers.

Patients were selected according to the following criteria: (a) his-
tological diagnosis of high-grade SGC (ACC and non-ACC); (b) up to 3 
metastases diagnosed synchronously or metachronously to primary 
tumor (c) controlled or resected primary tumor; (d) complete base-
line staging of brain, thorax, and abdomen by mean of computed 
tomography (CT), positron emission tomography (PET), or magnetic 
resonance imaging (MRI) scan; (e) treatment with palliative or abla-
tive intent radiation; (f) first clinical and/or radiological evaluation 
response at 2–4 months after RT end; (g) eventual concomitant or 
adjuvant chemotherapy or target therapy; (h) no previous surgery 
on the same metastatic sites. Histological confirmation of the meta-
static disease was not routinely required.

2.2 | Radiotherapy techniques

Majority of patients were simulated with a CT slice thickness of 
maximum 3 mm and immobilization devices according to the lesions’ 
location and institutional protocols. In case of simulation for SBRT, 
contrast medium was used for visceral metastases and respiratory 
motion control was adopted for moving target, such as those within 
the lung and liver. A thermoplastic mask or vacuum bag was used to 
prevent rotational movement (when needed).

The SBRT treatment was commonly offered to patients in good 
performance status (PS), with indolent or oligosymptomatic 1 to 
3 metastases and an overall estimated life expectancy of at least 
6 months.

In case of palliative RT, target volume included the gross tumor 
volume (GTV) with an isotropic margin of generally about 1–2 cm to 
obtain clinical target volume (CTV) and further 3–6 mm to define 
the planning target volumes (PTV). Organs at risk were contoured 
according to the anatomical area in which metastatic lesions were 
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located. Palliative RT was delivered with 3DCRT or IMRT technique 
(including tomotherapy and volumetric-modulated arc therapy or 
VMAT). Most common moderately hypofractionated regimens were 
3 Gy × 10 consecutive fractions, 4 Gy × 5 consecutive fractions or 
8 Gy in single fraction.

SBRT treatments were delivered with CyberKnife, VMAT tech-
nique, or tomotherapy as already partially published together with 
other primary tumors (Franceschini et al., 2019).

In case of SBRT, target volumes and prescription doses were de-
cided based on site, size, and number of lesions, together with the 
technology adopted. Multimodality imaging was used for target vol-
ume definition. The macroscopic tumor was defined as GTV and was 
equal to CTV. In case of fixed target, an isotropic margin of 5 mm 
was used to create the PTV. In case of moving lesions, an internal 
target volume (ITV) was defined on 4DCT and a further expansion of 
5–7 mm was adopted to create the PTV. Dose of SBRT ranged from 
20 – 28 Gy in single fraction, to 21 – 54 Gy delivered in 3 to 5 frac-
tions. Chemotherapy was additionally prescribed in both settings 
based on a case-by-case decision.

The first radiological response was assessed at 3–4 months after 
the end of RT. Thereafter, clinical and radiological follow-up was per-
formed every 3–6 months according to patients’ conditions, disease 
progression, and institutional policy.

2.3 | Statistical analysis

The primary end-point of this study was to define the pattern of re-
sponse of metastatic lesions after palliative RT or SBRT. Radiologic 
tumor response was classified according to European Organization 
for Research and Treatment of Cancer Response Evaluation Criteria 
in Solid Tumours (EORTC-RECIST) criteria version 1.1 (Eisenhauer 
et al., 2009). In addition, we assessed local control (LC) of metastatic 
lesions, defined as the time from the beginning of RT to the progres-
sion of treated lesion or last follow-up. The OS was calculated from 
the date of diagnosis of metastatic disease to death or last follow-
up. The LC and OS rates were calculated using the Kaplan–Meier 
method.

Due to the absence of complete clinical data for part of the sam-
ple, we did not report on symptom control. Univariate and multivar-
iate analyses were used to identify factors associated with LC and 
OS in the SBRT patients group. Univariate analyses were performed 
with the log-rank test, and Cox proportional hazards regression was 
used to estimate hazard ratios (HR). Multivariable Cox regression 
analyses were done to evaluate the association between clinical fac-
tors and survival, with a significance level of p < .05.

Statistical calculations were performed using STATA, version 15.

3  | RESULTS

Sixty-four patients were eligible for the present study. Clinical 
characteristics of the study population are shown in Table 1. There 

were 44 males (68.7%), and median age was 56.5 years (range: 
25–82 years). Thirty-seven patients (57.8%) were affected by ACC, 
and 27 patients (42.2%) had non-ACC primary tumor, that included 
adenocarcinoma NOS (10, 15.6%), ductal carcinoma (5, 7.8%), and 
high-grade mucoepidermoid carcinoma (4, 6.3%). In 78% of cases, 
major salivary glands were involved as primary tumor site. The 
most common non-ACC histologies were adenocarcinoma NOS and 
salivary duct carcinoma. Fifty-four (84.4%) patients had diagnosis 
of metachronous metastases with controlled or resected primary 
tumor, after a median time of 28.0 months from initial diagnosis. Ten 
(15.6%) patients were diagnosed with primary tumor and synchro-
nous metastases. Forty-eight (75%) patients were treated on a single 

TA B L E  1   Patients' and treatment's characteristics

All patients 
(N = 64)

Age (years) at diagnosis of metastatic status

Median (range) 56.5 (25–82)

Gender

Male 44 (68.7%)

Female 20 (31.3%)

Histology

ACC 37 (57.8%)

non-ACC 27 (42.2%)

Adenocarcinoma NOS 10 (15.6%)

Ductal carcinoma 5 (7.8%)

High-grade mucoepidermoid carcinoma 4 (6.3%)

Origin of tumor

Major salivary glands 50 (78.1%)

Parotid 40 (62.5%)

Submaxillary gland and sublingual gland 10 (15.6%)

Minor salivary glands 14 (21.9%)

Time to metastasis

Synchronous 10 (15.6%)

Metachronous 54 (84.4%)

Median time (months) 17.0

Number of treated lesions

1 48 (75.0%)

2 12 (18.8%)

3 4 (6.2%)

Treatment performed for primary tumor*

S/RT 35 (54.7%)

S 16 (25.0%)

S/RT/CT 6 (9.4%)

CT 5 (7.8%)

RT 2 (3.1%)

*S, Surgery; RT, Radiotherapy; CT, Chemotherapy; S/RT, combined 
Surgery and Radiotherapy; S/RT/CT, combined Surgery, Radiotherapy 
and Chemotherapy. 
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metastasis while 16 (25%) patients on 2 (18,8%) or 3 sites (6,2%) of 
disease.

Treatment patterns for the whole population are shown in 
Table 2. Thirty-four patients underwent palliative RT (53,1%), and 
30 patients had SBRT (46,9%). The most common metastatic sites 
were bone for palliative RT and lung for SBRT. Among patients 
treated with SBRT, 18 (60%) were affected by ACC. Median total 
dose was 30 Gy delivered in 10 fractions for palliative RT and 29 Gy 
in 3 fractions for SBRT. In terms of biological effective dose (BED), 
median value was 39 Gy for palliative treatments (range: 14.4–78) 
and 81.6 Gy for ablative treatment (range: 35.7–151).

Patterns of response are shown in Table 3. Best overall response 
after RT was assessed as complete radiological response (CR), partial 
response (PR), stable disease (SD), and progressive disease (PD) in 18 
(28.1%), 18 (28.1%), 20 (31.3%), and 8 (12.5%) cases, respectively. 
In detail, we observed an overall clinical benefit (including CR, RP, 
and SD) in all patients receiving SBRT, while all PD were observed in 
patients treated with palliative RT.

After a median follow-up of 29.2 months (range 2.3–117.1), LC at 
12 months was 47.1% (95% CI 32.9–60.1) for the whole population 
(Figure 1), 57.5% (95%CI 35.1–74.6) for patients treated with SBRT, 
and 37.8% (95% CI 20.1–55.5) for palliative RT (Figure 2).

The increasing number of treated metastases was found to 
be negatively associated with LC rates (p ≤ .01) both in univariate 
(HR = 1.8) and multivariate tests (HR = 1.9).

Site of metastasis, RT dose and technique did not influence LC 
for the whole population. However, considering only ACC patients 
(n = 37), a significant benefit in time to local failure was observed 
for patients receiving SBRT compared to palliative RT technique, re-
gardless of metastatic site (p = .05).

OS rates at 12 and 24 months were 84.9% (95% CI = 64.5–94) and 
73.6% (95% CI = 49.4–87.5), respectively, for patients treated with 
SBRT and 96.9% (95% CI = 79.8–99.6), and 85.9% (95% CI = 66.6–
94.5) for patients receiving palliative RT.

Two-year OS rate was 83% for ACC and 53% for non-ACC with 
borderline significance (p = .066). No difference (p = .69, univariate 
analysis) in terms of OS was observed in ACC patients between the 
SBRT compared to palliative RT (Figure 3).

4  | DISCUSSION

To our knowledge, this is the first multicentric study, although ret-
rospective, focusing exclusively on oligometastatic SGCs patients 
treated with advanced RT techniques evaluating the outcome after 
SBRT.

In the last years, several studies could be retrieved in literature 
about the role of SBRT but in oligometastatic patients from different 
primary tumors (Franzese et al., 2019; Hörner-Rieber et al., 2019; 
Sharma et al., 2020).

Recently, the ESTRO-EORTC collaboration (Guckenberger 
et al., 2020) produced a consensus recommendation classifying 
disease into oligometastatic subcategories, considering if oligomet-
astatic disease is diagnosed during a treatment-free interval or on 
active chemotherapy, together with other disease or treatment char-
acteristics. Palma et al. (Palma et al., 2019, 2020) conducted the first 
prospective randomized trial comparing standard of care with versus 
without SBRT in 99 oligometastatic patients, showing a median OS 
of 41 months versus 28 months, respectively.

Major advantages of SBRT on metastases include the possibility 
to control the limited burden of disease with potential delay of onset 
or intensification of chemotherapy. However, so far, very few data 
have been published on oligometastatic head and neck cancer pa-
tients (Bonomo et al., 2019; Jereczek-Fossa et al., 2013).

Regarding the clinical characteristics of our series, the majority 
of patients had ACC with lung metastases. Indeed, this is the most 
frequent presentation of SGCs managed by medical and radiation 
oncologists (Alfieri et al., 2017). Interestingly, due to its slow growth 
pattern and indolent evolution, at least for cribriform and tubular 
variants and in absence of NOTCH-1 activating mutation (Ferrarotto 
et al., 2017; Gao et al., 2013), distant spread can be limited and 
slowly evolving.

Distant spread from other non-ACC histologies is less frequent 
even if this clinical behavior can be very aggressive with a dismal 
prognosis. In our study, we observed most commonly patients with 

TA B L E  2   Characteristics according to treatment group

SBRT
(n = 30)

Conventional RT
(n = 34)

Histology

ACC 18 (60.0%) 19 (55.9%)

non-ACC 12 (40.0%) 15 (44.1%)

Treatment site

Lung (25) 16 (53.4%) 9 (26.5%)

Bone (20) 4 (13.3%) 16 (47.1%)

Brain (13) 10 (33.3%) 3 (8.8%)

Other (6) 0 6 (17.6%)

Treatment performed by

3DCRT 1 (3.3%) 10 (29.4%)

VMAT/IMRT/
Tomotherapy

24 (80.0%) 20 (58.8%)

Cyberknife 5 (16.7%) 4 (11.8%)

Total Dose (Gy)

Mean 33.6 31.6

Median 29 30

Range 20–54 8–60

Number fraction

Median (range) 3 (1–5) 10 (1–25)

Dose for fraction (Gy)

Median (range) 13.5 (5–28) 3 (1.8 – 8)

BED (Gy) (calculated with α/β = 10 Gy)

≤54 (32) 5 (16.7%) 27 (79.4%)

>54 (32) 25 (83.3%) 7 (20.6%)
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adenocarcinoma or salivary duct carcinoma, thus reflecting the epi-
demiological distribution of these cancers (Barnes et al., 2005).

Regardless of histological type, a clear evidence of benefits in 
using chemotherapy is still lacking (Alfieri et al., 2017), although 
multiple targets potentially useful for a tailored approach have 

been identified in the last few years (Cavalieri et al., 2019; Keam 
et al., 2020).

In this context, the use of RT, in particular SBRT as metastasis 
directed therapy, may have a role to improve patients final outcome.

With respect to first radiological response of metastatic sites 
after RT, we found that all patients receiving SBRT obtained an over-
all clinical benefit (CR, PR and SD) with no cases of PD. In our study, 
the ablative treatment was equally effective on both lung and non-
lung metastases.

We found a benefit in term of LC for ACC population receiv-
ing SBRT. Lungs are the most common site of distant metastasis 
of ACC, occurring in 70% of patients presenting with metastatic 
disease (Seok et al., 2019), with a better survival compared to the 
other subtypes of SGCs (Terhaard et al., 2004). Recently, a study by 
Cavalieri et al aimed to develop and validate a prognostic nomogram 
for metastatic ACC patients and found that patients with lung me-
tastases had a more favorable outcome (HR = 0.547, 95% CL 0.317–
0.944), compared to other sites such as liver (HR = 2.001, 95% CL 
1.160–3.451) and bone disease (HR = 4.012, 95% CL 2.365–6.808) 
(Cavalieri et al., 2020). For this reason, resection of lung metasta-
ses could be taken into account to improve the outcomes in patients 
with metastatic ACC. Girelli et al. showed that in ACC patients, lung 

All patients
(n = 64)

SBRT
(n = 30)

Conventional RT
(n = 34)

Follow-up duration (months)

Median (range) 29.2 (range 2.3–117.1)

First radiological response

CR 18 (28.1%) 9 (30.0%) 9 (26.5%)

RP 18 (28.1%) 12 (40.0%) 6 (17.6%)

SD 20 (31.3%) 9 (30.0%) 11 (32.4%)

PD 8 (12.5) 0 8 (23.5%)

Status at the last follow-up

Alive 49 (76.6%) 24 (80.0%) 25 (73.5%)

Dead 15 (23.4%) 6 (20.0%) 9 (26.5%)

TA B L E  3   Outcome for the whole group 
and according to the treatment

F I G U R E  1   Kaplan–Meier local control probability for patients 
treated with SBRT

F I G U R E  2   Kaplan–Meier local control probability for patients 
treated with SBRT (solid line) and palliative radiotherapy (dotted 
line) within the ACC histology patient group (37 cases)

F I G U R E  3   Kaplan–Meier overall survival estimates for patients 
treated with SBRT (solid line) and palliative radiotherapy (dotted 
line) within the ACC histology patient group (37 cases)
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metastasectomy was able to improve disease control when 2 condi-
tions are met: (1) complete surgical resection and (2) time to pulmo-
nary relapse after primary tumor resection longer than 36 months 
(Girelli et al., 2017). They reported OS of 69.5% at 5 years in case of 
complete surgical resection.

Considering the major criteria for an effective surgery, SBRT could 
be considered an alternative in case of difficult disease site, and/or 
presence of several comorbidities. These two characteristics could af-
fect resectability and/or quality of life of patients. It remains to deter-
minate the optimal dose and fractionation schedule, as well as identify 
the subset of patients who are most likely to benefit from this thera-
peutic approach. Radiosensitivity could be a relevant point considering 
the impact of primary tumor histology when treated with SBRT; thus, 
the concept of a personalized RT dose should be considered.

The correlation between LC and number of treated metastases 
was another relevant result in our study. We showed that a higher 
number of metastases, regardless of RT technique used, had a neg-
ative influence on LC.

While the prognostic role of disease's burden has been widely 
addressed for other primary tumors, no data have been published on 
oligometastatic SGC. Historically, the number of metastases as well 
as the diameter of lesions and organ localization represented a rel-
evant prognostic factor in metastatic setting (Fode & Høyer, 2015; 
Tanadini-Lang et al., 2017). Hereupon, RT should be employed in the 
early phase of metastatic diffusion, mostly in patients with an ex-
pected long-term survival as for ACC histology.

The use of SBRT on isolated metastases could potentially prolong 
the efficacy of an ongoing line of systemic therapy by ablating more 
resistant metastatic foci, avoiding the need to discontinue, change, 
or intensify systemic therapy. This advantage could be relevant con-
sidering the lack of effective systemic therapies in metastatic SGCs, 
relying mostly on cisplatin-based chemotherapy.

We are aware of the limitations of our study which are mainly 
inherent to its retrospective nature, the small sample size, the het-
erogeneity of included patients and metastatic site, and the absence 
of a standard therapeutic approach as comparator. All these issues 
could potentially bias the results. However, we cannot ignore the 
absence of data in this setting, above all evaluating the potential syn-
ergic effect of SBRT with systemic therapy.

Further prospective studies are necessary to assess the real 
impact of SBRT in this setting and to define the optimal dose and 
fractionation schedule for ACC and no-ACC metastases. In addition, 
we need to explore, in future studies, the combination of SBRT with 
modern systemic therapies (immunotherapy or target therapy) in this 
clinical scenario to implement a personalized therapeutic approach.

5  | CONCLUSION

In our study, we showed that the use of RT, in particular SBRT, could 
have a role in the management of oligometastatic SGC patients. We 
observed an overall clinical benefit (CR, PR and SD) in all metastatic 
lesions when treated with SBRT. A benefit in terms of LC was observed 

for ACC histology if treated with SBRT compared to palliative RT. We 
hope that these results could stimulate the oncologic community to-
ward prospective multicentric studies in this setting of patients.

ACKNOWLEDG EMENTS
None.

CONFLIC T OF INTERE S T
The authors declare that there is no conflict of interest.

AUTHOR CONTRIBUTIONS
Ciro Franzese: Conceptualization; Data curation; Writing-original draft. 
Rossana Ingargiola: Writing-original draft. Stefano Tomatis: Formal 
analysis. Nicola Alessandro Iacovelli: Resources. Giancarlo Beltramo: 
Resources. Pierfrancesco Franco: Resources; Writing-review & edit-
ing. Pierluigi Bonomo: Resources; Writing-review & editing. Isa Bossi 
Zanetti: Resources. Angela Argenone: Resources. Domenico Cante: 
Resources. Domenico Attilio Romanello: Resources. Daniela Musio: 
Resources. Francesca De Felice: Resources. Carlo Furlan: Resources. 
Marta Scorsetti: Conceptualization; Writing-review & editing. Ester 
Orlandi: Conceptualization; Data curation; Writing-original draft.

FUNDING INFORMATION
This research did not receive any specific grant from funding agen-
cies in the public, commercial, or not-for-profit sectors.

PEER RE VIE W
The peer review history for this article is available at https://publo 
ns.com/publo n/10.1111/odi.13755.

DATA AVAIL ABILIT Y S TATEMENT
The data that support the findings of this study are available from 
the corresponding author, CF, upon reasonable request.

ORCID
Ciro Franzese  https://orcid.org/0000-0001-6893-6284 
Francesca De Felice  https://orcid.org/0000-0002-5119-8358 

R E FE R E N C E S
Alfieri, S., Granata, R., Bergamini, C., Resteghini, C., Bossi, P., Licitra, L. F., 

& Locati, L. D. (2017). Systemic therapy in metastatic salivary gland 
carcinomas: A pathology-driven paradigm? Oral Oncology, 66, 58–63.

Andrews, D. W., Scott, C. B., Sperduto, P. W., Flanders, A. E., Gaspar, L. 
E., Schell, M. C., Werner-Wasik, M., Demas, W., Ryu, J., Bahary, J. P., 
& Souhami, L. (2004). Whole brain radiation therapy with or without 
stereotactic radiosurgery boost for patients with one to three brain 
metastases: Phase III results of the RTOG 9508 randomised trial. The 
Lancet, 363(9422), 1665–1672.

Barnes, L., Eveson, J. W., Reichart, P., & Sidransky, D. (Eds.). (2005). 
World Health Organization classifications tumours. In Pathology and 
Genetics of head and neck tumours. IARC Press.

Bonomo, P., Greto, D., Desideri, I., Loi, M., Di Cataldo, V., Orlandi, E., 
Iacovelli, N. A., Becherini, C., Visani, L., Salvestrini, V., & Mariotti, M. 
(2019). Clinical outcome of stereotactic body radiotherapy for lung-
only oligometastatic head and neck squamous cell carcinoma: Is the 
deferral of systemic therapy a potential goal? Oral Oncology, 93, 1–7.

 16010825, 2022, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/odi.13755 by Institito C

linico H
um

anitas, W
iley O

nline L
ibrary on [27/01/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://publons.com/publon/10.1111/odi.13755
https://publons.com/publon/10.1111/odi.13755
https://orcid.org/0000-0001-6893-6284
https://orcid.org/0000-0001-6893-6284
https://orcid.org/0000-0002-5119-8358
https://orcid.org/0000-0002-5119-8358


     |  351FRANZESE Et Al.

Cavalieri, S., Mariani, L., Vander Poorten, V., Van Breda, L., Cau, M. 
C., Vullo, S. L., Alfieri, S., Resteghini, C., Bergamini, C., Orlandi, E., 
& Calareso, G. (2020). Prognostic nomogram in patients with met-
astatic adenoid cystic carcinoma of the salivary glands. European 
Journal of Cancer, in press.

Cavalieri, S.,Platini, F., Bergamini, C., Resteghini, C., Galbiati, D., Bossi, 
P., Perrone, F., Tamborini, E., Quattrone, P., Licitra, L., & Locati, 
L. D. (2019). Genomics in non-adenoid cystic group of salivary 
gland cancers: One or more druggable entities? Expert Opinion on 
Investigational Drugs, 28(5), 435–443.

Eisenhauer, E. A., Therasse, P., Bogaerts, J., Schwartz, L. H., Sargent, 
D., Ford, R., Dancey, J., Arbuck, S., Gwyther, S., Mooney, M., & 
Rubinstein, L. (2009). New response evaluation criteria in solid tu-
mours: Revised RECIST guideline (version 1·1). European Journal of 
Cancer, 45, 228–247.

Ferrarotto, R., Mitani, Y., Diao, L., Guijarro, I., Wang, J., Zweidler-McKay, 
P., Bell, D., William, W. N. Jr., Glisson, B. S., Wick, M. J., & Kapoun, A. 
M. (2017). Activating NOTCH1 mutations define a distinct subgroup 
of patients with adenoid cystic carcinoma who have poor prognosis, 
propensity to bone and liver metastasis, and potential responsive-
ness to Notch1 inhibitors. Journal of Clinical Oncology, 35(3), 352–360.

Fode, M. M., & Høyer, M. (2015). Survival and prognostic factors in 321 
patients treated with stereotactic body radiotherapy for Oligo-
metastases. Radiotherapy and Oncology, 114(2), 155–160.

Franceschini, D., De Rose, F., Franzese, C., Comito, T., Di Brina, L., 
Radicioni, G., Evangelista, A., D'Agostino, G. R., Navarria, P., & 
Scorsetti, M. (2019). Predictive factors for response and survival in 
a cohort of oligometastatic patients treated with stereotactic body 
radiation therapy. Int J Radiat Oncol Biol Phy., 104(1), 111–121.

Franzese, C., Comito, T., Toska, E., Tozzi, A., Clerici, E., De Rose, F., 
Franceschini, D., Navarria, P., Reggiori, G., Tomatis, S., & Scorsetti, 
M. (2019). Predictive factors for survival of oligometastatic col-
orectal cancer treated with stereotactic body radiation therapy. 
Radiotherapy and Oncology, 133, 220–226.

Gao, M., Hao, Y., Huang, M. X., Ma, D. Q., Luo, H. Y., Gao, Y., Peng, X., & 
Yu, G. Y. (2013). Clinicopathological study of distant metastases of 
salivary adenoid cystic carcinoma. International Journal of Oral and 
Maxillofacial Surgery, 42(8), 923–928.

Girelli, L., Locati, L., Galeone, C., Scanagatta, P., Duranti, L., Licitra, L., & 
Pastorino, U. (2017). Lung metastasectomy in adenoid cystic cancer: 
is it worth it? Oral Oncology, 65, 114–118.

Gomez, D. R., Blumenschein, G. R. Jr, Lee, J. J., Hernandez, M., Ye, R., 
Camidge, D. R., Doebele, R. C., Skoulidis, F., Gaspar, L. E., Gibbons, D. 
L., & Karam, J. A. (2016). Local consolidative therapy versus mainte-
nance therapy or observation for patients with oligometastatic non-
small-cell lung cancer without progression after first-line systemic 
therapy: A multicentre, randomised, controlled, phase 2 study. The 
Lancet Oncology, 17(12), 1672–1682.

Guckenberger, M., Lievens, Y., Bouma, A. B., Collette, L., Dekker, A., Nandita, 
M. D., Dingemans, A. M. C., Fournier, B., Hurkmans, C., Lecouvet, F. E., 
& Meattini, I. (2020). Characterisation and classification of oligometa-
static disease: A European society for radiotherapy and oncology and 
European organisation for research and treatment of cancer consensus 
recommendation. The Lancet Oncology, 21(1), e18–e28.

Hörner-Rieber, J., Bernhardt, D., Blanck, O., Duma, M., Eich, H. T., Gerum, 
S., Gkika, E., Hass, P., Henkenberens, C., Herold, H. U., & Hildebrandt, 
G. (2019). Long-term follow-up and patterns of recurrence of pa-
tients with Oligometastatic NSCLC treated with pulmonary SBRT. 
Clinical Lung Cancer, 20(6), e667–e677.

Jereczek-Fossa, B. A., Bossi-Zanetti, I., Mauro, R., Beltramo, G., Fariselli, 
L., Bianchi, L. C., Fodor, C., Fossati, P., Baroni, G. U. I. D. O., & Orecchia, 
R. (2013). CyberKnife robotic image-guided stereotactic radiotherapy 
for oligometastic cancer: A prospective evaluation of 95 patients/118 
lesions. Strahlentherapie Und Onkologie, 189(6), 448–455.

Keam, B., Kang, E. J., Ahn, M. J., Ock, C. Y., Lee, K. W., Kwon, J. H., Yang, Y., 
Choi, Y. H., Kim, M. K., Ji, J. H., & Yun, T. (2020). Randomized phase II study 
of axitinib versus observation in patients with recurred or metastatic ad-
enoid cystic carcinoma. Journal of Clinical Oncology, 38(15 suppl), 6503.

Palma, D. A., Olson, R., Harrow, S., Gaede, S., Louie, A. V., Haasbeek, C., 
Mulroy, L., Lock, M., Rodrigues, G. B., Yaremko, B. P., & Schellenberg, D. 
(2019). Stereotactic ablative radiotherapy versus standard of care pallia-
tive treatment in patients with oligometastatic cancers (SABR-COMET): 
A randomised, phase 2, open-label trial. The Lancet, 393, 2051–2058.

Palma, D. A., Olson, R., Harrow, S., Gaede, S., Louie, A. V., Haasbeek, C., 
Mulroy, L., Lock, M., Rodrigues, G., Yaremko, B., & Schellenberg, D. 
(2020). Stereotactic ablative radiotherapy for the comprehensive treat-
ment of oligometastatic cancers: Long-term results of the SABR-COMET 
Phase II randomized trial. Journal of Clinical Oncology 2020, JCO2000818.

Palma, D. A., Salama, J. K., Lo, S. S., Senan, S., Treasure, T., Govindan, R., 
& Weichselbaum, R. (2014). The oligometastatic state - separating 
truth from wishful thinking. Nat Rev Clin Oncol., 11(9), 549–557.

Potters, L., Kavanagh, B., Galvin, J. M., Hevezi, J. M., Janjan, N. A., Larson, 
D. A., Mehta, M. P., Ryu, S., Steinberg, M., Timmerman, R., & Welsh, 
J. S. (2010). American society for therapeutic radiology and oncology 
(ASTRO) and American College of radiology (ACR) practice guideline for 
the performance of stereotactic body radiation therapy. International 
Journal of Radiation Oncology Biology Physics, 76(2), 326–332.

Ruers, T., Van Coevorden, F., Punt, C. J., Pierie, J. P. E., Borel-Rinkes, I., 
Ledermann, J. A., Poston, G., Bechstein, W., Lentz, M. A., Mauer, M., 
& Folprecht, G. (2017). Local treatment of unresectable colorectal 
liver metastases: Results of a randomized phase II trial. Journal of the 
National Cancer Institute. 109(9):djx015.

Seok, J., Lee, D. Y., Kim, W. S., Jeong, W. J., Chung, E. J., Jung, Y. H., Kwon, 
S. K., Kwon, T. K., Sung, M. W., & Ahn, S. H. (2019). Lung Metastasis 
in Adenoid Cystic Carcinoma of the Head and Neck. Head and Neck, 
41(11), 3976–3983.

Sharma, A., Baker, S., Duijm, M., Oomen-de Hoop, E., Cornelissen, R., 
Verhoef, C., Hoogeman, M., & Nuyttens, J. J. (2020). Prognostic 
factors for local control and survival for inoperable pulmonary col-
orectal oligometastases treated with stereotactic body radiotherapy. 
Radiotherapy and Oncology, 144, 23–29.

Sun, X. S., Michel, C., Babin, E., De Raucourt, D., Péchery, A., Gherga, 
E., Géry, B., Florescu, C., Bourhis, J., & Thariat, J. (2018). Approach 
to oligometastatic disease in head and neck cancer, on behalf of the 
GORTEC. Future Oncology, 14(9), 877–889.

Tanadini-Lang, S., Rieber, J., Filippi, A. R., Fode, M. M., Streblow, J., 
Adebahr, S., Andratschke, N., Blanck, O., Boda-Heggemann, J., Duma, 
M., & Eble, M. J. (2017). Nomogram based overall survival prediction 
in stereotactic body radiotherapy for oligo-metastatic lung disease. 
Radiotherapy and Oncology, 123(2), 182–188.

Terhaard, C. J. H., Lubsen, H., Van der weel, I., Hilgers, F. J. M., Eijkenboom, 
W. M. H., Marres, H. A. M., TjhoHeslinga, R. E., De Jong, J. M. A., & 
Roodenburg, J. L. N. (2004). Salivary gland carcinoma: Independent 
prognostic factors for locoregional control, distant metastases, and 
overall survival: Results of the Dutch head and neck oncology coop-
erative group. Head and Neck, 26(8), 681–693.

Weichselbaum, R. R. (2018). The 46th David A. Karnofsky memorial 
award lecture: Oligometastasis-from conception to treatment. 
Journal of Clinical Oncology, 36(32), 3240–3250.

How to cite this article: Franzese C, Ingargiola R, Tomatis S, et 
al. Metastatic salivary gland carcinoma: A role for stereotactic 
body radiation therapy? A study of AIRO-Head and Neck 
working group. Oral Dis. 2022;28:345–351. https://doi.
org/10.1111/odi.13755

 16010825, 2022, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/odi.13755 by Institito C

linico H
um

anitas, W
iley O

nline L
ibrary on [27/01/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1111/odi.13755
https://doi.org/10.1111/odi.13755

