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Özet

Amaç: Bu çalışmanın amacı, erken evre dudak kanseri hastalarında, bekle-gör politikasının ve boyun diseksiyonununprognoz üzerindeki rolünü araştırmaktır.

Yöntem: Mart 2007 - Nisan 2015 yılları arasında T1-2N0 alt dudak kanseri nedeniyle primer bölge ve boyun cerrahisi yapılan  20 hasta (5 kadın, 15 erkek; yaş ortalaması 62.64 yıl; 38-80 
yaş aralığı) çalışmaya dahil edildi. Klinik özellikler, lezyonun lokalizasyonu, bölgesel lenf nodu durumu, tümör evrelemesi, cerrahi tedavi sonuçları ve patolojik inceleme verileri 
geriye dönük olarak incelendi. Tüm olgularda 1 cm cerrahi sınırla tümör eksize edildi. Doku defekti birincil kapatma ya da çeşitli rekonstriksiyonteknikleri ile onarıldı. Tüm T2N0 evre 
hastalara boyun diseksiyonu uygulandı. Tümör dudağın ortasında yer alıyorsa, bilateral boyun diseksiyonu, aksi taktirde tek tarafl ı boyun diseksiyonu yapıldı.

Bulgular: Her olguda histopatolojik tanı skuamöz hücreli karsinomdu. Ortalama izlem süresi 45.82 ay idi. Klinik olarak T1N0 tümörü tanısı konan 15 hasta ve klinik olarak T2N0 tümörü tanısı 
konan 5 hasta vardı. T1N0 tümörleri için 3 suprahyoid, 2 bilateralsupraomohyoid boyun diseksiyonu yapıldı. Üç T2N0 tümöründe supraomohyoid boyun disseksiyonubilateral olarak 
yapıldı ve geriye kalan 2 hastadasuprahyoid boyun diseksiyonu yapıldı.  

Sonuç: Hastalıksız dört yıllık sağ kalım oranları, erken evre dudak kanseri vakalarında belirgin olarak daha yüksekti. Sonuçlarımız T1N0 alt dudak kanserlerinde boyun diseksiyonunun gerekli 
olmayabileceğini göstermektedir. ( Sakarya Tıp Dergisi 2017, 7(4):184-187)
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Abstract

Objective: The aim of this study is to investigate the role of neck dissection and wait-see policy for the neck treatment on prognosis of the patients with early stage lip cancer.

Method: The study included 20 patients of T1-2N0 lower lip cancer ( 5 females, 15 males; mean age  62.64 years;  range 38 to 80  years) who underwent surgery for primary site and 
neck  between March 2007 and April 2015 . Data were reviewed retrospectively on clinical features, localization of the lesions, regional lymph node status, tumor staging, results 
of surgical treatment and pathological examination. Tumors were excised with 1 cm tumor free surgical margin in all cases. The tissue defect was reconstructed by primary closure 
or varied reconstruction techniqeus. All patients with T2N0 stage underwent neck dissection. If the tumor was located in the middle of the lip, bilateral neck dissection, otherwise 
unilateral neck dissection was performed.  

Results: Histopathologic diagnosis was squamous cell carcinoma in all cases.  The mean follow-up period was 45.82 months. There were 15 patients with clinically diagnosed T1N0 tumors 
and 5 patients with clinically diagnosed T2N0 tumors. For the patients with T1N0 tumors, 3 suprahyoid, 2 bilateral supraomohyoid neck dissections were performed. Supraomoh-
yoid neck dissection was performed  bilaterally in 3 patiens with T2N0 tumors, and suprahyoid neck dissection was performed in remaing 2 patients.

Conclusion: Disease-free four-year survival rates were signifi cantly higher in the patients with early stage lip cancer. Our results present that neck dissection may not be necessary in patients 
with T1N0 lower lip cancers. ( Sakarya Med J 2017, 7(4):184-187 ) 
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Introduction

Lip carcinoma is the most frequent cancer in head and neck region, 

and account for 25% to 30% of all oral cavity cancer. Almost 95% 

of lip cancers are squamous cell carcinoma and 90% emergefrom 

the lower lip.1 The main risk factor for the lip cancer is  ultraviolet 

radiation exposure. Chronic alcoholism, pipe cigarette smoking, 

and poor oral hygiene may contribute to its development.2

Early stage lip cancers constitute of T1 and T2 stage cancer with 

clinically negative neck metastases. Neck metastasis is the most 

important prognostic factor in the lip cancers.  Surgical excision of 

the primary lesion and neck dissection are the gold standard for 

the treatment of this type of carcinoma in case of  neck  metasta-

ses. Currently there is no international or national consensus relat-

ing prophylactic neck dissection for early stage lip carcinoma.  The 

purpose of the study was to investigate the role of neck dissection 

and wait-see policy for neck treatment on prognosis of patients 

with early stage lip cancer.

Materials and Methods

The research protocol was approved by the Research Ethics Co-

mittee of Sakarya University School of Medicine. A retrospective 

study was conducted on 20 medical records of patients with T1-T2 

N0 lip cancers. These patients attended our department of otolar-

yngology for surgery treatment from 2007 to 2015. Patients pre-

viously submitted to surgical and non-surgical treatment, cases of 

recurrens of primary tumour, and patients who were not followed 

up for at least two years were our exlcusion criterias. Otolaryn-

gologic examination and computerized tomography were used for 

staging of the tumor and the neck  with regard to TNM lassification 

of the American Joint committee on Cancer (AJCC). Data regarding 

to type of surgery, clinical stage of lesion and histological results 

and follow-up time were extracted from their medical records. 

Postoperative follow-up period was every 3 months for first year, 

and 6 months for second year. 

Results

Fifteen  (75%) male and 5 female(25%)  patients were included 

into the study. They ranged in age from 38 to 80 years at the 

time of admission. No postoperative complication was defined. 

The mean follow-up period was 45.82 months. Histopathologic 

diagnosis was squamous cell carcinoma in all cases. There were 

15 patients with T1N0 tumors and 5 patients with T2N0 tumors. 

For T1N0 tumors, 3 suprahyoid, 2 bilateral supraomohyoid neck 

dissections were performed. Supraomohyoid neck dissection was 

performed in bilaterally in 3 T2N0 tumors, and suprahyoid neck 

dissection was performed in remaing 2 tumors. Table 1 shows dis-

tribution of all patients in this study. After pathological examina-

tion, neck node metastases was detected in only one patient with 

T2N0 tumor.  No recurrence was detected in all 20 patients. 

Table 1. Distribution of patients with lip cancer

Neck dissection Wait - see 
policy

Neck metastasis

T1
3 suprahyoid,

2 bilateral supraomohyoid
10 0

T2
2 suprahyoid,

3 bilateral supraomohyoid
0 1

Discussion

There is still no consensus in the literature regarding approach 

to neck for clinically-negative neck node in patients with early 

stage lip cancers. The reported incidence of neck node metasta-

ses ranges from 0% to 15% for T1 cancers and  11% to 35% for 

T2 cancers.3 In addition, the literature indicates that prophylactic 

neck dissection should be performed when the risk of occult me-

tastasis is 20% or more.4 Therefore, the arguments for not per-

forming elective neck dissection include early stage lip cancers for 

the low metastatic rates. In this study, our results are consistent 

with the literature. Whereas no neck metastasis was detected in T1 

lip cancer group, only one patient had occult neck metastasis in 

T2 lip cancer group (Table 1). 

Early stage lip cancers can be treated equally by surgery or ra-

diotherapy and cure rates are rather high, ranging from 83% to 

96%.5 However, surgery is the most acceptable modality for most 

patients because of the advantage of margin assessment, avoid-

ance of radiotherapy complication, rapid rehabilitation and better 

cosmetic results.6 There is almost consensus regarding treatment 

of primary lesion but it is not clear when neck dissection should 

be performed and what level should be considered. In the case 
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with clinically palpable lymph node supraomohyoid neck dissec-

tion (level I to III) or comprehensive neck dissection (level I to 

IV) is usually proposed.6 However, not all clinically enlargement of 

lymph node includes malignant cells. Inflammatory or hyperplas-

tic changes in lymph nodes may cause to overtreatment in most 

patients. In our study, 5 patients in T1 and 5 patients in T2 groups 

had underwent prophylactic neck dissection and the rates of posi-

tive lymph nodes were determined 0% and 20% respectively in 

both groups. No recurrence occurred within almost four -year of 

follow-up period in 15 patients with T1N0 lip cancer. 

Vanderlei at al. considered that in which tumor size a prophylac-

tic neck dissection would be indicated in T2N0 lip cancers. They 

showed that prophylactic neck dissection is indicated for tumors 

larger than 3 cm.7 They observed that tumor measuring less than 

3 cm presented a rate of late metastases of 9%, while tumors of 

more than 3 cm presented a rate of late metastases of 43.9%. 

However, according to Bucur et al. because of much poorer diag-

nosis when associated with cervical node metastases, prophylac-

tic lymph node dissection is beneficial in patients with early stage 

lip cancer.8

Conclusion  

Our study results showed that neck dissection may not be neces-

sary in patients with T1N0 lower lip cancers, however close follow-

up is mandatory.
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