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What is the Role of Neck Dissection in Patients with
T2 N0 Tumors of Lower Lip?
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ABSTRACT

Objective: The indication of neck dissection in treatment of T2 N0 lower lip cancer is controversial. In this study we compared the patients with T2 lower
lip cancers who underwent neck dissection and those who did not, and discussed the results.
Material and Methods: Between 1998 and 2007, 35 patients who had T2 N0 lower lip cancers had been operated in our clinic. Twenty-six patients were
male and 9 were female. The mean age was 65 years. Eighteen patients underwent supraomohyoid neck dissection while 17 were followed up without neck
dissection. The results were analyzed statistically with the student’s t-test.
Results: Postoperative lymph node metastasis was detected in 2 patients who had neck dissection and in 3 patients who didn’t have neck dissection. The
occult metastasis rate in clinically N0 patients was found to be 14,2%. The survival rate in the patients who had neck dissection was 94,4% versus 88,3%
in those who did not have.
Conclusion: Supraomohyoid neck dissection provides pathological staging and it is found to be curative in patients with occult metastasis.
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ÖZET

Amaç: T2 N0 alt dudak kanserlerinin tedavisinde boyun diseksiyonunun yeri tartışmalıdır. Bu çalışmada boyun diseksiyonu yapılan ve yapılmayan T2 alt
dudak kanserli hastları karşılaştırarak sonuçları tartıştık.
Gereç ve Yöntemler: 1998 ve 2007 yılları arasında kliniğimizde T2N0 alt dudak kanserli 35 hasta opere edildi. Yirmialtı hasta erkek, 9 hasta kadındı. Or-
talama yaş 65 idi. Onsekiz hastaya supraomohiyoid boyun diseksiyonu yapılırken, 17 hasta boyun diseksiyonu yapılmadan takip edildi. Sonuçlar istatis-
tiksel olarak “t test” ile analiz edildi.
Bulgular: Postoperatif lenf nodu metastazı, diseksiyon yapılan 2 hastada ve diseksiyon yapılmayan 3 hastada tespit edildi. Klinik olarak N0 olan hasta-
larda gizli metastaz oranı %14,2 olarak saptandı. Boyun diseksiyonu yapılan hastalarda yaşam oranı %94,4 iken yapılmayan hastalarda %88,3 olarak be-
lirlendi.
Sonuç: Supraomohiyoid boyun diseksiyonu patolojik olarak evrelemeyi sağlaması yanında gizli metastazı olan hastalarda tedavi edicidir.
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INTRODUCTION

ip cancers constitute 25% of oral cavity cancers
in many regions of the world and is the most
commonly encountered cancer of the oral cav-

ity.1 Smoking, alcohol use, chronic immunosupression,
and prolonged exposure to sunlight are among the etio-
logic factors in most of the patients.2 Leukoplakia, hy-
perkeratosis and actinic changes are usually associated
with sunlight exposure and are precancerous lesions of
lip cancers.3

Lip cancers are predominantly observed on lower
lip (91-97%). The upper lip and the commissure follow
with 2-8 % and 1%, respectively. The most frequently
seen tumor type is squamous cell carcinoma (SCC).4

Other malignant tumors of the lip are basal cell carci-
noma (BCC), adenoid cystic carcinoma, and mucoepi-
dermoid carcinoma.3

Lip cancers are slowly growing tumors and rates
of lymph node metastasis vary between 3 and 29%.
Lymph node metastases are demonstrated at the nodes
of the first level, and they move to the lower levels later
on.2,5-8

The five-year life expectancy of small and nonin-
filtrative lesions are above 90%. When neck metastasis
occurs this rate decreases to 25 to 50 %.7,9,10

The surgical therapy of primary T2 N0 tumors is
conventionally standardized. However, various 
controversies exist considering the procedure to
neck.7-11

MATERIAL AND METHODS

Thirty-five T2 N0 patiens with lower lip cancer op-
erated in our clinic between 1998 and 2007 were inves-
tigated retrospectively. The follow-up periods are
between 1 to 10 years (mean 4 years). Twenty-six male
and 9 female patients with a mean age of 65 years were
enrolled in the study. Supraomohyoid neck dissections
were performed in 18 patients. The other 17 patients
were followed up without  neck dissection but with clin-
ical examinations. The mean tumor diameter was 2,7cm
in the neck dissection group and 2,3cm in the follow-
up group. 

RESULTS

Two patients (11,1%) with supraomohyoid neck
dissections have demonstrated occult neck metastasis
(N+, histopathological) (Table 1). In the follow-up
group, without neck dissection, there were 3 patients
(17.6%) with neck metastasis. Five of 35 patients
(14,2%) had metastasis in neck. One patient from 
the neck dissection group deceased (5,55%). Two pa-
tients deceased from the follow-up group (11,7%)
(Table 2).

When neck metastasis cases were investigated, no
differences considering differentiation, invasion depth,
perineural invasion and the diameter of the tumor were
found between the patients with metastasis and those
without (Table 3).

Table 1. Neck metastasis rates in patients with T2 N0 tumors.

T2 N0 patients Supraomohyoid dissection group Follow-up group  Total
Histopathologic N+ or neck metastasis during follow-up 2 (%11,1 ) 3 (%17,6 ) 5 (%14,2)
Histopathologic N-  and no metastasis during follow-up 16 (% 88,9 ) 14 (%82,4 ) 30 (%85,9)
Total 18 17 35

Table 2. Comparison of survival rates between the neck dissection group and the follow-up group.

Patients with Patients with 
supraomohyoid neck dissection only clinical follow-up Total

Survival rates  (1–10 years ) 17 (% 94,45) 15 (% 88,3) 32 (%91)
Death rates      (1–10 years) 1 (% 5,55) 2 (%11,7) 3 (%9)
Total 18 17 35
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DISCUSSION

Lip cancers demonstrate good prognosis due to
early diagnosis regarding tumor localization and de-
creased rate of lymph node metastasis (12,13). How-
ever, patients with regional lymph node metastasis have
poor prognosis.12-16 Various methods to detect regional
metastases exist with low accuracy levels.17,18 Fine nee-
dle aspiration cytology,19 and sentinel lymph node
biopsy18,20 are performed in head and neck cancers in
order to achieve an accurate staging. Unfortunately, the
results are still considered as uncertain and they are not
widely used. The best method to detect regional lymph
node metastasis is selective lymph node dissection.21 Se-
lective lymph node dissection is the standard elective
surgical operation in head and neck cancers with high
risk of occult metastasis (20%). 

Lymph node metastasis of the lower lip cancers are
encountered initially at the nodes of the first level (sub-
mandibular and submental), and they progress to the
lower levels later on.2,5-8 Metastases rarely reach level
5.22 Supraomohyoid dissection including levels 1 to 3, is
the best option for selective lymph node dissec-
tion.13,16,23-27 It is considered as the best way to treat pa-
tients with lower lip cancers without neck metastasis but
with a high risk to develop it.13,24,25

Regional metastasis rates of T2 tumors are re-
ported to be between 11 and 35%.15 Our study demon-
strated that, occult metastasis prevalence was 11,1%.
Delayed metastasis rate was demonstrated to be 30 
to 40% in previous studies28 and was 17,6% in our
study. 

Prognosis of patients without signs of clinical
neck metastasis (T2 N0) are influenced by several fac-
tors: general health status, keeping up the visits, the
patients’ consent for neck operation, tumor size, and
tumor localization. Elective neck dissections may be
performed for staging or investigation of occult metas-
tases.7-11,28

Barrellier has reported low survival rates in pa-
tients with delayed neck metastasis and advised servi-
cal exploration of all tumors with T2 and T3, unless a
contradiction exists.29 Cruse and Radocha have offered
suprahyoid dissection in all tumors of T2 N0 or of
larger sizes.30 Eggert has advocated suprahyoid lymph
node dissection in all tumors of lower lip larger than 1
cm.31

Kowalski has reported that supraomohyoid dis-
section is curative for patients who are N1 in level 1.25

Byers has found that when postoperative radiother-
apy is performed in oral and oropharyngeal cancers
after supraomohyoid dissections, the recurrence rate
decreases to 5,6% from 37,5%.27 Gooris demonstrated
a recurrence rate of 9% in lower lip cancers with ra-
diotherapy performed after supraomohyoid dissec-
tion.13

In our study, occult metastases were detected 
in 2 clinically N0 patients who have had neck dissec-
tion. No recurrence was observed after radiotherapy.
Three of the patients without neck dissection deve-
loped lymph node metastasis and 2 of them decea-
sed. 

The histopathological stage of the tumor, existence
of perineural invasion, and tumor depth of the patients
with metastasis were similar in our study compared with
the previous studies.12,15,20,32 However, the difference
from these studies was that the size of the tumor was
similar in both group of patients who had neck metasta-
sis and who had not. 

CONCLUSION

Our study demonstrated that occult metastasis
rate was 11,1% in T2 N0 tumors. The differentiation
grade, existence of perineural invasion, and micro-
scopic thickness of the tumor have increased this rate.
There was no relation between tumor size and neck
metastasis. Although there was no difference between

Table 3. Comparison between patients with and without neck metastasis regarding microscopic depth, perineural invasion, tumor diam-
eter and tumor differentiation.

Perineural invasion Mean tumor Differentiation 
Microscopic depth + - diameter Well  Moderate Poor 

Neck metastasis + 1,1cm 4 ( % 80 ) 1 2,4 cm - 5 -
Neck metastasis - 0,8 10 ( %33 ) 20 2,5 cm 14 15 1
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the survival rates ( p>0,5), the death rate was lower in
patients who had dissection with even larger tumor
sizes. These findings suggest that it is advisable to per-
form supraomohyoid neck dissection in patients with

T2 N0 lower lip tumors with increased risk of occult
metastasis.33 Supraomohyoid lymph node dissection is 
curative for patients who have occult metastasis in
level 1. 
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