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Abstract

Objective: To date, the management of the neck in early
stage lower lip cancers remains controversial. The aim of
this study is to investigate if prophylactic neck dissection
is necessary in early stage lower lip cancers.
Methods: Charts of 11 patients who underwent surgery
of the primary site and neck because of T1–2N0 lower
lip cancer between 1997 and 2011 were retrospectively examined. Clinical stages, surgeries, histopatological
examination results, and loco-regional recurrences were
evaluated.
Results: Of the 11 patients, 10 were male (90.9%) and
1 was female (9.09%). The follow-up time of these patients was between 24-168 months (mean, 56.6 months).
There were 5 patients with clinically diagnosed T1N0
tumors and 6 patients with clinically diagnosed T2N0
tumors. Suprahyoid neck dissection was performed in
4/5 T1N0 patients and supraomohyoid neck dissection
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Lip cancer is the most common cancer type in the
oral cavity, and it is located in the lower lip at a
rate of 90–95% (1). Some causes such as exposure
to ultraviolet light, smoking, radiotherapy, and genetic factors are held responsible for its etiology
(2-4). Because it can be easily noticed because of
its localization, patients can be detected in earlier
stages compared with patients having other head
and neck tumors. The most important prognostic
factor in lip carcinomas is neck metastasis. The
gold standard treatment is to perform neck dissection in the presence of lymph node metastasis
as well as resection of the primary tumor. In cases
without neck metastasis, elective neck dissection
is performed. However, in literature, there is no
consensus about which cases need elective neck
dissection (3-5). In this study, it was aimed to investigate the place of elective neck dissection in
patients with kT1 and kT2 lower lip cancer.

was performed in the remaining 1 patient. For T2N0
tumors, 4 suprahyoid, 1 supraomohyoid, and 1 comprehensive neck dissection was performed. Histopathological examination revealed no occult metastasis in any of
the patients. In 1 patient who had lower lip resection
and suprahyoid neck dissection for T1N0 lower lip
cancer, a contralateral neck metastasis was detected 22
months postsurgery, and a comprehensive neck dissection was performed.
Conclusion: Our results show that in patients with
T1N0 lower lip tumors, neck dissection may not be necessary; however, close follow-up is mandatory. Further
researches with larger series dividing T2N0 tumors into
subgroups for tumor size and thickness are necessary to
determine neck treatment in these tumors.
Keywords: Lip, cancer, neck dissection

Methods

The study included 11 patients who underwent
neck dissection in addition to primary site surgery
because of kT1-2N0 lower lip cancer in the Department of Otorhinolaryngology in Dokuz Eylül
University between January 1997 and December
2011 and who were followed-up for at least 2 years.
Approval for this study was received from the
Non-Invasive Research Ethics Committee of Dokuz Eylül University with protocol number 1388GOA. The recordings of the patients were retrospectively examined, and clinical stages, surgical
treatment, histopathological examination results,
and local and regional recurrence findings were
evaluated. Patients who were followed-up for less
than two years, who were admitted because of recurrence after radiotherapy, and who were referred
to our clinic for recurrence by external health centers where the first surgeries were performed were
excluded from the study. The preoperative staging
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of patients was performed through ear–nose–throat examination and contrast-enhanced tomography of the neck. During
the postoperative period, the patients were controlled every 3
months in the first year, every 6 months in the second year, and
once a year following the second year.

Results

Ten (90.9%) of the 11 patients included in the study were males
and one (9.09%) was female. The age distribution was between
38 years and 77 years (mean 56.6 years). Five patients were in
the stage of kT1N0 and six were in the stage of kT2N0. According to the result of the histopathological examination, all patients
were pathologically classified as N0. Four of the five kT1N0
patients underwent suprahyoid neck dissection and one underwent supraomohyoid neck dissection. On the other hand, 4 of
the 6 kT2N0 patients underwent suprahyoid neck dissection, one
underwent supraomohyoid neck dissection, and one underwent
comprehensive neck dissection. No complication associated with
neck dissection or surgery for primary tumor was observed in any
patient. In the histopathological examination of the patients’ neck
specimens, metastatic lymph nodes were not found.
The duration of follow-up varied between 24 months and 168
months (mean 56.7 months). In one patient who was evaluated
to be in the kT1N0 stage and who underwent suprahyoid neck
dissection, contralateral neck recurrence was found in the postoperative 22nd month and comprehensive neck dissection was
performed. The patient, whose histopathological examination
revealed a 2-cm metastatic lymph node in the first site, is still
being followed-up without any sign of recurrence since the last
operation performed 79 months ago.

Discussion

Squamous cell carcinomas with localization to the lower lip
constitute most lip cancer cases (90–95%). Lip tumors are diagnosed relatively earlier owing to their localizations that are easily
noticed. In various series, it is stated that 75–80% of lower lip
cancers are diagnosed in the T1 stage (3, 6).
While radiotherapy is an alternative for the treatment of the
primary tumor, surgery is generally the first option because it
ends in a short time, allows reliable surgical margins, and leads
to successful cosmetic results (1). The most significant prognostic factor in lip cancers is neck metastasis, and the most important cause of mortality is uncontrollable neck recurrences (5, 7).
Although primary tumor surgery has been defined according to
the localization and prevalence of the tumor to a great extent,
neck treatment is still controversial. There is no consensus on
whether to use neck dissection or follow-up for patients with an
N0 neck and, if surgery is chosen, on the type of neck dissection.
In T1 lip tumors, the rate of occult metastases has been reported
to differ between 0% and 15%. On the other hand, this rate is
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between 11% and 35% in T2 tumors (1, 2, 8). The lower risk of
occult metastasis in T1 tumors leads to a discussion on the application of the wait-and-see approach instead of elective neck
dissection in these patients. Kocatürk et al. (9) specified that follow-up could be an alternative for patients having a tumor smaller
than 1 cm. However, poorer prognosis of neck metastases detected during follow-up periods of patients not having undergone
neck dissection prevents this suggestion from being adopted and
forces surgeons to perform elective neck dissections. It is generally
agreed that because lip cancers frequently spread to submandibular and submental lymph nodes, the type of dissection that will be
performed in N0 patients must be at least suprahyoid or supraomohyoid neck dissection (10). It has been reported that the results
of prophylactic neck radiotherapy are not as successful as elective
neck dissection (11).
In the cases in our study, occult metastasis was not found in
any patient. In addition, a metastasis developed at the first level
of contralateral neck in one patient in the postoperative 22nd
month. In the retrospective evaluation of the recordings of this
patient, it was seen that the lesion was near the midline and
approximately 2 cm in size. These findings suggest that elective
neck dissection is not necessary for kT1N0 patients but that
a close follow-up should be continued for possible recurrences.
It is stated that the risk of cervical lymph node metastasis considerably increases in patients with a primary tumor with a size 3
cm and more, and therefore, elective neck dissection is necessary
for these patients (5, 6). In the study conducted by Vanderlei et al.
(5), while they reported the rate of metastatic cervical lymph node
as 9% in T2a lower lip tumors smaller than 3 cm, they found this
rate to be 43.9% in T2b tumors larger than 3 cm. Similarly, Zitsch
et al. (6) detected that the late cervical metastasis risk was apparently higher in T2 tumors over 3 cm than in the tumors smaller
than 3 cm and that patients’ lifetime was significantly shorter in
this group than in the group having T2 tumors smaller than 3
cm. In our study, although the absence of occult metastasis in six
patients in the kT2 stage suggested that elective neck dissection is
not be performed, the lower number of kT2 cases and non-classification of patients with T2 tumors into subgroups as 2–3 cm and
3–4 cm made it difficult to reach this conclusion.
Tumor thickness is another factor that increases the risk of cervical lymph node metastasis and determines the need for elective neck dissection. It was reported that the risk of cervical metastasis notably increases in the presence of tumors thicker than
5 mm (7). When considered from this point of view, the lack
of tumor thickness evaluation can be thought as a limitation of
our study.

Conclusion

The findings obtained in our study suggest that it is not necessary to perform elective dissection for patients with kT1N0
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lower lip tumors provided that they are regularly followed-up.
Further studies with larger populations, in which kT2N0 tumors will be examined by dividing into subgroups considering tumor size and tumor thickness, should be conducted for determining the treatment approach for the neck.
Ethics Committee Approval: Ethics committee approval was received
for this study from Dokuz Eylül University (2014/08-14).
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