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Table 1. Number of lymph nodes harvested from the neck level

I through III during the supraomohyoid neck dissection

Neck level Mean no. (range) of lymph node harvested

Ia 3.1 (0-7)

Ib 5.9 (0-7)
Prevascular lymph node 1.2 (0-5)
Retrovascular lymph node 1.4 (0-4)
Preglandular lymph node 1.3 (0-6)
Retroglandular lymph node 1.1 (0-5)
Intragladular lymph node 0.9 (0-3)

11 11.1 (2-26)

111 6.9 (1-19)
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Table2. Positive lymph nodes according to the level during

supraomohyoid neck dissection

Neck level — 1NO'
ipsilateral neck contralateral neck
Ia 2
Ib 9’ 1
Prevascular lymph node 4
Retrovascular lymph node 4
Preglandular lymph node 1 1
Retroglandular lymph node
Intraglandular lymph node 1
11 8
III 3 1
SOHND’ 17 2

' Three patients had positive lymph node at two levels and one
had positive lymph nodes at all three levels in the dissected neck.
* One had positive metastatic disease at the preglandular and deep
glandular lymph node.

3 Supraomohyoid neck dissection
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Table 3. Primary tumor with a positive perivascular lymph node

Case no. Primary site Clinical TN Pathologic TN Subunit of level Ib

1 Oral tongue T4NO T4N1 prevascular lymph node
2 Oral tongue T3NO T3N1 prevascular lymph node
3 Oral tongue T3NO T4N1 prevascular lymph node
4 Oral tongue T3NO T3N1 retrovascular lymph node
5 FOM' T4NO T4N1 prevascualar lymph node
6 FOM T4NO T4N2¢c retrovascular lymph node”

' Floor of mouth

2 . .
contralateral lesion side

Table 4. Perivascular lymph node metastasis by clinical T stage

T stage positive node/SOHND No. (%)
T1 0/10 (0)
T2 0/53 (0)
T3 3/28 (11)
T4 3/8 (38)
Total 6/99 (6)
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Table 5. Patients with nodal recurrence at level 1

Time to recur

Primary site T stage pN' Presence of ECS® PLN® metastasis XRT’

No.
1 Tongue T3 N2b Yes No Yes 14
2 Tongue T4 N1 Yes No Yes 11
3 FOMbS T4 N2¢ Yes Yes Yes 6

! pathologic nodal status 2 extracapsular spread

3 perivascular lymph node ! postoperative radiotherapy

_11_
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Abstract

Submandibular-perivascular lymph node metastasis in squamous

cell carcinoma of the oral tongue and floor of mouth

Young Chang Lim

Department of Medicine

The Graduate School, Yonsel U/niversity

(Directed by Professor Eun Chang Choi)

For squamous cell carcinoma (SCC) of the oral tongue and
floor of mouth, the elective lymphadenectomy of choice may be the
supraomohyoid neck dissection (SOHND). An almost uniform first
step in this procedure may be the isolation and preservation of the
marginal mandibular branch of the facial nerve.

More often than not, the dysfunction of marginal mandibular
nerve has been observed postoperatively because of overhandling
of this nerve causing physical damage or thermal damage through
the overuse of the cautery in the vicinity of the nerve for the
complete removal of the lymph node pad around the facial vein,
which is called the perivascular lymph node.

A considerable number of head and neck surgeons have

_19_



stressed the importance of the complete removal of these nodal
pads. However, the incidence of the these lymph node metastases
remains unclear.

The goal of this study was to investigate the incidence of
occult metastasis in perivascular lymph node and nodal recurrence
in these nodal pads in SCC of the oral tongue and floor of mouth.

We performed a prospective analysis of the incidence of an
occult metastasis in the perivascular lymph nodes in 55 patients
(41 with an oral tongue carcinoma and 14 with a mouth floor
carcinoma) who underwent an elective supraomohyoid neck
dissection (SOHND) for SCC of the tongue and floor of mouth,
from 1997 to 2002. Ninety-nine SOHND procedures were performed
as follows: 72 in tongue carcinomas and 27 in the mouth floor
carcinomas. Postoperative facial nerve function was evaluated on
the first postoperative day by clinical examination and was graded
according to the House-Brackmann grading scale. In addition, neck
recurrence was evaluated in 45 patients with a minimum follow—-up
period of more than 2 years

A 19% (19 of 99) incidence of the occult lymph node
metastases has been observed in this study. Six of 19 necks with
positive nodes had an involved the perivascular lymph node.
Overall, four out of 72 (5.5%) dissections for a SCC of the oral
tongue and two out of 27 (7.4%) dissections for a SCC of the floor
of the mouth had perivascular lymph node involvement,

respectively. The incidence T stage of the patients with positive
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metastatic perivascular lymph nodes was greater than T3.
Postoperative facial nerve function was normal (HB=1) in 88%
of operations. However, there was facial nerve dysfunction
(HB>=2) in 12% cases.
The incidence of the regional recurrence at level I was three of
45 (7%).

The present study reveals a small incidence of perivascular
lymph node metastases and the infrequent nodal recurrence in this
area after SOHND in early-staged oral tongue and floor of mouth
SCC. Therefore, this lesion may be preserved in elective SOHND

in the treatment for SCC of oral tongue and floor of mouth

Key Words : Cancer; Tongue; Floor of mouth; Node
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