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Management of Contralateral Node Negative Neck
in Oral Cavity Squamous Cell Carcinomas
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Objectives : The purpose of this study was to evaluate the incidence and predictive factors of contralateral
occult lymph node metastasis in oral cavity squamous cell carcinomas to form a rational basis for elective con-

tralateral neck management.

Materials and Methods : We performed a retrospective analysis of 66 NO-2 oral cavity cancer patients

undergoing elective neck dissection for contralaterai clinically negative necks from 1991 to 2003.

Results : Clinically negative but pathologically positive contralateral lymph nodes occurred in 11% (7 of 66).
Of the 11 cases with a clinically ipsilateral node positive neck, contralateral occult lymph node metastases
developed in 36% (4 of 11), in contrast with 5% (3/55) in the cases with clinically ipsilateral node negative
necks (p<0.05). Based on the clinical staging of the tumor, 8% (3 of 37) of the cases showed lymph node
metastases in T2 tumors, 25% (2 of 8) in T3, and 18% (2 of 11) in T4. None of the T1 tumors (10 cases) had
pathologically positive lymph nodes. The rate of contralateral occult neck metastasis was significantly higher
in advanced stage cases and those crossing the midline, compared to early stage or unilateral lesions (p<0.053) .
Patients with no evidence of contralateral nodal cancer had significantly improved disease-specific survival
over patients with any pathologically positive nodes (5-year disease-specific survival rate was 79% vs. 43%,

p<0.05).

Conclusion : The risk of contralateral occult neck involvement in the oral cavity squamous cell carcinomas
above the T3 stage or those crossing the midline with unilateral metastases was high. Therefore, we advocate
an elective contralateral neck treatment with surgery or radiotherapy in oral cavity squamous cell carcinoma

patients with ipsilateral node metastases or tumors that are greater than stage T3 or crossing the midline.

KEY WORDS : Oral cavity - Squamous cell carcinoma - Lymphatic metastasis * Neck dissection.
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Table 1. Clinical staging for contfralateral elective neck dis-section patients (n=66)

T cN Total ()
NO NI NG N2b N3
M 10 10
1 2 6 1 37
13 6 2 8
T4 10 1
Total (n) 55 6 3 66
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Table 2. Incidence of confralateral occult metastases by T

stage (n=66)

Tstage No. of cases N+ (%)
11 10 0( 0%)

T2 37 3( 8%)

T3 8 2(25%)

T4 11 2(18%)

Total 66 7(11%)

No. : number
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Table 3. Clinical factors affecting the contralateral positive
node in oral cavity cancer patients with ipsilateral
pN(+) (n=28)

o= 5%(3/55) 2 VERglch

Patients with
Variables positive node, P-value
No. (%)

Age, years 0.944
<50 2/ 9(22)
=50 4/19(21)

Sex 0111
Males 6/21(29)
Females o/ 7( 0

Tstage 0.041*
T1+T2 2/19Q01)
T3+T4 4/ 9(44)

Lymph node with extracapsular spread 0.389
Yes 1/ 2(50)
No 5/26(19)

Ipsilateral pN (+) 0.468
Multiple 4/15(27)
Solitary 2/13(15)

Extension across the midline 0.001*
Yes 5/ 8(63)
No 1/20( 5)

Growth type 0.443
Exophytic 0/ 2( 0
Endophitic 6/26(23)

No. : number, *p<0.05 between the two categories for a
given variable
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Fig. 1. Overall survival curve (A) and disease specific survival
curve (B) according to contralateral positive neck.
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