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Background: Early oral squamous cell carcinoma (EOSCC) represents about 90% of the oral cancers
especially in older males. The etiology is multifactorial, strongly related to tobacco and alcohol abuse, but
also infective agents, Human papillomaviruses (HPV16-18), genetic factors and pre-neoplastic lesions
seem to be implicated. There is no consensus in the literature for the treatment of early squamous cell
carcinoma of the tongue (stages I-II); both an elective neck dissection policy and a watchful-waiting
policy have their proponents in the different centers.

g?; r’:(:ﬁjmous cell carcinoma Methods: The records of 127 patients with EOSCC of the tongue treated in our Department between 2007
Tongue and 2011, with cNO neck staging, who underwent resection of the primary tumor with or without

elective neck dissection, were reviewed.
Results: We divided the patients into two groups, in Group 1 the 66 patients who received an elective
neck dissection 30 days later from the primary surgery have been included, and in Group 2 the 61 pa-
tients undergoing “watchful waiting” observation for the development of nodal metastases have been
collected.
Statistical calculations were performed using Chi-square and t student test.
Conclusions: A significant difference was found between the two groups as concerns tumor stage and
pathologic tumor classification (p < 0.001). No significant differences were present between the two
groups as concerns mean follow up (P = 0.2), relapse rate (p = 0.3) and relapse-free survival time
(p =0.2).
In T1 stage tumors with depth of infiltration <4 mm, or low grade (G1-G2), the “watchful waiting”
strategy for cervical metastases is appropriate, given the low regional recurrence rate (15%) and overall
survival of 100%.
In case of T2 lesions with depth of infiltration >4 mm or high grade (G3) we prefer to perform the
elective neck dissection, with 13% of local recurrence and 100% of survival at 6 years.

© 2016 Elsevier Ltd. All rights reserved.

Elective neck dissection
Watchful waiting

1. Introduction

Early oral squamous cell carcinoma (EOSCC) represents about
90% of the oral cancers, especially in older males. It is mainly
observed on the lips and on the tongue. The spread is local through
muscle and bone, and metastasizes initially to the anterior cervical
lymph nodes and later to the liver and skeleton [1]. The etiology is
multifactorial, strongly related to tobacco and alcohol abuse [2], but
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also infective agents, Human papillomaviruses (HPV16-18) [3],
genetic factors and pre-neoplastic lesions seem to be implicated.

The most important risk factor is tobacco because of an inter-
action that occurs between redox-active metals in saliva, and the
low reactive free radicals in cigarette smoke [3].

There is no consensus in the literature for the treatment of early
squamous cell carcinoma of the tongue (stages I-II); both an
elective neck dissection policy and a watchful-waiting policy have
their proponents in the different centers. Jesse et al. [4] have not
found any survival benefit to choose the elective neck dissection,
but others studies have demonstrated that the watchful-waiting
patients had more regional recurrences and extremely poor
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salvage rates [5,6].

During the last five years, we have analyzed all the data about
the patients affected by head and neck tumors [7,8].

In this study we report our experience in the treatment of 127
patients affected by squamous cell carcinoma of the tongue.

2. Patients and methods

Among 350 cases of oral squamous cell carcinoma of the tongue
treated in our Department between 2007 and 2011, the data of 127
patients affected by early oral squamous cell carcinoma of the
tongue, with cNO neck, who underwent resection of the primary
tumor, with or without elective neck dissection, were reviewed in
order to make a comparison between these different strategies. We
included in our study patients with early squamous cell carcinoma
of the tongue in stage cTNM: T1-T2 NO MO. The data we have
included are: tumor's size (T), tumor's thickness, the vascular and
perineural invasion, the grading, the extracapsular spread, the type
of treatment, the pTNM, the recurrence, and outcome. Exclusion
criteria were: patients with different histological type of tumors or
other localization in the oral cavity. Another exclusion criteria was
the cTNM > T2 or the nodal involvement. All patients were staged
using the 7th American Joint Committee on Cancer TNM classifi-
cation and staging of oral cancer.

According to our protocol, all patients underwent echography of
the neck, routine Computed Tomography (CT) or Magnetic Reso-
nance (MR) of the head and neck and total body Pet-CT; further-
more, biopsy of the lesion.

All patients underwent surgical excision of the primary tumor.
We divided the patients into two groups, in Group 1 the 66 patients
who received an elective neck dissection (Level I-1II) 30 days later
from the primary surgery have been collected, and in Group 2 the
61 patients undergoing watchful waiting observation for the
development of nodal metastases have been included.

We evaluated the tumor depth and grading, the vascular and
perineural invasion; in all the cases the depth of the tumor invasion
was not exceeding 4—5 mm. We decided to perform elective neck
dissection in patients with tumor thickness >4 mm or G3 tumor
grade.

Statistical calculations were performed using the Statistical
Package for Social Sciences (version 17.0, SPSS Inc., Chicago, IL,
USA). Chi-square test was used in order to compare tumor stage,
pathologic tumor classification and relapse rate between the two
Groups. Student’ t-test was used to compare mean follow-up and
overall relapse-free survival between the two groups. Survival
curves were calculated using the Kaplan—Meier method. The sig-
nificance level for all analyses was set at p < 0.05.

3. Results

All 127 patients (68 females, 59 males, mean age 59.4 + 14.2
years) included in the study, received biopsy before surgery. As
mentioned before, in the Group 1, 66 patients (29 females and 37
males, mean age 52.4 + 16.0 years) were included. Mean follow-up
was 41.6 + 13.0 months (range, 10—58).

Among them, 12 patients (18.2%) had cT1 stage tumor, and 54
patients (81.8%) had a cT2 stage tumor. Fourteen cases (21,2%) had
pathologic tumor classification (pT1), and 52 cases (78,8%) showed
a pathologic tumor classification (pT2). In 2 patients (3%) vascular
and perineural invasion was present. Eight patients (12,2%) had
positive pathologic nodes (pN+) without extracapsular spread and
58 cases had pNO (87,8%). Margins were positive in 5 cases (7,6%). In
these cases, the second line treatment was surgical radicalization in
3 of them (4,5%), and radiation therapy (RT) in the other two pa-
tients (3%) previously treated by reconstructive surgery. In case of

vascular and perineural invasion radiation therapy was performed.
No patient developed clinical distant metastases (cMO). Eight pa-
tients (12,2%) had a tumor recurrence (range of relapse: from 13 to
28 months) that required another surgical treatment. Overall
relapse-free survival was 37.9 + 15.0 months (Table 1).

In the Group 2, 61 patients (39 females and 22 males, mean age
60.4 + 11.9 years) were included. Mean follow-up was 38.0 + 16.7
(range, 9—66) months.

Among them, 50 patients (82%) had a cT1 stage tumor, 11 pa-
tients (18%) had a cT2 stage tumor. Forty-five patients (73,7%) had
pT1, and 16 patients (26,3%) had pT2. Sixty-one patients (100%) had
negative clinical nodes (cNO).

Margins were positive in 3 cases (4,9%); In case of positive
margins, the second line treatment was surgical radicalization. Five
patients (8,2%) had a local recurrence (range of relapse: from 12 to
18 months) that required another surgical treatment. Overall
relapse-free survival was 34.2 + 16.4 months (Table 2).

A significant difference was found between the two groups
regarding the tumor stage and the pathologic tumor classification
(p < 0.001). No significant differences were present between the
two groups as concerns mean follow-up (P = 0.2), relapse rate
(p = 0.3), and relapse-free survival time (p = 0.2) (Fig. 1).

4. Discussion

The goal of treatment for early oral squamous cell carcinoma of
the tongue is to ensure a complete excision of the primary tumor
with at least a 2-cm margin of clinically normal tissue during the
first surgical procedure.

Table 1
Baseline patient characteristics by Elective Neck Dissection policy group (Group 1).

All patients (n = 66)

Sex

Male 37 (56%)
Female 29 (44%)
Median age 52.4 + 16.0 years (range, 28—87)
Follow up 41.6 + 13.0 months (range, 10—58)
Depth of infiltration

<3(mm) 20 (30,3%)
>3 < 4(mm) 26 (39,3%)
>4(mm) 20 (30,3%)
Clinical Tumor stage

cT1 12 (18.2%)
cT2 54 (81.8%)
Clinical Nodal stage

cNO 66 (100%)
cN1 0

Tumor grade

1 4 (6%)

2 11 (16,7%)
3 51 (77,3%)
Clinical distant metastases none
Pathological Tumor stage

pT1 14 (21,2%)
pT2 52 (78,8%)
Pathological Nodal Stage

pNO 58 (87,8%)
pN1 8 (12,2%)
Extracapsular spread None
Vascular invasion 2 (3%)
Perineural invasion 2 (3%)
Margins positive 5(7,6%)

e Second line treatment

Surgical radicalization 3(4,5%)
Radiation Theraphy 2 (3%)
Tumor recurrence 8(21,2%)
e Second line treatment

Surgical treatment 8 (21,2%)

Overall relapse-free survival 37.9 + 15.0 months
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Table 2
Baseline patient characteristics by Watchful-waiting policy group (Group 2).

All patients (n=61)

Sex

Male 22 (%)
Female 39 (%)
Median age 60.4 + 11.9 (range, 39—82) years
Follow up 38.0 + 16.7 (range, 9—66) months
Depth of infiltration

<3(mm) 52 (85,2%)
>3 < 4(mm) 9 (14,8%)
>4(mm) —

Clinical Tumor stage

cT1 50 (82%)
cT2 11 (18%)
Clinical Nodal stage

cNO 61 (100%)
cN1 —

Tumor grade

1 37 (60,7%)
2 24 (39,3%)
3 —

Clinical distant metastases none
Pathological Tumor stage

pT1 45 (73,7%)
pT2 16 (26,3%)
Margins positive 3 (4,9%)

e Second line treatment 3 (4,9%)
Surgical radicalization

Tumor recurrence 5(8,2%)

e Second line treatment

Surgical treatment 5(8,2%)

Overall relapse-free survival 34.2 + 16.4 months

Unfortunately there are a small number of cases that have an
aggressive behavior and are associated to a poor prognosis [6].

Many factors, such as tumor growth type, size, differentiation,
mode of invasion, mitotic activity, microvascular invasion, and
histological grade of malignancy have been reported to be risk
factors for the development of cervical lymph node metastasis that
indicate a poor prognosis [9—11].

We believe, according to the literature, that the tumor thickness
is a major predictive factor for cervical lymph node metastasis and
is related with survival and local recurrence [12—14].

1,0 40+—LT1

—1GROUP 1 (N=66)
GROUP 2 (N=61)

0,44

cumulative survival

0,24

0,04

T T T
,00 20,00 40,00 60,00
Time (months)

Fig. 1. Cumulative survival until relapse in the two groups (Group 1, Elective neck
dissection; Group 2, watchful waiting observation for development of nodal
metastases).

The incidence of lymph node metastasis increased when the
tumor depth exceeded 4 mm. If at least 1 node has clinical signs of
invasion, a reasonable presumption is that others may be involved,
and must be removed by elective neck dissection (Level I-III).

The surgical treatment of the cNO neck in oral squamous cell
carcinoma is still controversial, because of its uncertainty on the
patient prognosis.

In the literature, the incidence of occult nodal metastasis has
been reported to be 30%—40% [14—16].

On the basis of the high incidence of occult nodal metastasis
reported in the literature, elective neck dissection has been sug-
gested as primary treatment of T1—T2 tongue squamous cell cancer
with ¢NO neck [17—20].

With increasing sensitivity and specificity of imaging modality
to detect early nodal metastasis, the negative predictive value of
imaging to exclude occult nodal metastasis has much improved.
Thus, the watchful waiting policy has been advocated again. Tsang
et al. [21] demonstrated that salvage neck dissection may not be
effective for controlling nodal recurrence in T2 tumors of the oral
cavity, and watchful waiting policy should only be adopted for
patients with T1 disease, tumor thickness < 4 mm, grading < G2,
and who are able to undergo close follow-up. The elective treat-
ment of the neck lymph nodes, either in the form of elective neck
dissection or radiotherapy, should seriously be considered in pa-
tients with T2 tumors of the oral cavity, tumor thickness >4 mm or
grading > G2.

Yuen showed that elective neck dissection markedly reduces the
nodal recurrence rate [5]. He described in 2009 a survival rate of
89% at 5 years after elective neck dissection, versus 87% of survival
in patients who underwent a watchful-waiting policy, after surgical
removal of the tumor. Other studies have also shown that the
elective neck dissection improves survival rates in patients with
early tongue cancer and other oral cavity cancers [19,20,22—24].
Although some Authors consider the elective neck dissection in
early tongue cancer a staging procedure that provides indication for
adjuvant treatment [25,26]. Yu et al. [27] in 2006 reported a sur-
vival rate of 5 years in 100% after elective neck dissection, versus
68,7% of survival in patients that were only observed.

Different results were found by Yuen et al. who reported a
survival rate of 5 years in 66% of patients after the elective neck
dissection, versus 63% of survival in patients that were only
observed [28].

Other studies have shown that the elective neck dissection alone
has a therapeutic effect in the early treatment of nodal diseases at
levels I, Il and III [26,29].

In effect, the elective neck dissection has both, therapeutic ef-
fects and guides for further adjuvant treatment. On the contrary,
salvage surgery of nodal recurrence in head and neck cancer has
been shown to be only moderately effective in controlling the
disease, with a 5-year tumor-free survival rate of 32% [30].

All the cases of nodal recurrence in this study occurred less than
18 months after the initial operation for the tongue cancer. These
nodal recurrences are probably due to micrometastasis already
present in the lymph nodes that failed clinical detection. By im-
provements in imaging technologies, a more accurate preoperative
nodal staging is now possible without resorting to pathologic
staging. Ultrasound-guided fine-needle aspiration cytology study,
can achieve high positive and negative predictive values [31].

Thus, we can now more confidently consider that cNO neck is
genuinely negative for lymph node metastasis.

Melkane, and more recently Sagheb in a prospective study,
suggest that the sentinel node biopsy appears to be an excellent
staging method in early oral cancers and can guide the surgeon's
strategy [32,33].

In conclusion in our opinion, for tumors of the tongue at T1



404 G.D. Orabona et al. / Surgical Oncology 25 (2016) 401—404

stage, with thickness <4 mm, grading < G2, the watchful-waiting
strategy for cervical metastases is appropriate, given the low
regional recurrence rate (15%) and overall survival of 100%. In case
of T2 lesion, tumor thickness >4 mm or grading > G2, we prefer to
perform the elective neck dissection, with 13% of local recurrence
and 100% of survival at 6 years. Furthermore in case of vascular or
perineural invasion we strongly recommend radiation therapy.
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Synopsis

In this paper, we report on 127 cases of early oral squamous cell
carcinoma of the tongue. This is significant because there is not
general consensus about the treatment of the tumor in this stage.
The paper should be of interest to readers in the areas of Maxillo-
Facial surgery and head and neck surgery.

References

[1] S.R. Baker, Malignant neoplasms of the oral cavity, in: CW. Cummings,
J.M. Fredrickson, L.A. Harker (Eds.), Otolaryngology—Head and Neck Surgery,
second ed., Mosby-Year Book, St. Louis, MO, 1993, pp. 1248—1305.

[2] S. Petti, C. Scully, Oral cancer: the association between nation-based alcohol-
drinking profiles and oral cancer mortality, Oral Oncol. 41 (Sep 2005)
828—-834.

[3] G. Campisi, V. Panzarella, M. Giuliani, C. Lajolo, O. Di Fede, S. Falaschini, et al.,
Human papillomavirus: its identity and controversial role in oral oncogenesis,
premalignant and malignant lesions (review), Int. J. Oncol. 30 (Apr 2007)
813—-823.

[4] R.H. Jesse, H.T. Barkley Jr., R.D. Lindberg, G.H. Fletcher, Cancer of the oral
cavity. Is elective neck dissection beneficial? Am. J. Surg. 120 (1970) 505—508.

[5] A.P. Yuen, W.I. Wei, Y.M. Wong, K.C. Tang, Elective neck dissection versus
observation in the treatment of early oral tongue carcinoma, Head Neck 19
(1997) 583—-588.

[6] N.W.Yii, S.G. Patel, P.H. Rhys-Evans, N.M. Breach, Managementof the NO neck
in early cancer of the oral tongue, Clin. Otolaryngol. Allied Sci. 24 (1999)
75—79.

[7] F.Turra, S. La Padula, et al., Microvascular free-flap transfer for head and neck
reconstruction in elderly patients, BMC Surg. 13 (Suppl. 2) (2013) S27.

[8] A. Romano, C. Sbordone, et al., The pectoralis major myocutaneous pedicled
flap: a refined surgical technique, J. Craniofac. Surg. 24 (4) (2013) 330—334.

[9] G. Warburton, N.G. Nikitakis, P. Roberson, N,J. Marinos, T. Wu, JJ. Sauk Jr., et
al.,, Histopathological and lymphangiogenic parameters in relation to lymph
node metastasis in early stage oral squamous cell carcinoma, J. Oral Max-
illofac. Surg. 65 (3) (2007) 475—484.

[10] H. Keski-Santti, T. Atula, ]. Tikka, ]. Hollmén, A.A. Mdkitie, 1. Leivo, Predictive
value of histopathologic parameters in early squamous cell carcinoma of oral
tongue, Oral Oncol. 43 (10) (2007) 1007—1013.

[11] H. Kurokawa, Risk factors for late cervical lymph node metastases in 11 pa-
tients with stage I or II carcinoma of the tongue, Head Neck 24 (8) (August
2002) 731-736.

[12] Mitani S1, T. Tomioka, R. Hayashi, T. Ugumori, N. Hato, S. Fujii, Anatomic

invasive depth predicts delayed cervical lymph node metastasis of tongue
squamous cell carcinoma, Am. J. Surg. Pathol. 40 (7) (2016 Jul) 934—942.

[13] L. Bonnarodt, Prognostic factors for T1-T2 squamous cell carcinomas of the
mobile tongue: a retrospective cohort study, Head Neck 33 (7) (2011)
928-934.

[14] C.M. Ho, K.H. Lam, W.I. Wei, S.K. Lau, LK. Lam, Occult lymph node metastasis
in small oral tongue cancers, Head Neck 14 (1992) 359—363.

[15] AS. Jones, D.E. Phillips, T.R. Helliwell, N.J. Roland, Occult node metastases in
head and neck squamous carcinoma, Eur. Arch. Otorhinolaryngol. 250 (1993)
446—-449.

[16] A.P. Yuen, KY. Lam, A.C. Chan, et al., Clinicopathological analysis of elective
neck dissection for NO neck of early oral tongue carcinoma, Am. J. Surg. 177
(1999) 90—-92.

[17] A.P. Yuen, W.I. Wei, Y.M. Wong, K.C. Tang, Elective neck dissection versus
observation in the treatment of early oral tongue carcinoma, Head Neck 19
(1997) 583—-588.

[18] J. Kligerman, R.A. Lima, J.R. Soares, et al., Supraomohyoid neck dissection in
the treatment of T1/T2 squamous cell carcinoma of oral cavity, Am. J. Surg.
168 (1994) 391—-394.

[19] AJ. Fasunla, B.H. Greene, N. Timmesfeld, et al., A meta-analysis of the ran-
domized controlled trials on elective neck dissection versus therapeutic neck
dissection in oral cavity cancers with clinically node-negative neck, Oral
Oncol. 47 (5) (2011 May) 320—324.

[20] Z.H.Ren,].L. Xu, B. Li, T.F. Fan, T. Ji, C.P. Zhang, Elective versus therapeutic neck
dissection in node-negative oral cancer: evidence from five randomized
controlled trials, Oral Oncol. 51 (11) (2015 Nov) 976—981.

[21] RK. Tsang, ].C. Chung, V.S. To, ].Y. Chan, W.K. Ho, W.I. Wei, Efficacy of salvage
neck dissection for isolated nodal recurrences in early carcinoma of oral
tongue with watchful waiting management of initial NO neck, Head Neck 33
(2011) 1482—-1485.

[22] AK. D'Cruz, R. Vaish, N. Kapre, et al., Elective versus therapeutic neck
dissection in node-negative oral Cancer, N. Engl. . Med. 373 (6) (2015 Aug 6)
521-529.

[23] J. Kligerman, R.A. Lima, J.R. Soares, et al., Supraomohyoid neck dissection in
the treatment of T1/T2 squamous cell carcinoma of oral cavity, Am. ]. Surg.
168 (1994) 391—-394.

[24] A. Capote, V. Escorial, M.F. Munoz-Guerra, F.J. Rodriguez-Campo, C. Gamallo,
L. Naval, Elective neck dissection in early-stage oral squamous cell carcino-
ma—does it influence recurrence and survival? Head Neck 29 (2007) 3—11.

[25] D.H. Henick, C.E. Silver, K.S. Heller, AR. Shaha, G.H. El, D.P. Wolk, Supra-
omohyoid neck dissection as a staging procedure for squamous cell carci-
nomas of the oral cavity and oropharynx, Head Neck 17 (1995) 119—123.

[26] ].D. Kerrebijn, J.L. Freeman, J.C. Irish, et al., Supraomohyoid neck dissection. Is
it diagnostic or therapeutic? Head Neck 21 (1999) 39—42.

[27] S.Yu, ]. Li, Z. Li, W. Zhang, J. Zhao, Efficacy of supraomohyoid neck dissection
in patients with oral squamous cell carcinoma and negative neck, Am. J. Surg.
191 (2006) 94—99.

[28] A.P. Yuen, et al., Prospective randomized study of selective neck dissection
versus observation for NO neck of early tongue carcinoma, Head Neck 31 (6)
(2009) 765—772.

[29] Results of a prospective trial on elective modified radical classical versus
supraomohyoid neck dissection in the management of oral squamous carci-
noma. Brazilian Head and Neck Cancer Study Group, Am. J. Surg. 176 (1998)
422—-427.

[30] LY. Wong, W.I. Wei, LK. Lam, A.P. Yuen, Salvage of recurrent head and neck
squamous cell carcinoma after primary curative surgery, Head Neck 25 (2003)
953-959.

[31] M.W. Van den Brekel, ].A. Castelijns, H.V. Stel, et al., Occult metastatic neck
disease: detection with US and US-guided fine-needle aspiration cytology,
Radiology 180 (1991) 457—461.

[32] AE. Melkane, G. Mamelle, G. Wycisk, S. Temam, F. Janot, O. Casiraghi,
J. Lumbroso, Sentinel node biopsy in early oral squamous cell carcinomas: a
10-year experience, Laryngoscope 122 (2012) 1782—1788.

[33] K. Sagheb, K. Sagheb, R. Rahimi-Nedjat, K. Taylor, B. Al-Nawas, C. Walter,
Sentinel lymph node biopsy in T1/T2 squamous cell carcinomas of the tongue:
a prospective study, Oncol. Lett. 11 (1) (2016 Jan) 600—604.


http://refhub.elsevier.com/S0960-7404(16)30123-2/sref1
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref1
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref1
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref1
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref1
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref2
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref2
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref2
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref2
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref3
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref3
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref3
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref3
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref3
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref4
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref4
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref4
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref5
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref5
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref5
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref5
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref6
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref6
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref6
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref6
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref7
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref7
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref7
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref8
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref8
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref8
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref9
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref9
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref9
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref9
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref9
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref10
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref10
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref10
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref10
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref10
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref10
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref10
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref11
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref11
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref11
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref11
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref12
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref12
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref12
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref12
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref13
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref13
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref13
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref13
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref14
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref14
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref14
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref15
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref15
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref15
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref15
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref16
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref16
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref16
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref16
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref17
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref17
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref17
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref17
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref18
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref18
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref18
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref18
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref19
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref19
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref19
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref19
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref19
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref20
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref20
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref20
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref20
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref21
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref21
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref21
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref21
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref21
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref22
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref22
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref22
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref22
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref23
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref23
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref23
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref23
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref24
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref24
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref24
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref24
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref24
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref25
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref25
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref25
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref25
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref26
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref26
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref26
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref27
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref27
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref27
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref27
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref28
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref28
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref28
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref28
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref29
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref29
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref29
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref29
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref29
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref30
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref30
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref30
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref30
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref31
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref31
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref31
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref31
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref32
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref32
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref32
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref32
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref33
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref33
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref33
http://refhub.elsevier.com/S0960-7404(16)30123-2/sref33

	Neck dissection versus “watchful-waiting” in early squamous cell carcinoma of the tongue our experience on 127 cases
	1. Introduction
	2. Patients and methods
	3. Results
	4. Discussion
	Conflict of interest statement
	Ethical approval
	Synopsis
	References


