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ABSTRACT 

Objective: To determine the frequency of lymph node metastasis in oral cavity cancer with clinically node  

negative (NO). 

Study Design: Descriptive / cross sectional study. 

Place and Duration of Study: This study was conducted at the Department of Otolaryngology, Sindh Government 

Lyari General Hospital, Karachi from January 2015 to June 2016. 

Materials and Methods: All patients with aged 20 years or more with either gender presented with more than 3 

months oral cavity cancer with clinically NO diagnosed on histopathology having stage T1 or T2 were enrolled. 

Presence of abnormal cells in lymph nodes was taken as metastasis positive. 

Results: Mean age of the patients was 43.93 ±7.87 years. Male preponderance was found to be higher 71 (75.50%) 

as compared to females 23 (24.50%).Betel quid chewing was found in majority 56 (59.60%) patients followed by 

cigarette smoking 52 (55.30%), areca nut 42 (44.70%), gutka 36 (38.30%) and naswar 33 (35.10%). Lymph node 

metastasis was found in 39 (41.50%) patients. 

Conclusion: The frequency of lymph node metastasis was noted in 41.50% oral cavity cancer with clinically node 

negative (NO). 
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INTRODUCTION 

Oral cancer is one of the most common types of tumor 

in the head and neck (38%) with an incidence of 75% in 

male patients over age 60 years old, while about 95% of 

cases are squamous cell carcinomas.(1) Oral squamous 

cell carcinoma is an invasive lesion with the presence 

of perineural growth. It has a significant recurrence rate 

and frequently metastasizes to cervical lymph nodes.(2) 

Lymph node metastatic tumors occur in about 40% of 

patients with oral cancer. Clinically, their 

manifestations are hidden in rates of 15% to 34%.(3-4) 

However, despite significant advances in surgery and 

chemotherapy achieved over the past decades, oral 

cancer is still characterized by poor prognosis and a low 

survival rate.(5-6)  
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In patients diagnosed with tumors at an advanced stage, 

there is a high occurrence of invasion to surrounding 

tissues, with lymph node and distant metastasis, and a 

peculiarly high risk of second malignancy during the 

patient’s lifetime.(7) 

The rationale of the study is that cervical metastasis is 

the major determinant of prognosis and management of 

early stage cancer is still controversial. Therefore, 

actual magnitude of lymph node metastasis has to be 

known that will help in decision making for 

management of early stage oral cavity cancer. 

MATERIALS AND METHODS 

The study was conducted at Department of 

Otolaryngology, Sindh Government Lyari General 

Hospital, KarachiFrom January 2015 to June 2016. The 

study design was Descriptive Cross sectional study. The 

inclusion criteria were patients of Oral cavity cancer 

with clinically NO diagnosed on histopathology, Stage 

T1 and T2, Duration of symptoms 3 months or more, 

Aged 20 years or more and Either gender. 

The Exclusion criteria was Patients with T3, T4, N+ve, 

Recurrence of Oral cavity cancer, Site of origin of 

cancer other than oral cavity and Received any prior 

treatment. Patients of Oral cavity cancer with clinically 

NO meeting the inclusion criteria admitted in the 

department of Otolaryngology of the institute were 

included in the study. Prior to inclusion the pros and 

cons of the study was explained to the patient and 
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written informed consent was taken for inclusion in the 

study and for surgery.  

History of the patients regarding the duration of 

symptoms and factors leading to oral cavity cancer was 

taken and local examination was done by the principal 

investigator. Surgery was performed by consultant 

having more than 2 years of post-fellowship experience 

under general anaesthesia.  

Specimen of regional lymph nodes was sent to the 

institutional laboratory for histopathology. Report of 

the histopathology was followed and presence of 

abnormal cells in lymph nodes was taken as metastasis 

positive. This information along with stage of tumour, 

duration of symptoms, factors leading to it, age and 

gender was noted.   

Statistical package for social sciences for windows was 

used for data entry and analysis. Data was double 

entered, cleaned and coded. Frequencies and 

percentages were calculated and presented for 

qualitative data like gender, stage of tumour, site of 

tumour and associated factors. Mean±S.D was 

calculated and presented for quantitative data like age, 

duration of symptoms and size of tumour. Multivariate 

analysis was done to address the effect modifiers like 

gender, age, stage, site, duration of symptoms, size of 

tumour and associated factors.  95% confidence interval 

was also calculated. 

RESULTS 

Mean age of the patients was 43.93 ±7.87 years. 

Majority of the patients 81 (86.2%) were presented with 

>40 years of age. Male preponderance was found to be 

higher 71 (75.50%) as compared to females 23 

(24.50%). Mean duration of symptoms was 4.02 ±0.74 

months. Majority of the patients 67 (71.30%) were 

presented with ≤4months of duration of symptoms. 

Mean tumor size was 2.64 ±0.78 cm.  

 
Figure No.1: Site of Tumor 

 

Majority of the patients 76 (80.90%) had ≤3cm of 

tumor size. There were 54 (57.40%) patients with T1 

stage of tumor while 40 (42.60%) had T2 stage of 

tumor. Majority of the patients 58 (61.70%) had buccal 

mucosa site cancer followed by lower alveolus 17 

(18.10%), lips 13 (13.80%) and tongue 6 (6.40%).  

Betel quid chewing was found in majority 56 (59.60%) 

patients followed by cigarette smoking 52 (55.30%), 

areca nut 42 (44.70%), gutka 36 (38.30%) and naswar 

33 (35.10%). Lymph node metastasis was found in 39 

(41.50%) patients.  

 

Table No.1: Regression Analysis 

Variables 

Univariate Analysis Multivariate Analysis 

OR 
95%  

CI 

p-

value 
AOR 

95% 

CI 

p-

value 

Age, in 

years 

1.05 0.95-

1.05 

0.841 - 

Gender 

Male - 0.234 - 

Female 1.77 0.68-

4.58 

Duration of Symptoms 

≤4 

months 

- 0.31 - 

>4 

months 

0.61 0.24-

1.56 

Stage of Tumor 

T1 - 0.06 - 

T2 2.21 0.95-

5.11 

Site of Tumor 

Tongue 0.41 0.06-

2.81 

0.36 - 

Lips 0.66 0.14-

3.07 

0.6 

Buccal 

Mucosa 

0.51 0.16-

1.64 

0.26 

Lower 

Alveolus 

-  

Betel Quid 

Yes - 0.001 - 0.001 

No 0.09 0.03-

0.28 

0.13 0.04-

0.43 

Gutka 

Yes - 0.08 - 

No 0.47 0.20-

1.10 

Areca Nut 

Yes - 0.151 - 

No 1.85 0.79-

4.29 

Cigarette Smoking 

Yes - 0.001 - 0.001 

No 0.09 0.03-

0.26 

0.12 0.04-

0.39 

OR: Odds Ratio, AOR: Adjusted Odds Ratio, CI: Confidence 

Interval 
 

Multivariate analysis showed that people who did not 

chew betel quid were 87% less likely to have lymph 

node metastasis as compared to the people who chew 
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betel quid (OR: 0.13, 95% CI: 0.04-0.43, p-value 0.001) 

and people who smokes cigarette were 88% less likely 

to have lymph node metastasis as compared to the 

patients who smokes cigarette (OR: 0.12, 95% CI: 0.04-

0.39, p-value 0.001). 

 
Figure No.2: Associated Factors 

DISCUSSION 

From Darwinistic point of view, Metastasis was 

construed as a process wherein cell heterogeneity is 

strengthened by the genetic unsteadiness of primary 

tumor, allowing few metastatic clones to show and 

spread cancer at distance.(8) This accounts for the most 

overwhelming malignancy stage and the vital factor of 

cancerous death. Metastasis comprises chronological 

events involving spread, spur of angiogenesis, mobility, 

inflow into bloodstream and interaction with 

ingredients of the fresh micro-habitation, involving 

functional inflammatory and stromal cells.(9-10) 

Apparently slight malignant cells portion under-take 

metastatic track, owing to an inter-play between 

inherent features of cancer cells and host factors; hence 

metastasis may depict cells escaping the unfriendly 

atmosphere created by them, i.e. paucity of O2 and 

required nutrients, immunity attacks and 

inflammation.(11-13) Lymph node metastatic growth cells 

are identified in around 40% patients having oral 

cancer.  

Their appearances are from 15% to 34%.(14-15) 

However, regardless of major advancements in 

surgery/chemotherapy obtained over the past periods, a 

low endurance rate and poor prognosis is its 

characteristic.(6) Where patients having tumors 

diagnosed at complex level, increased incidence of 

invasion in adjoining tissues, having distant metastasis/ 

lymph node, as well as abnormal increased risk of 2nd 

malignancy during the lifetime is likely.(4,7) 

Moreover, because of the fact that lymphatic metastasis 

occurs frequently that affects prognosis, a treatment 

decision of neck lymph nodes has to be made in every 

patient, even metastases are clinically absent. In case of 

patient possessing metastases of local lymph node 

needs to be critically assessed. It is established that the 

mechanism of palpation is an ineffective method to 

identify cancer stage in neck.  

Current study shows that more than twenty percent 

likelihood of neck metastases-occult (in neck that is 

palpatory negative) is found suggestive of elective neck 

treatment, suggesting for radiative therapy and also 

surgery as it seems effective. This Occult metastasis 

likelihood, that can appear in neck from both sides, is 

established through primary tumor features i.e. site and 

size, alongwith various biological touchstones.(15) 

Owing to the enhanced nodal metastases risk, even in 

necks that are clinically negative, most patients having 

tumors at T2 stage or more than that undergo any neck 

treatment (elective). A shortfall in this method is that 

the major number of patients do not carry metastases, 

thus were rendered to the morbid management. By 

analysing otherwise occult adenopathy, advanced 

imaging methods may show higher sensitization to 

positive nodes detection which accordingly reduce 

occult metastasis likelihood below twenty percent.  

In case this is achieved, the surgeon has option to avoid 

a neck dissection/ radiative therapy, and pursue a 

wait/watch approach alongwith sensitive follow-up for 

analysing metastasis of neck as earlier as it is 

apparent.(16) The major feature of oral carcinoma’s 

prognosis is the metastasis (cervical). This is commonly 

established that more enhanced oral tumors be dealt 

through elective neck dissection, however stage I 

disease handling is debatable till yet. In non-presence of 

clinical neck disease, oral cancer (stage I) is mostly 

dealt through primary tumor resection as well as regular 

check-up.  

Moreover, studies reflect an incidence of occult neck 

metastases in stage I and II being as upwards as forty 

two percent.(17) In this study, betel quid chewing was 

found in majority 56 (59.60%) patients followed by 

cigarette smoking 52 (55.30%), areca nut 42 (44.70%), 

gutka 36 (38.30%) and naswar 33 (35.10%). Metastasis 

of lymph node was identified in 39 (41.50%) patients.  

In a local study 732 patients had T1 and 62 patients had 

T2 lesion. In patients with T1 carcinoma, nine out of 

thirty two had metastases (28%), however in patients 

with T2 carcinoma, 21 out of 62 showed 

metastases(34%).Thus, the overall rate of occult lymph 

node metastases was high(32%).(18) González Moles et 

al. (1998) assessed clinical and histological parameters 

concerning survival, pointing out the most influential 

factors as the primary site, existence of metastasis of 

lymph node, clinical stage and intensity of 

differentiation of cells along with pleomorphism.(19) 

CONCLUSION 

The frequency of lymph node metastasis was noted in 

41.50% oral cavity cancer with clinically node negative 

(NO). 
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