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ABSTRACT:
Introduction: The sentinel node biopsy concept has been gaining approval in the head and neck cancer literature and
several pilot studies have been published. Hence in the present study we aimed to systematically assess the diagnostic
accuracy of sentinel lymph node biopsy (SLNB)and the elective neck dissection(END) in patients with squamous cell
carcinoma of the oral cavity and oropharynx. Material and methods: A systematic literature review was done using
MEDLINE from 1980 to 2014 by combining oral cavity and oropharyngeal SCC keywords with sentinel node biopsy
keywords. We comprised diagnostic accuracy studies which used neck dissection as a reference test for the sentinel node
biopsy. Study characteristics and measures of accuracy were extracted. Diagnostic accuracy was calculated. Results: A total
of 35 studies (1121 patients) were included. The pooled sensitivity, specificity, positive likelihood ratio (LR+), negative
likelihood ratio, diagnostic odds ratio, positive predictive value, negative predictive value and accuracy were 93%, 100%,
35.89%, .12%, 282.7%, 100%, 97% and 97.8%, respectively. Conclusions: High sensitivity, negative predictive value and
accuracy of SLNB support its role as a valid diagnostic technique to correctly stage cNO patients with OCSCC and OPSCC.
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INTRODUCTION
Oral cavity and Oropharyngeal squamous cell

These techniques are based cheifly on size criteria,
with nodes smaller than 10 mm not generally

carcinoma (OCSCC and OPSCC) are cheifly due to
the widespread use of tobacco and alcohol.! The chief
prognostic factor is the presence of cervical lymph
node metastases, which can decrease the 5-year
survival rates to lower than 50%.? Staging of the neck
by palpation and imaging techniques are not sensitive
enough in detecting micrometastases resulting in a
high incidence of occult metastases in the neck.®

considered suspicious. However, nodes as small as 2.0
mm can contain micrometastatic disease* and
therefore there is still a 20-30% incidence of occult
nodal metastasis in necks categorized as NO.® Exact
staging of the NO neck is therefore vital in handling
this type of cancer. In SCC of the oral cavity and
oropharynx, the cheif options for the treatment of the
NO neck are elective neck dissection, radiation
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therapy, or a combination of the two.° Presently
accepted management policies are that patients with
greater than 20% chance of subclinical metastases,
based on the anatomic site and the size of the primary
tumor, should undergo elective neck dissection
(END).” However, such a policy might still over treat
up to 80% of patients, and ENDs carry with them an
associated morbidity.> Because of the need to
accurately stage the neck and to treat only those most
likely to benefit from therapy, much interest has arisen
in sentinel lymph node biopsy (SLNB). The validity
of the concept of SLNB is based on the fact that tumor
cells will spread from the primary site to a single node
or group of nodes (the sentinel nodes), before
progressing to the remainder of the lymph nodes®*°
Hence in the present study we aimed to systematically
evaluate the diagnostic accuracy of sentinel lymph
node biopsy and the elective neck dissection in
patients with squamous cell carcinoma of the oral
cavity and oropharynx.

MATERIAL AND METHODS

Online data was collected from the search engines of
EBSCO, Pubmed, Google Scholar, Scopus. The study
articles were collected that from 1980 to 2014. Two

RESULT

reviewers independently checked the data collected
and disputes resolved by consensus. The study was
conducted with reference to Preferred Reporting Items
for Systematic Reviews and Meta-Analyses
(PRISMA), Meta-analysis of Observational Studies in
Epidemiology guidelines, and the Cochrane Hand-
book for Systematic Reviews of Interventions. We
excluded case reports. The random effect model
incorporated the heterogeneity of the studies into the
analysis of the overall efficacy. The fixed effect model
assumed that data came from a single study that is,
assuming no inter-study heterogeneity.”® Statistical
heterogeneity among studies was evaluated by the
Cochran Q statistic (considered significant for p
values <0.10) and the 1 test. Likelihood ratios are
metrics that are calculated using a combination of
sensitivity and specificity values. The positive like-
lihood ratio (LR+) is defined as the ratio of
sensitivity/ (1 — specificity), whereas the negative
likelihood ratio (LR—) is defined as the ratio of
specificity/(1 sensitivity). When a diagnostic test has
absolutely no discriminating ability, both likelihood
ratios equal 1. Meta analysis of the collected data was
con(i'ifcted using the software: Meta-Disc version
1.4,

Out of the 525 relevant studies 35 original articles were finalized. The overall cohort totaled 1121 patients. In
these studies at least one sentinel node was detected in almost all patients and a sentinel node biopsy could thus
be performed in all patients. The pooled sensitivity of SLNB versus END is 93%. There is a significant
heterogeneity between the sensitivities of SLNB versus END in evaluation of cNO neck in patients with
OCSCC & OPSCC in included studies as the p value of chi- square test was 0.06 (<0.1) and 1% index was 28.1%
(25-50%) (Fig. 1). The pooled specificity is 100%. There is no significant heterogeneity between the
specificities of SLNB versus END in evaluation of ¢cNO neck in patients with OCSCC & OPSCC  in included
studies as the p value of chi square test was 1.0000 (>0.1) and 12 index was 0.0% (0—25%) (Fig. 2). The pooled
Positive Likelihood Ratio is 35.89. There is no significant heterogeneity between the Positive Likelihood Ratios
of SLNB versus END in evaluation of cNO neck in patients with OCSCC & OPSCC in included studies as the p
value of chi-square test was 0.999 (>0.1) and 1? index was 0.0% (0-25%) (Fig. 3). The pooled Negative
Likelihood Ratio is 0.12. There is no significant heterogeneity between the Negative Likelihood Ratio of SLNB
versus END in evaluation of cNO neck in patients with OCSCC & OPSCC in included studies as the p value of
chi-square test was 0.433 (>0.1) and 12 index was 2.1% (0—25%) (Fig. 4). The pooled Diagnostic Odds Ratio is
282.73 (denoting high validity of the test). There is no significant heterogeneity of SLNB versus END in
evaluation of cNO neck in patients with OCSCC & OPSCC in included studies as the p value of chi- square test
was 0.996 (>0.1) and 1% index was 0.0% (0—25%)(Fig. 5).
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Figure 1 Forest plot showing the sensitivities (Random Effect Model) of SLNB versus END in evaluation
of cNO neck in patients with OCSCC & OPSCC in included studies.
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Figure 2 Forest plot showing the specificities (Fixed effect model) of SLNB versus END in evaluation of
¢NO neck in patients with OCSCC & OPSCC in included studies.
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Figure 3 Forest plot showing the Positive Likelihood Ratios (Fixed effect model) of SLNB versus END in
evaluation of cNO neck in patients with OCSCC & OPSCC in included studies.
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Figure 4 Forest plot showing the Negative Likelihood Ratios (Fixed effects model) of SLNB versus END in
evaluation of cNO neck in patients with OCSCC & OPSCC in included studies.

Gt
(} .

P ——
—e—
H'—f—'r—

(} -
< L ama
e
@

._..._

 J
—e—

o_-—..._.
} i

J._L...._.

s
I ——
—e—H

LAY —
it i
(+ T3

P

e

* et e
.—.’_‘_

__'.-|-'
Llﬁ ’0
(' .
} ’IT
ﬁf "Y
i S

e o
(s L
+ °
i .

&

00 1 100.0
Negative LR

Adareishi et al 20107
Amengnetalm??"
Barzan et al 200217
Bilde et al 200818
Burcia et al 201019
Bums et a1 2009 20
Cammillen et al 200
Civantos et al 2003
Civantos et al 2006 23
Civantos et ol 201024
Hort et al 200523
Hoft et al 200426

muuzoos’;x
Jeong et al 2006
Km«uzoosz
Kontio et al 2004
Kovocsewzooo”
Melkane et al 201232
Minamvkawa et al 2005
Mozzillo et al 2001
pastmaszoo§5
Pitman et al 2002
Rigual et al 200537
Rigual et al 201338
Ross et al 200277
Ross et al 2004 %0 o
Stefanicka et al 2010
Stoeckd et al 200142
Stoeckd 20077
Tartaghone et al 2008
'rm«uzooﬁg‘
Trivedi et al 201
Vigih et al 2007
mauzoos‘j,
Ziteh et al 2000

Fixed Effects Model

0.06
013
032
004
0.03
011
009
0.06
003
on
017
005
031
0.07

Negative LR (95% C

(0.01-030)
(0.01-175)
(0.08-124)
(0.00-064)
(0.00-0.41)
(0.01-1.48
(0.01-129)
(0.00-089)
(0.00-0.49)
(0.04 - 0.26)
(0.01-218)
(0.00-0.76)
(0.08-1.19)
(0.01-1.07)
(0.08-1.20)
(0.11-1.39)
(0.00-0.75)
(0.00- 0.59)
(0.05-094)
0.01-141)
001-122)
(001-221)
(0.07-0.63)
(0.11-0.89)
(0.02-041)
(0.03-0.30)
(0.01-148§)
001-123)
(0.00-0.77)
(0.00-0.85)
(0.01-153)
(0.20-064)
001-127)
(0.01-1.06)
(0.01-1863)

Pooled Negative LR =0.12(0.0910 0.16)
Cochran-Q=3473,df = 34 (p=04330)
Inconsistency (-square) = 21 %

Journal of Advanced Medical and Dental Sciences Research [Vol. 9|Issue 8| August 2021

79




Sinha A et al.

Figure 5 Forest plot showing the Diagnostic Odds Ratios (Fixed effects model) of SLNB versus END in

evaluation of cNO neck in patients with OCSCC & OPSCC in included studies.
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Although  diagnostic  tools have developed patients.”** The application of SNB has been

significantly, we have no effective procedures
available to identify hidden metastatic disease in the
cervical lymph nodes of patients with OSCC and
OPSCC. The incidence is situated at around 30%, a
high percentage, and the presence of regional disease

demonstrated to be very useful in melanoma and
breast cancer>*® and for this reason we have studied
its application in primary OCSCC and OPS- CC,
through Meta analysis of 35 studies, in an attempt to
determine if SLNB is a useful technique in the
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diagnosis of regional metastasis. It must be noted that
all articles in this study have 100% specificity (Fig. 2)
and positive predictive value because there are no
false-positive cases in this scenario. However, false
negative results can have several causes including
uneven radionuclide injection, obscuring of sentinel
lymph nodes by the radioactive signal of the primary
tumor, and lymphatic obstruction by gross tumor,
resulting in redirection or unpredictable lymphatic
flow and were defined as skip metastases or jump
metastases.® Our results were concordant with the
diagnostic meta-analysis of Govers et al. 2013 (21
studies comprising 847 patients of cT1/T2NO oral
cavity and oro-pharyngeal squamous cell carcinoma)®?
and Paleri et al. 2005 (19 studies comprising 301
patients of oral cavity and oropharyngeal squamous
cell carcinoma)> who reported a pooled sensitivity of
0.94 (0.90-0.97) and 92.6 (85.2-96.4), respectively.
In the present study, the pooled Positive Likelihood
Ratio of SLNB is 35.89 (Fig. 3). This means that a
person with cNO neck having metastatic
lymphadenopathy is about 36 times more likely to
have a positive test than a person with cNO neck who
has not got metastatic lymphadenopathy in cases of
OCSCC and OPSCC. On the other hand, the pooled
Negative Likelihood Ratio of SLNB is 0.12 (Fig. 4),
indicating that the probability of having a negative
test for individuals with metastatic lymphadenopathy
in ctNO neck is 0.12 times of that of those without
metastatic lymphadenopathy in ¢cNO neck of patients
with OCSCC and OPSCC. In the present study, the
pooled Diagnostic Odds Ratio of SLNB is 282.73
(>1) (Fig. 5). This means that for the SLNB the odds
for positivity among cNO neck of subjects with met-
astatic lymphadenopathy is nearly 283 times higher
than the odds for positivity among cNO neck of
subjects without meta- static lymphadenopathy. The
present study revealed generally high quality scores of
the included studies; suggesting that most of included
studies presented enough information overall and
satisfied most of the requirements established.
However most of studies had a suboptimal design in
regard to the blinding method (Item 11) as the
interpretation of the histopathological examination
results of the neck dissection specimen was done with
the knowledge of the SLNB histopathological
results.”®**® There is no significant heterogeneity
between the specificity, Positive Likelihood Ratio,
Negative Likelihood Ratio and Diagnostic Odds Ratio
in the included studies (Figs. 2-5), while there was a
significant heterogeneity between the sensitivity in the
included studies (Fig. 1) and this was the reason to
adapt a random effect model for data pooling.>

To the best of our knowledge, this is the largest meta-
analysis of SLNB in patients with oral cavity and oro-
pharyngeal SCC.

CONCLUSIONS
The results of this diagnostic meta-analysis
demonstrate that sentinel node biopsy appears to be a

sensitive method in the detection of neck metastases
in cNO neck of OCSCC and OPS- CC that could
suggest its utility in the management process. Multi-
center prospective randomized double blind controlled
trials comprising larger patient cohorts comparing the
roles of SLNB versus END in evaluation of cNO neck
in patients with OCSCC and OPSCC are required.

REFERENCES

1. Lambert R, Saulvage C, De Camargo Cancela M,
Sankaranareyanan R. Epidemiology of cancer from the
oral cavity and oropharynx. Eur J Gantroenterol
Hepatol. 2011;23:633-641.

2. Capote A, Escorial V, Munoz-Guerra MF, Rodriguez-
Campo FG, Gamallo C, Naval L. Elective neck
dissection in early-stage oral squamous cell carcinoma-
does it influence recurrence and survival ? Head Neck.
2007;29:3-11.

3. Hornstra MT, Alkureishi LW, Ross GL, Shoaib T,
Soutar DS. Predictive factors for failure to identify
sentinel nodes in head and neck squamous cell
carcinoma. Head Neck. 2008;30:858-862.

4. Don DM, Anzai Y, Lufkin RB, Fu YS, Calcaterra TC.
Evaluation of cervical lymph node metastases in
squamous cell carcinoma of the head and neck.
Laryngoscope. 1995;105:669-674.

5. Woolgar JA, Beirne JC, Vaughn ED, Lewis-Jones HG,
Scott J, Brown JS. Correlation of histopathologic
findings with clinical and radiologic assessments of
cervical lymph-node metastases in oral cancer. Int J
Oral Maxillofac Surg. 1995;24:30-37.

6. Shah JP, Anderson PE. Evolving role of modifications
in neck Dissection for oral squamous carcinoma. Br J
Oral Maxillofac Surg. 1995;33:3-8.

7. O’Brien CJ, Traynor SJ, McNeil E, McMahon JD,
Chaplin JM. The use of clinical criteria alone in the
management of the clinically negative neck among
patients with squamous cell carcinoma of the oral
cavity and oropharynx. Arch Otolaryngol Head Neck
Surg. 2000;126:360-365.

8. Civantos FJ, Stoeckli SJ, Takes RP, et al. What is the
role of sentinel lymph node biopsy in the management
of oral cancer in 2010? Eur Arch Otorhinolaryngol.
2010;267:839-844.

9. Govers TM, Hannink G, Merkx MA, Takes RP, Rovers
MM. Sentinel node biopsy for squamous cell
carcinoma of the oral cavity and oropharynx a
diagnostic meta-analysis. Oral Oncol. 2013;49(8):726—
732.
http://dx.doi.org/10.1016/j.oraloncology.2013.04.006
[Epub. 2013 May 13. Review].

10. Paleri V, Rees G, Arullendran P, et al. Sentinel node
biopsy in squamous cell cancer of the oral cavity and
oral pharynx: adiagnostic meta-analysis. Head Neck.
2005;27(9):739-747.

11. Whiting P, Rutjes AW, Reitsma JB, Bossuyt PM,
Kleijnen J. The development of QUADAS: a tool for
the quality assessment of studies of diagnostic
accuracy included in systematic reviews. BMC Med
Res Methodol. 2003;3(Nov.):25

12. Delgado-Bolton RC, Ferna'ndez-Pe’rez C, Gonza’'lez-
Mate” A, Carreras JL. Meta-analysis of the
performance of 18F-FDG ET in primary tumor
detection in unknown primary tumors. J Nucl Med.
2003 Aug;44(8):1301-1314.

13. Reitsma JB, Glas AS, Rutjes AW, Scholten RJ,

81

Journal of Advanced Medical and Dental Sciences Research [Vol. 9|Issue 8| August 2021



Sinha A et al.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Bossuyt PM, Zwinderman AH. Bivariate analysis of
sensitivity and specificity produces informative
summary measures in diagnostic reviews. J Clin
Epidemiol. 2005;58:982-990.

Zamora J, Abraira V, Muriel A, Khan KS,
Coomarasamy A. Meta-DiSc: a software for meta-
analysis of test accuracy data. BMC Med Res
Methodol. 2006;6:31.

Alkureishi LW, Ross GL, Shoaib T, et al. Sentinel
node biopsy in head and neck squamous cell cancer: 5-
year follow-up of a European multi-center trial. Ann
Surg Oncol. 2010;17(9):2459-2464.

Ame’zaga JA, Herrero LB, Zubizarreta JP, et al.
Diagnostic efficacy of sentinel node biopsy in oral
squamous cell carcinoma. Med Oral Patol Oral Cir
Bucal. 2007;12:E235-E243.

Barzan L, Sulfaro S, Alberti F, et al. Gamma probe
accuracy in detecting the sentinel lymph node in
clinically NO squamous cell carcinoma of the head and
neck. Ann Otol Rhinol Laryngol. 2002;111(9):794—
798.

Bilde A, von Buchwald C, Therkildsen MH, et al.
Need for intensive histopathologic analysis to
determine lymph node metastases when using sentinel
node biopsy in oral cancer. Laryngoscope.
2008;118(3):408-414.

Burcia V, Costes V, Faillie JL, et al. Neck restaging
with sentinel node biopsy in T1-T2NO oral and
oropharyngeal cancer: why and how? Otolaryngol
Head Neck Surg. 2010;142(4):592-597.

Burns P, Foster A, Walshe P, O’Dwyer T. Sentinel
lymph node biopsy in node-negative squamous cell
carcinoma of the oral cavity and oropharynx. J
Laryngol Otol. 2009;123(4):439-443.

Cammilleri S, Lussato D, Guelfucci B, et al. Ability of
lympho- scintigraphy to direct sentinel node biopsy in
the clinically NO check for patients with head and neck
squamous cell carcinoma; a prospective study
(preliminary results). Bull Cancer. 2003;91(4), E1-4.
Civantos FJ, Gomez C, Duque C, et al. Sentinel node
biopsy in oral cavity cancer: correlation with PET scan
and  immunohisto-  chemistry. Head  Neck.
2003;25(1):1-9.

Civantos FJ, Moffat FL, Goodwin WJ. Lymphatic
mapping and sentinel lymphadenectomy for 106 head
and neck lesions: contrasts between oral cavity and
cutaneous malignancy. Laryn- goscope. 2006;112:1—
15.

Civantos FJ, Zitsch RP, Schuller DE, et al. Sentinel
lymph node biopsy accurately stages the regional
lymph nodes for T1-T2 oral squamous cell
carcinomas: results of a prospective multiinstitu-
tional trial. J Clin Oncol. 2010;28(8):1395-1400.

Hart RD, Nasser JG, Trites JR, et al. Sentinel lymph
node biopsy  in NO squamous cell carcinoma of the
oral cavity and oropharynx. Arch Otolaryngol Head
Neck Surg. 2005;131(1):34-38.

Hoft S, Maune S, Muhle C, et al. Sentinel lymph-node
biopsy in head and neck cancer. Br J Cancer.
2004;91(1):124-128.

Hyde NC, Prvulovich E, Newman L, Waddington
WA, Visvikis P, EIl P. A new approach to pre-
treatment assessment of the NO neck in oral squamous
cell carcinoma: the role of sentinel node biopsy and
positron  emission  tomography. Oral  Oncol.
2003;39:350-360.

Jeong HS, Baek CH, Son YI, et al. Sentinel lymph

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

node radio localization with 99 mTc filtered tin colloid
in clinically node negative squamous cell carcinomas
of the oral cavity. J Korean Med Sci. 2006;21:865—
870.

Kontio R, Leppanen E, et al. Sentinel lymph node
biopsy in oral cavity squamous cell carcinoma. Head
Neck. 2003;32:5-17.

Kontio R, Leivo I, Leppanen E, Atula T. Sentinel
lymph node biopsy in oral cavity squamous cell
carcinoma without clinically evident metastasis. Head
Neck. 2004;26:16-21.

Kovacs AF, Stefenelli U, Seitz O, et al. Positive
sentinel lymph nodes are a negative prognostic factor
for survival in T1-2 oral/oropharyngeal cancer-a long-
term study on 103 patients. Ann Surg Oncol.
2008;16(2):233-239.

Melkane AE, Mamelle G, Wycisk G, et al. Sentinel
node biopsy in early oral squamous cell carcinomas: a
10-year experience. Laryngoscope. 2012;122(8):1782—
1788.

Minamikawa T, Umeda M, Komori T. Reliability of
sentinel  lymph node biopsy with squamous cell
carcinoma of the oral cavity. Oral Surg Oral Med
Oral Pathol Oral Radiol Endod. 2005;99:532-538.
Mozzillo N, Chiesa F, Botti G, et al. Sentinel node
biopsy in head and neck cancer. Ann Surg Oncol.
2001;8:103-105.

Pastore A, Turetta GD, Tarabini A, et al. Sentinel
lymph node analysis in squamous carcinoma of the oral
cavity and orophar- ynx. Tumori. 2002;88:58—-60.
Pitman KT, Johnson JT, Brown ML, et al. Sentinel
lymph node biopsy in head and neck squamous cell
carcinoma. Laryngoscope. 2002;112(12):2101-2113.
Rigual N, Douglas W, Lamonica D, et al. Sentinel
lymph node biopsy: a rational approach for staging
T2NO oral cancer. Laryngoscope. 2005;115(12):2217—
2220.

Rigual N, Loree Thom, Frustino Jennifer, et al.
Sentinel node biopsy in Lieu of neck dissection for
staging oral cancer. JAMA Otolaryngol Head Neck
Surg. 2013;139(8):779-782.

Ross G, Shoaib T, Soutar DS. The use of sentinel node
biopsy to upstage the clinically NO neck in head and
neck cancer. Arch Otolaryngol Head Neck Surg.
2002;128:1287-1291.

Ross GL, Soutar DS, MacDonald DG, et al. Sentinel
node biopsy in head and neck cancer: preliminary
results of a multicenter trial. Ann Surg Oncol.
2004;11(7):690-696.

Stefanicka P, Profant M, Duchaj B, et al. Sentinel
lymph node radiolocalization and biopsy in oral cavity
and oropharynx mucosal squamous cell carcinoma.
Bratisl Lek Listy. 2010;111(11):590-594.

Stoeckli SJ, Steinert H, Pfaltz M, Schmid S. Sentinel
lymph node evaluation in squamous cell carcinoma of
the head and neck. Otolaryngol Head Neck Surg.
2001;125:221-226.

Stoeckli SJ. Sentinel node biopsy for oral and
oropharyngeal squamous cell carcinoma of the head
and neck. Laryngoscope. 2007;117(9):1539-1551.
Tartaglione G, Vigili MG, Rahimi S, et al. The impact
of superficial injections of radiocolloids and dynamic
lymphoscintig- raphy on sentinel node identification in
oral cavity cancer: a same- day protocol. Nucl Med
Commun. 2008;29(4):318-322.

Taylor RJ, Wahl RL, Sharma PK, et al. Sentinel node
localization in oral cavity and oropharynx squamous

82

Journal of Advanced Medical and Dental Sciences Research [Vol. 9|Issue 8| August 2021



Sinha A et al.

46.

47.

48.

49.

50.

Journal of Advanced Medical and Dental Sciences Research [Vol. 9|Issue 8| August 2021

cell cancer. Arch Otolaryngol Head Neck Surg.
2001;127:970-974.

Trivedi NP, Ravindran HK, Sundram S, et al.
Pathologic evaluation of sentinel lymph nodes in oral
squamous  cell carci- noma. Head Neck.
2010;32(11):1437-1443.

Vigili MG, Tartaglione G, Rahimi S, Mafera B, Pagan
M. Lymphoscintigraphy and

radioguided sentinel node biopsy in oral cavity
squamous cell carcinoma: same day protocol. Eur Arch
Otorhinolaryngol. 2007;264(2):163-167.

Yen CY, Lee SY, Hsieh JF, et al. Radiolocalized
sentinel lymph node biopsy in squamous cell
carcinoma of the oral cavity and analysis of various
parameters. Ann Surg Oncol. 2006;13(8):1130-1135.
Zitsch 3rd RP, Todd DW, Renner GJ, et al.
Intraoperative radiolymphoscintigraphy for detection
of occult nodal metastasis in patients with head and
neck squamous cell carcinoma. Otolaryngol Head
Neck Surg. 2000;122(5):662—666.

83



