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Abstract

Elective neck dissection for the clinically node-
negative neck is targeted to diagnose and eradicate
the occult lymph node metastasis, However, this
elective neck dissection gives unnecessary risk of
complication and morbidity, Therefore, the extent
of the elective neck dissection tends to be reduced
to minimize the postoperative morbidity, The senti-
nel lymph node biopsy has been developed for this
purpose, Sentinel lymph node is the first lymph
node that gets lymphatic drainage from the tumor,
Evaluation of this sentinel lymph node enables the
prediction of the presence of occult lymph node
metastasis, If the biopsy of the sentinel lymph node
shows no metastasis, additional neck dissection
can be avoided, which reduces the postoperative
morbidity, There have been clinical studies on the
sentinel lymph node biopsy for the head and neck
squamous cell carcinoma, in which the diagnostic

accuracy has been reported to be 95-100%, We
started sentinel lymph node biopsy for the clinically
node-negative, early-staged oral cavity cancer in
December 2002, From 2002 to 2004, we evaluated
its diagnostic accuracy, The positive predictive
value and the negative predictive value were 100%
and 98,5%, respectively, We currently determine
the elective neck dissection according to the result
of the sentinel lymph node biopsy.

Key Words: Sentinel lymph node, Oral cavity cancer,
Neck dissection, Occult metastasis
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Fig. 1. Diagram presenting the concept of sentinel lymph node.
Sentinel lymph node biopsy lead us to know whether metastases
are present in the first echelon of draining lymph nodes.
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HFH A 22 Fdsto] Bad A4 37 ARE g T 9052 aefstofof gt} Antimony sulfur colloidvt
3748 4 girk, S5 P Ak Hge gl nano-colloidrl f-83tcha eiAl Yot Ffelnt @
P FAAE FAT 5 Qe FewMoR AFHEE A S7kEA @ o] BAelA AHEE L gl tin col-
FAF BE QoA b5 HAE of AR 7% loid YA+ 2717k 1914 1,000 nm7bA| thFsto] 2gts
e 2123 Ago] 7hssict 2 A& ot 200 nm filterg AHEFOZH 1 AHS F5
Table 1. Summary of the literature about the sentinel lymph node biopsy in head and neck cancer (Stoeckli et al., 2005)
Author N SLN* Positive SLN Negative SLN FN SLN NPV (%)
Civantos, 2003 18 18 10 8 1 88
Werner, 2004 55 55 9 46 2 96
Kovacs, 2001 15 15 1 14 1 93
Mozzillo, 2001 41 39 4 35 1 97
Pastore, 2002 20 20 5 15 0 100
Pitman, 2002 20 19 2 17 0 100
Shoaib, 1999 40 36 16 20 1 95
Barzan, 2002 15 14 3 11 1 91
Stoeckli, 2002 19 19 6 13 0 100

Abbreviations : SLN, sentinel lymph node; FN SLN, number of patients with false-negative sentinel lymph node; NPV, negative

predictive value of a negative SLN for the remainder of the neclk

*Number of patients with successful detection of an SLN
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& AF A HostatolA technetium 99m

Hepatate ™ agent,
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Nycomed Amersham Health Inc., London, UK.)<& 4
A7) BhALA) 33 A} (radioactive tracer) S &9 99
Az} A7]E 200 nm ©]3t=

FAFstt}. Tin colloid9] 72

Fig. 2. The peritumoral injection of the radioacitive tracer.
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Aot (Fig. 2).

Sl A g3, FAkge
et A

2 et F48

2) FAL F 8 A5 5B A 108 4A 02 o5
YZANE] 29 (dynamic lymphoscintigraphy)E A § 3}
I o] FHE T d & AlF 247 A7HA 341 WA 6
A A0 A4 AZAETY9E AARcHFig, 3),
32| T JxAo] F4 g AT olfol AzA
o] oA AEEH AT, 4R F A A GellA Fdel A
7} Qe Bt Yz A o] AgE o7} glojA dAE F
2 18AIR el A 24AI7774A] FZAE| 28] & Al ot X
SEZS AL 9t} (Fig. 4).

3) & Al Follv X AE 1y 235 FastaA
7o} &2} (gamma probe, Navigator GPS, Tyco Health

Fig. 3. Lymphoscintigraphy of a 56 year-old male patient with tongue cancer (pT1N1MO0). (A)
Early dynamic imaging presented sentinel lymph node at right level Il immediately after the
injection of radioactive tracer. Sentinel lymph node was visualized as late as 4 hours after
the injection (arrowhead. C-D. A 72 year-old male patient with tongue cancer (pT2NOMO). (C)
Preoperative MRI showed well-enhancing lesion at the left tongue. (D) At early dynamic lympho-
scintigraphy revealed sentinel lymph nodes at right level Il as well as left level Il and lIl.
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Fig. 4. Distribution of sentinel lymph nodes according to the time in lymphoscintigraphy.

Care, Mansfield, MA) (Fig, 5)& o]-&3lo] &zlo] ¥t &
Aol A o} YT AL Folr] BAE o),

4) QR 9lo] FAG AP 9az Q8] AR YA
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= A Care, USA).
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rl

(D) F#-& A3 b5 AN 52 BAFs& 29 A A S A Peto] HFAoR Flgitt
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3. mfpdt EZHE ZAR| HEE M (Validation
of sentinel lymph node biopsy): Phase Il study
20023 1295¥ 20079 129704 YA o g HREA
o7} gl 339 74Y A4S e s B 7|8 g
T A=A A Ao gk HS5S Al S
T EAF 228, o7 118 A B9 A 329, §
A 19, Ho dFHL 5294 Aok, Y] dt4
T ¥7](clinical T stage)= T10] 217(69.7%), T27} 12
(30.3%) o] 944 N W7](clinical N stage):= 2%
NOSiTH,

AT A% F& A AW = e 2o gt
YA o] A& 33 F 328(90.9%) 04 A=A 5
& Z vl BAA = 339 (100%) EFolA 8l 7he
stoltt. et st FZA Y Jre= 24091 F5 level
ellA Jeh} 397} 75. 7%= 713 9k, 52 level 11
oA 51.5%, &= level 1914 36.4% HA=UCE v =
level I, level ITX % 242t 11.1%, 3.0%00|A St =
o] AL} B Y FA4H A A oA
Hojdto g ke 79+ 7HA0gE=ZA)o|glen, BT
FHE 24 FALlA Holgto] S FAHH At
oA Aozt HE Wel A o= uh A= 1
Ho g uedt YxAe] FAAH HALY YA dSEE
100%, 24 &=+ 98.5%0°] I th(Table 2).

4. MEHM ALHEE2| &4 HME (clinical trial of
sentinel lymph node biopsy without routine
elective neck dissection): Phase Il study

$1¢] phase II studyoll A g3 H2d ALY A4S

©7} 98.5%, FAAZETt 10002 BEAES 43S o

otk o] 2 upgt o 2 20043 2 E] &= phase 11T study =S Al 2}

stlon, g o R FRAN Yle 27 7Y $#AE

Hdo = st g2 AAbol|A Aolzt fle A9 A

2 748 AA|<(elective neck dissection group, END)-2

AlegabA] ekar, st A AL Hol7h WA E A9

THENDE A8t =% 3t ok, AA7EA ¥ 39789 SAb7t
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Table 2. Accuracy of the sentinel lymph node biopsy

Value
N=33 pts
32/33 (96.9%)
33/33 (100%)

SLN detection rate
Lymphoscintigraphy
Gamma probe

Accuracy of Frozen biopsy N=78 SLNs
True positive 10
True negative 67
False positive 0
False negative 1
Sensitivity 10/11 (90.9%)
Specificity 67/67 (100%)

Positive predictive value
Negative predictive value

10/10 (100%)
67/68 (98.5%)

Abbreviation : SLN, sentinel lymph node

Fig. 6. Pathology of a sentinel lymph node. (A) In frozen biopsy, no tumor cell was found.
Magnification X40. (B) But, in permanent biopsy, small tumor cell nest was detected (arrow).
Magnification X400.
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