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Abstract

'Clinic of Otorhinolaryngology, Ordu Unye State

The Effect of Correlation Between Prognostic Factors and
Long-Term Mortality in Tongue Cancers

Gozde Orhan Kubat', Siitha Beton?, Muharrem Gerceker?

Objective: The aim of this study was to review demographic data, prognostic factors, and the effect on mortality of patients who were treated for tongue
cancer and followed up at our clinic.

Methods: Data between 2000 and 2013 were retrospectively reviewed. This report includes data from 96 patients. Demographic data, dental prostheses,
smoking and drinking habits, CVs, tumor characteristics, treatment methods, recurrence, distant metastasis, second primary tumor presence, postopera-
tive survival, imaging techniques, and follow-up dates were reviewed.

Results: According to the Kaplan—Meier survival analysis, the following results were observed: patients whose tumors were recurring and whose lymph
nodes were positive in the neck and according to TNM staging; an increase in clinical and pathological T-N phase; and a decrease in survival time in 3,
5, and 10 years (p<0.05).

Conclusion: Tumor stage, histopathological grade, growth pattern, lymph node and distant metastasis, and second primary tumor are important prog-
nostic factors. The identification of tumors at an earlier stage has increased the survival time.
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Introduction

The incidence of head and neck cancer is increasing in many parts of the world. Oral cavity cancer
comprises approximately 3% of all types of cancer, and tongue cancer is the most common type
of oral cavity cancer (1). Because a reliable epidemiological study has not yet been conducted, it
is not possible to give a clear description of this subject in our country. Although head and neck
cancer is usually diagnosed in the sixth decade of the patient’s life, the prevalence among young
patients (younger than 40 years) is increasing (2). Tongue cancer is more common in men; how-
ever, due to an increase in tobacco use, some studies have reported that the incidence of tongue
cancer has increased among women as well.

90% of the etiological factors of tongue cancer are associated with cigarettes, cigars, pipes, to-
bacco use, passive smoking, and alcohol consumption. Human papilloma virus (HPV) is also an
infectious agent whose carcinogenic effects have been well proven (3). Other etiological factors
are suppression of the immune system due to human immunodeficiency virus (HIV), long-term
trauma secondary to the long-term use of inappropriate dentures, and poor oral hygiene.

Squamous cell carcinoma (SCC) represents over 90% of oral cavity and tongue cancer cases (4). Pre-
malignant lesions are classified as leukoplakia, erythroplakia, oral submucosal fibrosis, and oral
lichen planus; studies conducted on this subject state that 6.6%—36.4% of premalignant lesions
progress to invasive carcinoma within 1.5-8.5 years. Compared to leukoplakia, erythroplakia has
a higher risk of malignancy (5).

The tumor stage, histopathologic stage, growth pattern, lymph nodes in the neck and distant
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for tongue cancer. Whereas surgery and RT can be applied at early
stages, multimodal therapy should be administered for advanced
tumors.

In this study, we aimed to statistically evaluate the demographic
information of tongue cancer patients who have been treated and
followed up; we also aimed to evaluate the prognostic factors and
the effects of these factors on survival.

Methods

In our clinic, the files of 96 patients who were diagnosed with
tongue cancer and afterwards treated and followed up between
the years 2000 and 2013 were examined retrospectively. Accord-
ing to the information from the files of 96 patients that could be
accessed, in their medical history, the patients demographic in-
formation, such as gender, age, dental history, history of smoking
and alcohol consumption, and personal background were investi-
gated; also, the tumor location, surgical intervention, relapse zone
and incidence time, distant metastasis and presence of secondary
malignancy, postoperative survival, and follow-up periods were
examined. When the clinical and pathological N stages were com-
pared, 46.1% false positivity and 18.1% false negativity were found.
Accordingly, for clinical examination of the neck, the specificity
was calculated to be 85.7% and the sensitivity was calculated to
be 46.6%. Of the 96 patients who were diagnosed in our clinic, 19
patients completed their treatment in other clinics. The treatment
and follow-up processes of these 19 patients were discussed via
telephone; thus, they were included in the study.

Statistical analysis

Data analysis was performed using SPSS for Windows 11.5 (Statisti-
cal Package for the Social Sciences ver. 10.0, SPSS Inc.; Chicago, II-
linois, USA). The statistical significance of the effects of categorical
factors on overall survival was evaluated using the log-rank test
and Kaplan-Meier survival analysis. For each variable, the 3 to
5-year and 10-year survival rates, the average survival time, and
95% confidence intervals for this period were calculated. The sta-
tistical significance of the effect of age on the overall survival rate
was assessed using univariate Cox proportional hazard regression
analysis. In addition, the age-related relative risk and 95% confi-
dence intervals were calculated.

To examine the effects of the variables that were found to have
an impact on overall survival as a result of univariate statistical
analysis and the effects of risk factors that were considered to be
clinically effective, multivariate forward elimination Cox propor-
tional hazard regression analysis was used. Variables identified as
p<0.10 in the univariate analysis were included in the multivariate
model as candidate risk factors.

For p<0.05, the results were considered statistically significant.
Written patient consent was obtained from patients who partici-
pated in this study.

Results

Of the patients, 53 were male (55.2%) and 43 were female (44.8%);
the male/female ratio was 1.2/1. The youngest patient was 19
years old and the eldest was 86 years old; the average age was
calculated to be 57.1. Eleven patients (11.5%) were under 40 years
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of age. Smoking, alcohol, dental prostheses, and poor oral hygiene
were identified as predisposing factors.

Preoperative biopsy results of 96 patients were reported as 87 SCCs
(90.6%), 3 adenoid cystic carcinomas (3.1%), 3 verrucous carcino-
mas (3.1%), 1 malignant epithelial tumor (1.1%), T mucinous cyst
(1.1%), and 1 marginal zone lymphoma (1.1%). We found that 19
patients received treatment and underwent follow-up procedures
at other clinics. Of those 19 patients, it was found that 16 patients
had SCGs, 1 had verrucous carcinoma, 1 had lymphoma, and 1
had adenoid cystic carcinoma. Seventy-seven patients underwent
operations in our clinic; the patients who did not undergo opera-
tions were referred to radiation and medical oncology clinics for RT
and/or chemotherapy (CT). In our clinic, partial glossectomy and
hemiglossectomy surgeries were performed on the patients. Of the
postoperative histopathological diagnoses, 67 were SCCs (87.0%), 3
were adenoid cystic carcinomas (3.9%), 1 was low-grade mucoepi-
dermoid carcinoma (1.3%), and 1 was verrucous carcinoma (1.3%).
While the preoperative diagnosis of five patients was reported to
be SCC, no tumor was observed in the remaining tissue after exci-
sion of the mass by excisional biopsy (6.5%). For the closure of
postoperative defects, the primary closure method was used in
most cases (n=47); however, in some cases, the repairs were con-
ducted with sternocleidomastoid muscle (n=3), pectoralis major
muscle flap (n=3), split thickness graft (n=22), or free flap (n=2).

After the tumor was removed perioperatively, cryosection pathol-
ogy from the surgical margins was studied, and negative surgical
margins were obtained. Postoperative histopathologic reports
showed that 7 patients (9.1%) had tumor continuity on the surgical
margins, 1 (1.3%) had a focus of carcinoma /n situ, and 3 (3.9%)
had dysplasia. Twelve patients (15.5%) were reported to have peri-
neural invasion, and 1 patient (1.2%) was reported to have lym-
phovascular invasion. These patients were transferred to radiation
oncology and medical oncology clinics upon consultation.

64 patients underwent neck dissection, 52 patients underwent ip-
silateral supraomohyoid dissection, 11 patients underwent bilat-
eral supraomohyoid dissection, and 1 patient underwent radical
neck dissection.

The patients were evaluated with the TNM staging system.

The numerical distribution and survival percentages based on the
stages of the patients are shown in Table 1.

The numerical distribution of the patients based on the T stage is
shown in Table 2.

The numerical distribution of the patients based on the N stage is
shown in Table 3.

Table 1. Numerical distribution and survival percentages of
the patients according to stage

Number of Total Number of Survival
cases (%) patients who died (%)
Stage 1 18 21.7 3 61.1
Stage 2 20 241 2 60.0
Stage 3 6 7.2 0 16.7
Stage 4 10 121 6 30.0
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Table 2. Numerical distribution of the patients according to T staging

Tx n (%) T1 n (%) T2 n (%)
Clinical staging 0 42 (43.8) 37 (38.5)
Radiological staging 3(3.1) 35(36.5) 39 (40.6)
Intraoperative staging 0 29 (35) 35 (42)
Pathological staging 5 (6) 28 (33.8) 38 (45.8)

n: number of patients; T: anatomical size

Table 3. Distribution of patients according to N staging

NO n (%) N1 n (%)
Clinical 67 (69.8) 14 (14.5)
Radiological 57 (59.3) 18 (18.8)
Intraoperative 45 (54.2) 19 (22.9)
Pathological 44 (68.8) 7(11)

n: number of patients; N: lymph node involvement

Table 4. Comparison of clinical N stage with pathological N stage

Pathological NO Pathological N+ Total
Clinical NO 36 8 44
Clinical N+ 6 7 13

N: lymph node involvement

T3 n (%) T4 n (%) Unknown n (%) Total n (%)
6(6.2) 1(1.1) 10 (10.4) 96 (100)
6(6.2) 2(2.1) 11 (11.5) 96 (100)
6(7.3) 2(2.4) 11(13.3) 83 (100)
4(4.8) 1(1.2) 7 (8.4) 83 (100)

N2 n (%) N3 n (%) Unknown n (%) Total n (%)
4(42) 1(1.1) 10 (10.4) 96 (100)
7(7.3) 3(33.2) 11(11.4) 96 (100)
8(9.7) 101.2) 10 (12) 83 (100)
6(9.3) 34.7) 4(6.2) 64 (100)

Table 5. Localization of recurrence

Number of cases Total %
Tongue 10 37.0
Neck 7 26.0
Tongue and neck 10 37.0
Total 27 100.0

Table 6. Assessment of the effects of demographic and clinical characteristics on overall survival using univariate Kaplan-Meier survival analysis

Survival rate %

Variable 3-year 5-year 10-year
Gender

Male (n=49) 78.0 73.1 50.9
Female (n=34) 96.7 85.6 64.2
History of smoking

Non-smoker (n=30) 96.3 83.5 60.1
Quit (n=11) 80.8 80.8 0.0
Smoker (n=28) 733 73.3 U
History of alcohol consumption

No (n=35) 90.6 85.5 69.5
Yes (n=13) 67.3 67.3 U
Recurrence

No (n=53) 91.9 83.9 78.9
Yes (n=27) 70.4 62.5 29.2
General 85.3 78.0 56.0

n: number of patients; Cl: confidence interval; U: uncalculated

The numbers of patients classified with clinical NO, N+ and patho-
logical NO, N+ are shown in Table 4.

With regard to differentiation, 43.3% of patients with NO were
moderately differentiated, 20.9% were well differentiated, and
2.9% were less differentiated.

Among the patients who underwent glossectomy and neck dissec-
tion, the relapse rate was found to be 36.3%. The earliest metasta-

Average life expectancy (%95 GA) Log-rank p
1.1 0.293
102.5 (82.9-122.0)
105.9 (86.5-125.3)
0.79 0.675
111.3 (86.0~136.6)
92.9 (62.1-124.0)
85.8 (68.4-103.1)
1.84 0.175
116.4 (95.7-137.2)
79.5 (49.0-109.9)
7.55 0.006

123.3 (107.8-138.8)
76.4 (53.6-99.2)
107.6 (92.5-122.7) - -

sis in the tongue and neck occurred after 2 months, and the latest
metastasis occurred 10 years later (Table 5). Tumor excision and
neck dissection revision surgeries were performed as relapse treat-
ments. The patients were given RT in consultation with radiation
oncology.

When the multiple primary tumors (second primary tumors) of
our patients who were diagnosed with tongue cancer were investi-
gated, it was found that one patient had a simultaneous primary
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Table 7. Assessment of the effects of demographic and clinical characteristics on overall survival using univariate Kaplan-Meier
survival analysis, continued

Survival rate %

Variable 3-year 5-year 10-year Average life expectancy (95% GA) Log-rank p
Differentiation 4.50 0.105
Less (n=1) 100.0 100.0 U U

Moderate (n=11) 72.7 48.5 48.5 87.0 (49.7-124.3)

Well (n=30) 92.6 86.0 86.0 111.6 (96.2-127.0)

Neck dissection 0.01 0.913
No (n=23) 81.0 69.4 69.4 82.8 (65.3-100.4)

Yes (n=59) 86.9 80.8 52.0 106.1 (88.3-123.9)

LAP 13.11 0.0003
No (n=42) 95.2 87.1 55.1 115.3 (96.3-134.4)

Yes (n=13) 45.4 U U 28.2 (15.2-41.2)

Surgery margin 3.51 0.061
No (n=58) 88.2 81.9 58.2 113.5 (95.5-131.5)

Yes (n=9) 58.3 58.3 U 63.2 (29.0-97.4)

n: number of patients; Cl: confidence interval; U: uncalculated; LAP: lymphadenopathy

Table 8. Assessment of the effects of clinical T and N stages on overall survival using univariate Kaplan-Meier survival
analysis

Survival rate %

Variable 3-year 5-year 10-year Average life expectancy (95% Cl) Log-Rank p
Clinical T stage 39.81 <0.001
T1 (n=37) 90.9 80.5 80.5 123.1 (104.6-141.6)

T2 (n=31) 89.2 89.2 0] 89.2 (71.5-106.8)

T3 (n=6) 62.5 62.5 0.0 73.8 (20.3-127.3)

T4 (n=1) 0.0 : = 5.0 (5.0-5.0)

Clinical N stage 39.00 <0.001
NO (n=59) 88.8 85.4 77.6 122.7 (107.5-137.9)

N1 (n=12) 88.9 76.2 50.8 86.2 (51.8-120.6)

N2 (n=3) U y y 5.7 (3.7-7.6)

N3 (n=1) 100.0 100.0 0.0 113.0 (113.0-113.0)

n: number of patients; Cl: confidence interval; U: uncalculated; T: anatomical size; N: lymph node involvement

Table 9. Assessment of the effects of pathological T and N stages on on overall survival using univariate Kaplan-Meier survival
analysis

Survival rate %

Variable 3-year 5-year 10-year Average life expectancy (95% Cl) Log-Rank p
Pathological T stage 15.65 0.003
Tx (n=4) 100.0 100.0 100.0 U

T1 (n=26) 95.6 80.3 68.8 116.9 (92.3-141.5)

T2 (n=32) 88.7 88.7 U 96.4 (81.5-111.4)

T3 (n=4) 50.0 50.0 0.0 59.5 (0.0-123.7)

T4 (n=1) 0.0 . . 11.0 (11.0-11.0)

Pathological N stage 14.32 0.002
NO (n=40) 97.5 88.8 74.9 123.7 (106.3-141.2)

N1 (n=6) 75.0 U U 38.7 (23.0-54.4)

N2 (n=6) 50.0 U U 30.5 (11.4-49.6)

N3 (n=3) 333 333 0.0 41.7 (0.0-111.6)

n: number of patients; Cl: confidence interval; U: uncalculated; T: anatomical size; N: lymph node involvement
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Table 10. Assessment of the effects of all possible risk factors
that are considered to have an impact on overall survival
according to multivariate prospective eliminated Cox
proportional hazard regression analysis

Variable Relative risk  95% confidence interval Wald p
Lower limit Upper limit

LAP 8.876 2.083 37.819 8.716  0.003

Recurrence 4.754 1.493 15.138 6.960 0.008

LAP: lymphadenopathy

tumor (simultaneously detected tumor) in the larynx, and one pa-
tient had a simultaneously detected primary tumor in the palate
region. One patient had metachronous primary tumors (tumors
detected later than six months) in the buccal mucosa and in the
palate region, one in the lower lip, one in the retromolar region,
one in the soft palate, one in the larynx, and one in the lung. In
total, multiple primary tumors were seen in 8 patients, and the
incidence of multiple primary tumors was calculated to be 8.3%.

During distant metastasis screening, it was detected that three pa-
tients underwent treatment for skin permeation metastasis, three
patients for lung metastasis, one patient for bone and lung metas-
tasis, one for brain metastasis, and one for liver metastasis.

In accordance with the data gathered from the files that was suit-
able for statistical analysis, the demographic information of the
patients and the effects of their clinical characteristics on both
their survival rates and average life expectancies are also summa-
rized in Tables 6-9.

When this data was evaluated by Kaplan-Meier analysis, in cases
where cancer relapse occurred, it was determined that the 3, 5,
and 10-year survival rates and average life expectancy were sig-
nificantly lower and were statistically significantly different from
those of patients who did not experience relapse (p<0.05).

In neck dissection, it was determined that the 3, 5, and 10-year
survival rates and average life expectancy of lymphadenopathy
(LAP)-positive patients were statistically significantly lower than
those of LAP-negative patients (p<0.05).

When TNM staging was examined, as the clinical and pathological
T-N stages increased, the 3, 5, and 10-year survival rates showed
statistically significant decreases (p<0.05).

In Table 10, considering the effects of multiple variables of all risk
factors, it was shown that the negative effects of relapse and LAP
positivity on survival were statistically significant (p<0.05).

Discussion

Tongue cancer is more common among males in the fifth and
sixth decades of life. Recent studies conducted on patients under
the age of 40 have shown an increased incidence of oral cavity
and tongue cancers (4). In line with the literature, male patients in
their fifth and sixth decades formed the majority in our study as
well. Because a reliable epidemiological study has not been con-
ducted in our country, it is not possible to present clear informa-
tion in this regard. However, the proportion of patients under the
age of 40 (11.5%) which was determined in our study supports the

fact that the risk of tongue cancer among younger patients has
significantly increased.

Although smoking and alcohol consumption are frequently cited
etiologic factors for tongue cancer, inappropriate dental prosthe-
ses are also a significant factor. In our clinic, of the 67 patients
diagnosed with SCC, it was found that 16 patients (23.9%) had den-
tal prostheses; 9 of these patients (56.3%) were non-smokers and
did not consume alcohol. Although it is not possible to perform a
clear evaluation due to a lack of sufficient data, it was found that
improper dental prostheses and poor oral hygiene are also factors
for tongue cancer.

In the literature, it is reported that more than 90% of oral cavity
and tongue malignancy cases are located in the squamous epi-
thelium; 10% occur in minor salivary gland cells, and only a small
portion are rarer tumors such as lymphoma and sarcoma (7). The
postoperative histopathologic diagnosis of our patients was 87%
(n=67) SCC, while 13% (n=10) were identified as other types of
cancer; this is consistent with the literature.

The degree of tumor differentiation in tongue cancer has a sig-
nificant impact on prognosis and survival. Tumor differentiation is
expressed by similarity to the tissue of origin. Tumors are grouped
as well differentiated (grade 1), moderately differentiated (grade
2), less differentiated (grade 3), and anaplastic or undifferentiated
(grade 4). In a study conducted on this subject, it was reported
that as differentiation decreases, negative effects are observed on
survival rate, lymph node metastasis, and prognosis (8). In a study
conducted in our country on 50 patients, 70% well-differentiated,
26% moderately differentiated, and 4% less-differentiated patients
were reported; when their average survival rates were compared,
the results were not found to be statistically significant (9). In
another study conducted in our country, it was reported that as
tumor differentiation increases, life expectancy decreases; no sig-
nificant difference was shown between well-differentiated tumors
and moderately and less-differentiated tumors (10). Our study also
supports that as differentiation decreases, the average life expec-
tancy of patients decreases.

After tongue SCC resection, the presence of perineural invasion
(PNI) and deep locoregional invasion metastasis, tumor positiv-
ity at the surgical margins, and close surgical margins are poor
prognostic factors (11). Tongue cancers are tumors that frequently
show recurrence within the first year. The presence of tumor tissue
at the surgical margin after glossectomy increases the chance of
relapse (12). In a retrospective study on 192 patients conducted by
Wong et al. (13), positive surgical margins were reported to be asso-
ciated with local recurrence; 12% of patients were reported to have
positive surgical margins, and 55.7% were reported to have close
surgical margins (1-5 mm). In our postoperative histopathology
reports, it was reported that 7 (9.1%) of our patients had surgical
margin positivity, 1 patient (1.3%) had carcinoma /n situ at the sur-
gical margin, and 1 patient (1.3%) had dysplasia. Of those patients,
six received postoperative RTZCT, and one patient had relapse
after receiving combination therapy. In a study on recurrence, it
was reported that the total recurrence was 27%—40%; recurrence in
the primary tumor zone was 9%—24%, recurrence in the neck was
9%—16%, and the average recurrence time was determined to be
11.5 months (14). According to the study conducted in our clinic,
locoregional recurrence cases were detected after 2 months at the



earliest and after 10 years at the latest; 37% of recurrence was in
the tongue, 26% was in the neck, and 37% was in the in tongue
and neck. After recurrence was detected, tumor resection and neck
dissection were performed; patients were referred to medical and
radiation oncology departments for postoperative RTCT.

TNM classification is used in planning treatment, determining
prognosis, and assessing treatment outcomes. Anatomical size is
classified with (T), lymph node involvement with (N), and distant
metastasis with (M). Advanced stage is a poor prognostic factor.
An increase in the N stage has an even more significant impact
on prognosis. In addition to the presence of lymph node metas-
tases, histopathological parameters such as tumor differentiation,
depth of invasion, tumor thickness, and presence of perineural
invasion should also be evaluated (15, 16). In a study conducted
by Yilmaz et al. (10), the 3-year disease-free survival rate for T1-2
tumors was reported as 78.8%, and that for T3-4 tumors was 54.5%.
In yet another study in our country, disease-free survival rates were
reported as 18% for early stage tumors and 15% for advanced stage
tumors (17). Our study comprised mostly stage 2 patients, with a
survival rate of 24.1%. The highest survival rate, in stage 1 patients,
was 61.1%, however, in stage 4, this rate decreased to 30.0%. These
findings are consistent with the literature.

Yilmaz et al. (10) detected 65.2% NO in T1-T2 stage patients and
27.3% NO in stage T3-T4 patients. In our study, the NO rate in T1-T2
stage patients was determined to be 83.5%. In advanced stage T3-
T4 patients, the NO rate was 42.9%. It was reported that T1 stage
patients had no neck metastases. As the stage advanced, the rate
of metastasis increased; 7.1% of stage 2 patients, 28.7% of stage 3
patients, and 57.2% of stage 4 patients experienced metastases.
Consistent with the literature, these results supported that NO rates
in the T1 and T2 stages were higher than in advanced stage tu-
mors.

It is known that positive lymph nodes in the neck significantly re-
duce survival. In a study conducted by Capote et al. (18), it was
reported that both the 5-year local control and survival rates were
higher in patients who underwent elective neck dissection com-
pared to those who did not (71.2%). In the study, it was clear that
due to neck metastases in approximately 40% of stage 1 and 2
tongue cancer patients, elective neck dissection is considered to be
preferable to the wait and see approach (19).

In a study conducted in our country, it was determined that the
false negativity rate in intraoperative N staging was 29.3%, and the
false positivity rate was 48.8%. The intraoperative N staging sensi-
tivity was determined to be 76.5%, and the specificity was 51.2%;
furthermore, it was claimed that all preoperatively performed
examinations failed to completely exclude lymph node metasta-
ses, and elective neck dissection was recommended even in early
stage patients (20, 21). Also, in the study conducted by Yilmaz et al.
(10), 65.9% of patients were reported as clinically NO, 55.7% were
pathologically NO, and 44.3% were pathologically N+. When these
results are analyzed together, it is clear that elective neck dissec-
tion is superior to the “wait and see” approach.

In our clinic, out of 67 N0 patients, glossectomy and elective neck
dissection were performed simultaneously on 45 patients, and 22
patients only underwent glossectomy. It was reported that due to
relapse in the primary zone, lymph nodes in the neck, or distant
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metastasis, 9 (20%) of 45 patients who underwent tumor resection
and neck dissection simultaneously received a second treatment;
of the remaining 22 patients, 8 (36.3%) patients received a second
treatment. It was found that in the first year of our clinic, the wait
and see approach for NO neck patients were preferred; however, in
literature reports worldwide, when occult metastasis, recurrence
rates, and tumor approaches are considered, simultaneously per-
formed tumor resection and elective neck dissection are currently
recommended.

The extent of metastatic disease is another prognostic factor (22).
It was determined that the disease-free survival period decreased
by 27% in the presence of single lymph node metastasis, by 74%
in the presence of three or more lymph node metastases, and by
83% in the presence of extracapsular invasion. Furthermore, it is
believed that when preparing a treatment plan for tongue can-
cer patients and determining which patients require more radical
treatment, in addition to the TNM stage, a detailed evaluation of
histopathological parameters may contribute to the prolongation
of the disease-free survival period (23). In our study, the rate of
one single lymph node metastasis case was 9.4%, the rate of two
metastatic lymph node cases was 7.8% with a bilaterality rate of
3.2%, and the rate of 3 metastatic lymph node cases was 1.6%;
consistent with the literature, as the number of metastatic lymph
nodes increased, the survival rate was found to decrease.

In their study, Hicks et al. (14) reported the incidence of distant
metastases as 4% and the average metastasis period as 3-127
months. The metastases of lung, bone, brain, liver, and skin per-
meation were diagnosed within approximately one year. In one
study, due to the high risk of recurrence, distant metastasis, and
second primary tumor, it is emphasized that patients should be
followed for at least five years (24).

To study the postoperative follow-up of the patients, the files of 96
patients were screened retrospectively; the patients for whom file
searches could not be completed were contacted by telephone.
According to data that we obtained in 2013, 43 patients were still
alive, and 18 patients had passed away. Thirty-five patients could
not be reached.

Of 84 patients who came to the follow-up sessions, the shortest
follow-up period was 2 months, and the longest follow-up period
was 146 months. The average follow-up period of these patients
was found to be 39.4 months.

Conclusion

To determine the prognosis and survival of tongue cancer cases,
tumor stage, histological grade, growth pattern, the presence of
lymph node metastasis in the neck, the presence of distant me-
tastasis, and the presence of secondary primary tumor are impor-
tant factors. Because the presence of these factors indicates poor
prognosis, early stage diagnosis improves disease-free survival in
tongue cancer cases.

Ethics Committee Approval: Ethics committee approval was not received
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