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Is Detection of Oral and Oropharyngeal
Squamous Cancer by a Dental Health
Care Provider Associated With a Lower
Stage at Diagnosis?

Jon D Hobmes, DMD, MD* Eric . Ddevks, DMD, M §
Lewids 1 Hogpeer, MDD, POD.2 and Brice B Potter, DMD, MO

Purpose: Stage at diggnosis is the most important prognostic indictor for oral and orophanmgeal squamous
cell cancers (5CCs). Unformunarely, approximarehy 30% of these cancers are identified late (stage T or IV). We
sef out o examinationine the detection pattemns of ol and orophanyngeal SCCs and 1o determine whether
detection of these cancers by various health care providers was associated with a lower stage,

Patients and Methods: Data were gathered on 51 patients with newly diagnosed ol or oropharvi-
geal SCC through parient interview and chart audit. In addition to demographic dita, specilic inquiry was
made regarding the circumstanees surrounding the identification of the lesion, The main ourcome
MEesure was lmor stage grouping based on detection source

Results: Health care providers detecting oral and oropharyngeal SCCs during non-symprom-driven
(screening) examinations were dentists, hvgienists, oral and maxillofacial surgeons, and, in 1 case, a
denturist. All lesions detected by physicians occurred during a svmprom-driven examination. Lesions
detected during a non-symptlom-driven examination were of a statistically significant lower avenige
clinical and pathologic stage (1.7 and 1.6, respectively) than lesions detected during @ syvmplom-directed
examination (2.0 and 2.3, respectively). Addidonally, a denl office is the most likely source of detection
of a lesion during a screening exumination (Fisher exact west. £ = 0000), Overall, paticnis referred from
i dental olfice were of significantly lower stage than those referred from i medical office. Finally, paticnts
whao initially saw a regional specialist (dentise, orul and maxillofacil surgeon, or otolryngologist) with
symptoms related to their lesion were more likely to have appropriate eatment initiated than those whe
iitially sought care [rom their primary care provider

Conclusion: Owverall, dercction of oral and oropharyngeal SCCs during a non-symptom-driven exami-
nation is associated with a lower stage at diangnosis, and this is most likely 1o occur ina deartal office, A
regional specialist was more likelv than o primary care provider to detect an aral or oropharyngeal SCC
and initiate the appropriate weaiment during the fivst visit for svmproms relared o the lesion.
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Oral and oropharyngeal squamous cell carcinomas
daccount for 4% of cancers in men and 2% of cancers
in women, and stage ar diagnosis remains the most
impertant prognostic indicator.'? Unfortunarely, al-
mast half of these cancers are dingnosed late (stage 111
or IV), with S-vear survival rutes ranging from 200 (o
50% depending on site. This is in contrast o the
prognesis of patients treated at an carly stage (stage 1
or stage [ whose S-year survival ranges from G0% 1o
80%. Y Regional node status has been shown to be the
single most important independent predictor of sur-
vival in ol and oropharvngeal squamouns cancers.™
Size has also been shown to have prognosdc signili-
ciance,”

Regardless of advances in diagnosis and treatment
curing the past 40 years, the overall S-year survival for
oral and oropharyngeal squamous cancers has only
slightly improved and remains around 50%.24 Early
detection remains the single most important factor in
fvorable outcome for these cancers,” vet only 14% of
LS adults reported ever having an orl cancer exame-
imation, and of these only 7% who were 40 years of
age or older had the examination during the past
year.™ For sccondary prevention to be successful,
ol and oropharyngeal squamous cancers must be
detected and treated ar an eardy siage.

Screenine is defined as the search for disease in
cither a person who does not have symptoms or 3
person that does not recognize the symptoms as be-
ing related ta g disease. Detection is defined as finding
the disease in an asymplomitic or sympromatic pa-
tiene, -1 The American Cancer Society recommends
sCreening asymptomatic patients for cancers of the
head and neck, including oral cancers, every 3 vears
berween the ages of 200 and 40 and vearly after age 40,
The US Preventive Services Task Force has recom-
mended that an examination for cancerous and pre-
cancerons lesions of the oral cavity be included in the
periodic health examination of persons with expo-
sure 1o tobacco and excessive amounts of alcohal,
particularly geratric paticnts ' Screening a high
risk. asvmpromatic population has been shown to
result in earlier detection of oral cancers. '™ Commu-
niry practices vary widely, however, and in a recent
survey amly 18% of physicians provided oral cuncer
examinations on 50% or more of their patients. '

Recently, Epstein et al'”™ showed that detection of
cutaneous melinoma by a physiciain was associated
with a thinner lesion and therefore a lower stage at
dingnosis.

In this study, we examined the patterns of detee-
tion associated with oral and oropharyngeal sgua-
mous cancers and determined whether detection of
these cancers by various health care providers was
associnted with a lower stage ar diagnosis,

DETECTION OF QRAL AND OROPHARYNGEAL CANCER

Methods

Data were collected through paticnt interview and
chart audit on 51 consecutive patients with newly
diagnosed oral or oropharyngeal squamous cancers,
In an effort to maintain & more homogenceous popu-
Lation, only patients with squamous cell cancers of
the oral cavity or oropharynx were included. Patients
with second primaries or recurrences were excluded
because these paticnts were more likely o be under
follosw-up or increased surveillance, Additionally, pa-
tienes with lesions discovered during the cvaluation of
a neck nuass were excluded.

The main outcome variable of this study was temor
stage at diagnosis. Additionally, svmptome-driven ver
sus non-symptom-driven detection was eviluated,

Patients were interviewed and specific inguiry wis
nde regarding the circumstances surrounding the
identification of their cancer, Specifically, patients
were asked who first detected a lesion and whether it
WS sympromatic ar that time. Becaose paticns fre-
quently recall symproms alter a lesion is brought o
their attention, notation was also made as to whether
the lesion was identified during a routine oflice visit
(nop-symptom-driven  detection) or during an ap-
pointment made [or symptoms related o the lesion
csymprom-driven detectiony Additional information
relating to the tme between onset of symptoms and
presengation and the ime between presentation and
biopsy was gathered. Patient defeay was defined as the
time from the paticnt’s first awareness of symptom or
sign 1o the frst consultation with a health care pro-
fessional, and professional defay was defined as the
time from [irst consultation with a health care pro-
vider to biopsy,™ Also, time from the first identifica-
tion of a lesion to biopsy was recorded, In addition 1o
routine demegraphic data, patients were also inter
viewed on personal characteristics, including age,
smoking history, alcohol wse. and fumily history of
head and neck cancers.

All information gathered during the interview was
crossreferenced with the information contained in
the patients initial history and physical examination,
which was performed by a separate physician,

Clinical staging was performed on all patients by
the same examiner. Pathologic staging was available
on 40 patients who underwent surgery withiour neo-
adjunctive chemotherapy or radiation therapy, Can-
cers were stiged clinically using the TMN staging
system based on the guidelines of the American Joint
Commitiee on Cancer. '™ Pathologic staging was done
on patients treated mdtially with surgery, Independent
parameters such as lesion size and node status were
s examined, In addition, groupings of carly smage
cstiage 1 and [T and late stage (stage [T and TV} were
compared. Categorical variables were compared us-
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ing the Fisher exact test, and means were compared
using @ § test.

Results

Aol of 51 patients with sguamous cancer of the
oral cavity (n = 306) and oropharynx (n = 13) were
analyzed, including 28 men (S6%y and 23 women
(44%), The mean age of the study population was 62,2
years (range, 29 o 88 years), Seventy-six percent of
patients had a smoking history, and 67% admitted to
occasional or heavy use of alcohol. Three patients had
a family history of squamous cancer of the mouth or
throat. Twenty percent of patients were completely
edentulous.

Sixty-three percent of patients presented with early
clinical and pathologic stage (1 or 11 disease, The
average clinical size of the lesions was 2.7 cm (51, 1.2
cm), and the average pathologic size was 2.1 cm (5D,
1.3 em). The average clinical stage al diggnosis was
23 (5D, 1.1, and the average pathologic stage was
2.15(5D, 1.3).

Health care providers who detected  lesions in-
cluded primary care physicians, general dentists, hy-
gienists, otolaryngologists, oral and maxillofacial sur
geons, and, in 1 case, a denturist

NOMN-SYMPTOM-DRIVER VERSUS SYMPTOMDRIVEM
DETECTION

Detection of a lesion during an office visit for an
unrclited reason or routine ofice visit (mon-symp-
tom-driven detectiony eccurred in 18 cases, Derection
during these non-symptom-driven cxaminations took
place in dental offices (tn = 133, a denturist’s oflice
(n = 13, and in oral and maxillofcial surgeons’ offices
m = 2} (Fig 1. Two patients who had their lesions
discovered in a dental office during routine appoint-
ments had previously sought ciare form their primary
care providers with svmproms related w their lesions
without detection, Detection during an appointment
made by the patent for svmproms related o the
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lesion (symprom-driven detection) occurred in 33
cises, Detection during these symptom-driven exani-
inations took place in dental offices (n = 18), primary
care offices (n = 7), oral and maxillofacial surgeons’
offices (n = 4, and otolanyngologists” offices (n = 4),
Detection of a lesion during a non-symprom-driven
eximination was  associated with a  significantly
smaller lesion clinically (2,25 513, 1.1 em) and lower
clinical stage (average, 1.7; 5D, 1.0Y than a lesion
detected during o symplom-directed  examination
(3.0, 50, 1.2 cm, and 2.6; 51, 1, respectively) (f =
=22, 47df, P= W33and t = —2.8, 49 df F= 007
Pathologic stige wis also lower in those patients with
lesions dewected during a routine office visit as ope
posed to during a sympiom-driven examinations (1.0;
S, 1.2, and 2.5; 512, 1.3, respectively) (f = —2.4, 38
df, P = 02 (Fig 2). Dillerences in pathologic size
were not statistically significant,

OF 32 lesions detected in general dentists” offices,
15 (474 were discovered during 1 non-sympom-
driven visit and 13 ¢ patients could not recall any
symploms even after the lesion was brought w their
attention, Lesions discovered during non-symplom-
driven visits to g dentd office had an average climical
stage of 2.0 (SD, 1.0 and an average pathologic stage
of 1.9 (58D, 1.2.). Seven lesions were discovered in
general medical offices; all were detected during
symptom-driven appomtments, and this wias associ-
ated with a higher average clinical siage (3.00; 50
0,82y and pathologic sage (3.2% 50, 0.96). There
were no asvmpiomatic ol or oropharvngeal SCCs
detected at o physician's office, and none were dis-
covered during a routine medical office visit.

FROM WHOM DID THE SYMPTOMATIC PATIEMNT
SEEK CARE?

Thirty-three patients sought care for symptoms re-
lared to their lesion (Fig 33 Initially, 19 of these
patients sought care [rom a regional specialist (den-
tist, oral and maxillofacial surgeon, or otolaryngolos
gist); of these 19 paticnis scen initially by a regional
specialist, 18 patients (95%) had their symploms re-
lated 1o a possible malignancy, a biopsy performed, or
referral for further workup made (Fig 4), Fourteen
symplomarice patients sought care from their primary
care physician. OF these T4 patients, 7 050%) had their
symptoms related w0 o possible malignancy and a
referral was made for further workup (Fig 5.
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REFERRAL SOURCE

Overall, the average clinical stage of an oral or
arophanmgeal cancers referred for treatment from
dental office was 194 (5D, 1.05), and the average
clinical stage referred from a physician office was 3.00
(513, (1.82%, The average pathologic stages were 1,72
(50, 119 and 3.25 (5D, (0.96), respectively (Fig 6)
Patients referred from dental offices had early siage
(stage 1 or 1D disease in 79% of cases. In contrast, only
28% of patients referred from primany care physician
offices were early stage (Fig 7). Overall, dentists and
dental hygienists detected and referred smaller oral
and oropharvngenl squamons cancers that were at o
loweer clinical and puthologic stge than physicians,
ol and maxillofacial surgeons, ear/mose/tUnoal spe-
cialists, and denturists (Fig #). Detection in @ dental
office was also associatcd with a higher likelihood of
nor cervical metastases at dingnosis (Fisher exact lest,
P = 0067).

SIZE AMD SITE OF PRIMARY

Site (onul versus oropharyngeal) was clearly associ-
ated with tumaor stage when all sources of detection
were poaled together. The mean pathologic stage
from oral sites was 1.9 (50, 1.2), and this was statis-
Heally distinguishable from the mean of 2.9 (5D, 1.4)
found for aropharyngeal sites (f = =235, 38 4df, P =
Aoy, Clindeal stages were also distinguishable, Oral
sites had a mean clinical stage of 200 (503, 0.98) and
oropharyngeal primaries had a mean clinical stage ol
2.7 (50 1.2), These were statistically distinguishable
(= =37, 49 df, P = 006 Tumaor size, however,
wis not statistically distinguishable by site.
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DELAY IN DIAGNOSIS

Cruestions regarding symptoms and symptom onset
varied widely, Data on parient delay were available on
42 paticnts with an average of 4.8 months (range, (0.5
to 36 months). Data on professional delay were avail-
able on 49 patients with an average of 2.2 weeks
(range, 1 day o 5 months),

Discussion

We examined dercction patterns of oral and oro-
pharyngeal squamous cancers o determine whether
derection by various health carve providers was asso-
ciated with smaller umors and lower stage. Demo
graphics for the studicd population At the standard
risk profile for head and neck cancer. Asvmpromatic
cancers were more likely 1o be detected in a dental
affice, and o dental care provider was more likely to
detect a lesion during o routine appointment than i
medical provider, Both of these situations were 1sso-
clated with smaller lesions and a lower stage at ding-
nosis. In addition, we found that symptometic pa-
tients were more likely o have their svmproms
related to a possible malignancy if they saw a regional
specialist initially.
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Cral and oropharynge) SOqumous cancers are ame-
nable to early detection because of identifiable risk
factors, detectuble preclinical (asvimpromatic) phase,
and accessible examination. It has been suggested
thit carly detection is hampered by a failure to focus
on high-risk groups® Guggenheimer el al® pro-
posed 3 reasons for delay in diagnosis of ol cancer:
patients atr risk do notr avail themselves of examina-
tion, oral cxaminutions are not being performed, or
the lesions are overlocked. They suggested that the
medical care provider was more likelv to encounter
the patient ar risk than the dentist becanse of coex:
isting medical conditions: This lnding was supported
by studies that showed that patients au risk for oral or
oropharyngeal cancers, such as those who use to
bacco and alcohol, are 4 to 6 times more likely o seek
physician services than dental services =5 For these
reasons, Gugeenheimer ¢f al concluded, "The medical
practitioner becomes the most likely resource for
accomplishing ol cancer sereening and contriluting
to its earlier detection.™ Yet 47% of physicians he-
lieved that their knowledge about oral cancer was not
current, and only 18% of physicians provided oral
cancer examinations on 530% or more of their pa
tients. ' The lindings of the current study also suggest
that work remains 1o be done in educating prinury
care physicians about oral and oropharyngeal can-
cers, Meskin sugpested dentists develop educational
mupteriil o assist physicians in conducting ol cancer
exiaminatoninations, '

T date, no randimized trial has shoswn that screen-
ing results in differences on morality, bot evidence
exists that identification of smaller lesions allows less
ageressive and debilitating treatments, There is also
indirect evidence exists thut screening results inim-
proved survival Y

In the current smudy, dentists {exclhuding dengal
specialists) conributed to the dingnosis in 32 (6G5%)
patients, and wmaost half (o = 15} of these patients

289

had their cancer detccred during a routine dental
office visit, This is in contrast o previous studies,
which have found that denuses conuribute 1o the di-
agnosis ol oral cancer 40% of the rime but this oc-
curred only after some oral symproms developed. =24
Assuming that edentulous patients are less likely (o
visila dentist, this discrepancy could be related 1o the
lower rate of edentulism in the current study {20%)
compared with previous studies (59%34 Also, the
study population was drawn [fom the practice of 2
surgeons who have training in oral and maxillofacial
surgery as well as otolarvngology. This unigue back-
around may lead to an increased proportion of refer-
rils from dentists and dental specialists,

In an editorial directed at dentists, Hayes Martin
suggested, “1f the possibility af 2 serious discase is
redlized at the first visit, the major difficulty bas been
overcome and the problem is well on its way to being
solved. . .if the individual dentist or physician who
first sees a patient with mouth cancer has a sound
basic knowledge of this disease and suspects a ding-
nosis, ™% Previous studies found thar 409 ro 43% of
patients seek care from dentists with symptoms re-
Futed t0 their oral or orophanynges] cancer 220 Ko-
witlski et al® also sugeested that symptomatic pa-
tents were more likely o see physicians, In the
current study, 43% of svmptomatic paticnts sought
care from a general dentise, and 42% sought care [rom
their primary cure physician. OFf the remaining pa-
uents who sought relief from some sympiom related
to their cancer, 5 sought care from a surgical special-
ist (oral and maxillofacial surgeon or otolarvngolo-
gist). Sympronulic patients who saw a regional spe-
cialist (dentist, oral and maxillofacial surgeon, or
otolanyngologisty first were muoch more likely 1o have
their problem identified at the inital appointment,
Uhe patient was treated sympromatically by his den-
rist for a week before biopsy. This is in contrist o
older studies by Guggenheimer ¢t al,”* who lound
that delay by dentists was almost as common as phy-
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Chwerall, the average clinical stage of an o] or
oropharyngeal cancers referred lor treatment from a
dental office was 1,94 (5D, 1.05), and the average
clinical stage referred from a physician office was 3.00
(502, 0.82). The average pathologic stages were 1,72
(5D, 119 and 3.25 (5D, 0.96), respectively (Fig ).
Patients referred from dental offices had carly stage
istage | or 1) discase in 79% of cases. In contrast, only
285, of patients referred from primary care plivsician
oflices were early stage (Fig 7). Owverall, dentists and
dental hygienists detected and referred smaller oral
and oropharnyngenl squamouos cancers that were a1 o
lower clinical and pathologic stage than physicians,
oral and maxillofacial surgeons, ear/nose/throat spe-
cialists, and denturists (Fig 8). Detection in a dental
office was also associated with a higher likelihood of
no cervical metastases at diagnosis (Fisher exact test,
P o= 0067)

SIZE AND SITE OF PRIMARY

Site foral versus oropharvhgeal) was clearly associ-
ated with tumor stage when all sources of detection
woere pooled wegether, The mean pathologic stage
from oral sites was 1.9 (5D, 1.2), and this was staris-
tically distinguishable from the mean of 2.9 (5D, 1.4)
found for orophanyngeal sites (8 = —23 38 df P =
19, Clinical stages were also distinguishable, Osal
sites had a mean clinical stage of 2.00 (5D, 0.98) and
oropharvngeal primaries had a mean clinical stage of
27 (813, 1.2} These were statistically distinguishuble
(= =37, 49 df, P = .0006). Tumor size, however,
wils not statistically distinguishable by site.
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DELAY IM DIAGMNOSIS

Cuestions regarding sympoms and symplom onset
varied widely. Data on patient delay were available on
42 patients with an average of 4.8 months (range, (1.5
tor 36 months)y, Data on professional delay were avail-
able on 49 patients with an average of 2.2 weeks
(range, 1 day w5 months),

Discussion

We examined detection parterns of oral and oro-
pharyngeal squamous cancers o determine whether
detection by various health care providers wias asso-
ciated with smaller tumors and [ower stage. Demo-
graphics for the studicd population fit the standard
risk profile for head and neck cancer. Asvmplomatic
cancers were more likely o be detected in a denral
olfice, and a dental care provider was more likely 1o
detect a lesion during a routine appointment than a
medical provider. Both of these situations were asso-
ciated with smaller lesions and a lower stage at diag-
nosis. In addition, we found that symptomatic pa-
ticnts were more likely to have their symptoms
refated o a possible malignuney if they saw a regional
specialist initially,
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Oral and oropharyngeal SqUamons cancors are ame-
nable to carly detection because of identifinble risk
factors, detectable preclinical (asympromatic) plhase,
and accessible examination. It has been suggested
thar early detection is hampered by a failure o focus
on high-risk groups* Guggenheimer et al®™ pro-
posed 3 reasons o debiy in dimgnoesis of oml cancer:
patients a risk do not avail themselves of examina-
tion, oral examinations are not being performed, or
the lesions are overlooked. They suggested that the
medical care provider was more likely to encounter
the patient at risk than the dentist because of coex-
isting medical conditions, This inding was supported
by studies that showed that putients at risk Tor oral or
cropharvngeal cancers, such as those who use to-
bacco and alcohol, are 4 to G times more likely 1o scek
physician services than dental services *122 For these
ressons, Gueeenheimer et dl concluded, “The medical
practitioner becomes the most likelv resource for
accomplishing oral cancer screcning and contributing
to its earlier detection.™™ Yet 47% of physicians be-
eved that their knowledge about oral cancer was not
current, and only 18% of phyvsicians provided oral
cancer examinations on 30% or more of their pa-
tients. ' The findings of the current study also sugeest
that work remmins to be done in educating primary
care physicians about oral and oropharyngeal can-
cers. Meskin suggested dentists develop educational
muterial to assist physicians in conducting ol cancer
examinationinarions,

T date, no randomized trial has shown that screen-
ing results in differences on mortality, but evidence
exists that identifcation of smaller lesions allows less
aggressive and debilitating reatments. There is also
indirect evidence exists that screening results in im-
proved survival

In the current study, dentists (excluding dental
specialists) contributed 1o the diagnosis in 32 (05%)
patients, and almost half (n = 13} of these paticnts
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had their cancer detected during a routine dental
effice visit, This is in contrast o previous studies,
which have found that dentists contribute to the di-
agnosis of ol cancer 40% of the time but this oc-
curred only after some ord symptoms developed. -+
Assuming that edentulous patients are less likely 1o
visit a denrist, this discrepancy could be relared o the
loweer rate of edentulism in the current study (20%)
compared with previous studies (5992 Also. the
study population was drawn from the practice of 2
surgcons who have training in oral and maxillofacial
surgery as well as otolmyngology, This unigue back-
eround may lead 1o an increased proportion of refer-
rals from dentists and dental specialists,

In an ecditorial directed at dentists, Hayes Martin
suggested, "I the possibility of @ serious disease is
realived at the frst visie, the major difficulty has been
overcome and the problem is well on its way o being
sobved, - if the individoal dentist or physician swho
first sees o patient with mouth cancer s a sound
basic knowledee of this disease and suspecrs a diag-
nosis. " Provious studics found that 40% to 43% of
patients seck cure from dentists with symploms re-
lated 10 their oml or oropharyngeal cancer, =1 Ko-
witlski et al*® also suggested thar sympromatic g
tients were more likely o see physicians, In the
current study, 3% of symptomutic patients sought
care [rom a general dentist, and 42% sought care from
their primary care physician, Of the remaining pa-
tients who sought relief from some symptom related
t their cancer. 5 seught care from o surgical special-
ist ¢oral and maxillofacial surgeon or otolaryngoelo-
gist), Sympromatic patients who saw a regional spe-
cialist (dentist, oral and maxillobcial surgeon, or
otoliryngologisty st were much more lkely 1o have
their problem identified ar the initial appointment.
Cine patient wis treated symptomatically by his den-
tist for @ week before biopsy., This is in contrast 1o
older studies by Guggenheimer et al®' who found
thar delav by denrtists was almost as common as phy-
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sician delay, and a previous report by Bruun, which
found that dentists delayed referral longer than ply-
sicians. 2T In Andings similar to our own, however,
Kowalski et al?® found thar nonspecialist physicians
delaved the diagnosis of aral cancers more {requently
than dentists and suggested that health campaigns
must bear in mind professional truining and nor just
public education.

Previous studies have examined delay in the diag-
nosis of oml and gropharyngeal cancers and at
tempted to correlate delay with stage at diagnosis.
several of these reports have failed to find an associ-
ation berween professional delay and stage at diagno-
sis.# Others, however, have found that tumor size
correlated significantly with professional delay but
not patient delay.’® As with previous studies, we fosein
that patient and professional delay varied widely, and
often paticnts had difficalty recalling when they were
first aware of symptoms. In the carrent study, patient
delay averaged 4.8 months, which is consistent with
previous studies 242 Interestingly, when the time be-
tween detection of i lesion and biopsy was examined,
there was a trend toward shorter times in patients
with lesions detected in the dental office, although it
wis not statistically significant.

Previous reports have used survey type question-
faires to evaluate physicians’ and dentists’ ability to
diagnose and make proper referral for treatmenl of
oral and oropharyngenl cancers. Recent reports using
this method have questioned dentists” knowledge and
ahility 1o diagnose oral and oropharyngeal  can-
cers. 240 Although they provide data on dentists’ per
ceptions and knowledge regarding oral and oropha-
ryngeal cancer, we are unsure if the survey type study
affers a realistic piciure of how cffectively dentists or
other health care professionals are screening and de-
tecting these cancers. To our knowledge this is the
first report that examines the detection patterns of
oral and oropharyngeal cancers and compares the
stage at dingnosis by dilferent health care providers,
An attempt to evaluate the effect of primary site on
the detection pattern is hampered by the small sam-
ple size, Previous investigators have suggested that
sgquamous cancers of the orophirynx metaslasize car
lier in their clinical course,*! leading to a higher stage
at diagnosis. In the current study, oropharyngeal pri-
maries were associated with a higher stage. There
were, however, no statistical differences in clinical
size hased on site (oral versus oropharyngeal). Given
that the majority of oral lesions were found by den-
tists and dental hygienist, interpretation of the effect
that site has on the stage at dingnosis is confounded.
We continue to accrue patients for a more detailed
analysis of the effect af primary site on detection
patterns. Additionally, 1o evaluate for regional differ

DETECTION OF ORAL AND OROPHARYNGEAL CANCER

ences, we are in the process of replicating this stucly
in a metrapolitan area in a different geographic ared.

Conclusions

The results of this investigation should be inter
preted with caution due o the inherent dilferences
berween the physician-patient interaction berween i
dental office visit and a routine medical appointment.
Further studies that include outcome data, including
survival, are needed o investigate the impact, if any,
of these differences, Should further work identify an
outcome difference; then the routine screening of
asymptomatic paticnt populations miy be underiaken
with greater enthusiasm, This study also suggests that
improved training in the evaluation of SVMIPLOMELC
patients may be beneficial for primary care providers.
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