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INTRODUCTION

 The presence of neck metastasis in relationship 
to oral tumors is well known. It is also well 
documented that presence of neck metastasis 
reduces the survival rate of the individuals.1-3 Since 
early times, clinicians have been trying to find 
better methods of identifying and predicting the 
possibility of presence of metastasis in neck, for 
head and neck cancers.4,5 The CT scan and MRI are 
important technical developments/advancements, 
helping in determining the presence, extent and 
local/ regional invasion of tumors.6-8 Investigators 
also explored the use of Gamma probes for 
determining occult metastasis in neck with limited 
success.9,10

 Recent studies are also looking at the relationship 
of tumor thickness with the presence of lymph 
node metastasis in neck based on histopathological 
examination. A meta-analysis reported 0.4 mm 
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ABSTRACT
Objective: To determine the relationship of tumor thickness of oral lesions with metastasis in neck based 
on CT scan.
Methods: A total of 58 oral squamous cell carcinoma patients having the median age of 46 (39-55) years. 
with either gender presented with malignant tumor of buccal mucosa and tongue were prospectively 
enrolled. A CT Scan with contrast was performed on all patients. Correlation of tumor thickness level with 
metastasis in neck was calculated using spearman’s rank correlation coefficient test.
Results: Median age of the patients was 46 (39-55) years with preponderance of male gender, i.e. 48 
(82.8%). Strong positive significant correlation was observed in between transverse dimension (TS) tumor 
size and stages of tumor (rho 0.673, p-value <0.001), Anterioposterior (AP) tumor size and stages of tumor 
(rho 0.675, p-value <0.001), and Craniocaudal (CC) tumor size and stages of tumor (rho 0.771, p-value 
<0.001).
Conclusion: CT scan of neck with contrast can be used for predicting the positive presence of lymph node 
in neck with primary tumors having a size of more than 4 mm.
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as cutoff value for oral SCC.11 The oral tumors 
presenting with occult neck metastasis in early 
SCC (T1 or T2) may be up to 27-40% which may 
not be evident either clinically or radiologically.12,13 
Thus necessitating elective neck dissection in 
these individuals, some of these surgeries may be 
unnecessary exposing them to the morbidity related 
to neck dissection.
 Radiological investigation of CT scan neck with 
contrast is used widely thought out the world as a 
reliable tool for evaluating the presence of lymph 
nodes in neck; but its relation to the thickness of oral 
tumor has not been investigated in literature up till 
now. It also gives the opportunity for 3D analysis 
of tumors.14,15 Some investigators also used Ultra-
sound/MRI for determining the tumor volume.16

  This study will be important for our study 
population as oral SCC is becoming increasingly 
common in our population. The foreign population 
has a different spectrum of disease; they also have a 
tendency to present late for medical care. In Pakistan 
to the best of our knowledge this is perhaps the first 
study looking at this aspect of oral SCC. For the 
same reason, this study was conducted with aim 
to find a non-invasive, reliable and cost-effective 
method for determining the metastatic potential of 
lymph nodes in neck in relation to the thickness of 
oral tumors.  

METHODS

Data collection procedure: A prospective study was 
conducted among 58 patients with oral tumor after 
getting approval from Institutional Review Board 
(IRB) of Dow University of Health Science (DUHS) 
from November 2015 to May 2016. Informed 
consent was also taken from all study participants 
after explaining the pros and cons of the study. The 
inclusion criteria were; (1) age more than 18 years, 

(2) Either gender, (3) having diagnosed Oral SCC 
(4) Malignant tumor of buccal mucosa and tongue. 
The exclusion criteria were allergic patients with IV 
contrast and pregnant ladies. 
 CT scan with contrast on 16 slice CT SCAN 
machines by Siemens was performed on all 
patients. Measurements of AP (Anterio-Posterior), 
TS (Transverse), CC (Cranio-caudal) were taken 
Fig.1. All information including demographics, site 
of SCC of oral cancer i.e. cheek/buccal mucosa, 
tongue, floor of mouth, tumor thickness, stage of 
tumor, involvement of cervical lymph nodes, its size 
and level measurement (1-7) were noted. Staging of 
tumors was done according to AJCC guidelines.
Statistical analysis: SPSS v.20 was used for statistical 
analysis. Descriptive analysis was explored using 
median and interquartile range (IQR) for age and 
tumor thickness level of anterioposterior (AP), 
transverse dimension (TS) and craniocaudal (CC). 
Frequency and percentages were calculated for 
gender, side and site of SCC oral cavity, tongue, floor 
of mouth and stage of tumor. Association of tumor 
thickness level of AP, TS and CC with positive neck 
levels were explored using chi-square test taking 
<0.05 of level of significance. Correlation of tumor 
thickness and level of measurements were explored 
using Spearman’s correlation tests (rho). Significant 
value for rho was taken as <0.001.

Table-I: Baseline characteristics 
of the patients (n=58).

  n %

Age, years 46 (39-55)†

Gender
Male 48 82.8
Female 10 17.2
Side of SCC Oral Cavity
Right 34 58.6
Left 24 41.4
Cheek/Buccal/mucosa
Yes 26 44.8
No 32 55.2
Tongue Involvement
Lateral Margin 27 46.6
Dorsum 4 6.9
Floor of mouth
Yes 3 5.2
No 55 94.8
Post Tongue
Yes 2 3.4
No 56 96.6
† median (IQR).

Fig.1: Dimensions of TS, AP and CC as 
marked on CT Scan Neck with contrast.
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RESULTS

Baseline characteristics: Out of total 58 patients 
with SCC of oral cancer, majority 48 (82.8%) were 
males while 10 (17.2%) were females. The median 
age was 46 (39-55) years. There were 34 (58.6%) 
patients with SCC of right side oral cavity whereas 
24 (41.4%) with SCC of left side oral cavity. Cheek/
buccal/mucosa was affected in 26 (44.8%) patients. 
Lateral tongue involvement was observed in 27 
(46.6%) while dorsum tongue involvement was 
observed in 32 (55.2%) patients. Floor of the mouth 
and posterior tongue was affected in 3 (5.2%) and 2 
(3.4%) patients respectively Baseline characteristics 
of the patients is shown in Table-I.
Stages of tumor: Tumor stage 2 was found to be 
higher 23 (39.7%) followed by tumor stage 3 in 17 
(29.3%), stage 4 in 11 (19%) while stage 1 tumor was 
found in 7 (12.1%) patients.    
Tumor Thickness: Median AP, TS and CC tumor 
thickness was 3.7 (2.67-5.92) mm, 2.6 (1.3-3.7) mm 
and 3.7 (2.4-5.92) mm respectively. Fig.2 shows the 
comparison of tumor thickness level with stages of 
tumor.
Correlation among level of Neck node  measurements 
and tumor thickness: Strong negative correlation 
was observed in between AP tumor thickness 
and level 1 measurement (rho -0.702, p-value 
0.12) whereas moderate negative correlation was 

observed among TS tumor thickness and level 1 
measurement (rho -0.612, p-value 0.19) and CC 
tumor thickness and level 1 measurement (rho 
-0.40, p-value 0.60).
 Moderate positive correlation was observed 
in between AP tumor thickness and level 2 
measurement (rho 0.43, p-value 0.33), strong 
positive correlation was observed among TS tumor 
thickness and level 2 measurement (rho 0.709, 
p-value 0.07), whereas weak positive correlation 
was observed in between CC tumor thickness and 
level 2 measurements (rho 0.103, p-value 0.87).
Correlation among stages of tumor and tumor 
thickness: Strong positive correlation was observed 
in between AP tumor size and stages of tumor (rho 
0.675, p-value <0.001), TS tumor size and stages of 
tumor (rho 0.673, p-value <0.001) and CC tumor 
size and stages of tumor (rho 0.771, p-value <0.001).
Tumor thickness and positive lymph nodes: 
Tumor thickness level of AP, TS and CC was 
insignificantly higher among patients with level 
1 lymph node involvement as compared to the 
patients with level 2 lymph node involvement 
(p-value >0.05) (Table-II).

DISCUSSION

 Our study showed a strong positive significant 
correlation in between the tumors sizes of TS, AP 
and CC with the radiological staging of the tumor. 

Oral tumor thickness & lymph node metastasis

Fig.2: Comparison of mean tumor thickness level with stages of tumor.

Table-II: Comparison of tumor thickness with positive neck levels (n=58).
Level of Anterioposterior p-value‡ Transverse Dimension p-value‡ Cranio Caudal p-value‡

lymph node Tumor Thickness  Tumor Thickness  Tumor Thickness
involved
 Non-Metastasis  Metastasis  Non-Metastasis Metastasis  Non-Metastasis Metastasis
 n (%) n (%) n (%) n (%) n (%) n (%)

1 17 (60.7) 11 (39.3) 0.907 22 (78.6) 6 (21.4) 0.832 11 (50) 11 (50) 0.446
2 10 (62.5) 6 (37.5)  13 (81.2) 3 (18.8)  7 (70) 3 (30)
‡ Chi-square test applied taking p-value significant at <0.05
<4 tumor thickness level is labeled as non-metastasis, ≥4 tumor thickness level is labeled as metastasis.
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There was no study which exactly matches the 
present study but we found a study based on MRI 
comparing the volumes of the tumor to lymph 
node metastasis14. In our study a strong positive 
correlation was also observed among TS tumor 
thickness and level 2 lymph nodes. Thus indicating 
that for primary tumors of more than 4mm TS, the 
lymph nodes have a positive correlation for being 
positive for tumor. Madana J et al compared the CT 
measurements of Tumor thickness with histology 
and found them to closely relate to each other.17 
Park JO found diagnostic accuracy with MRI and 
histopathological specimens in predicting the 
tumors size.18 However the availability and the 
patient tolerance of CT scan is better than an MRI 
Scan. Our population having SCC is mostly coming 
from lower socio-economic class. Therefore, CT 
Scan would be a better option for this class of 
patients.
 The lymph nodes which are suspected to be meta-
static bear the features of being rounded and more 
than 1cm in size. Lodder WL. et al in their study 
found a positive correlation with a tumor size of 7 
mm as predictive of positive lymph nodes using an 
ultrasound probe intra-orally.16 However, Lwin CT 
et al had a conflicting result with MRI evaluation.19  
 The findings of our study also showed 
preponderance of right side oral SCC. This could be 
due to the reason that most people are right handed 
so they have a tendency for keeping pan/ betel nut 
on right side of oral cavity. Moreover,  male gender 
were predominantly higher as compared to females 
which is similar to the previously published 
worldwide report.20 In addition to this, as reported 
by previous studies, tongue tumors was also found 
higher in the lateral wall of tongue in our study.20

 In relation to SCC of oral cavity, it is well 
documented that the presence of metastatic neck 
lymph node decreases the survival of cancer 
patients.3 It is thought that the elective neck 
dissection increases the disease free survival and 
overall wellbeing of cancer patients.3,11 It raises an 
important question about the affectivity of elective 
neck dissection.20 It is reported that most of the 
elective neck dissection may be unnecessary but 
overall it has better prognostic value when compared 
to wait and watch policy.11,20-23 Thus, increasing the 
morbidity of these patients undergoing elective 
neck dissection for complications such as shoulder 
joint movement problems, neck heamatoma and 
infections.14 

 As seen with various studies on histopathological 
examination, the thickness of primary tumor can be 
taken as a risk factor for developing lymph node 
metastasis in neck.11,24,25   O’Brien C J proposed 
a depth of 4mm of tumor thickness to correlate 
significantly with nodal metastasis even in T1-T2 
oral tumors based on histopathology.26  Due to the 
limited availability of PET Scan and also the high 
cost of the investigation, we need to look for ways 
to detect cancer in neck as early as possible without 
putting the burden on our population economically 
, as this is a disease of the lower socio-economic 
group in our country. CT scan is the cost effective 
and reliable modality of investigation which is 
already available all over the country and it is 
internationally accepted as well. 
Limitations: Further studies are recommended 
taking histopathology as gold standard which 
not only validate the CT Scan being used for 
the evaluation of neck disease but will also give 
subsequent advice of elective neck dissection based 
on tumor thickness measurements.

CONCLUSION

 CT Scan of neck with contrast can be used as 
a non-invasive tool for predicting the positive 
presence of metastatic lymph node in neck with 
primary tumors having a size of more than 4 mm. 
Elective neck dissection is justified using the criteria 
of primary tumor thickness of more than 4mm 
based on CT Scan measurements which is a low 
cost and easily available option for patients with 
SCC of oral cavity. 

Acknowledgment: Syed Fida Hussain for his con-
tinuing support for the study.

Source of funding: None.

Declaration of interest: None.

REFERENCES

1. Shingaki S, Takada M, Sasai K, Bibi R, Kobayashi T, 
Nomura T. Impact of lymph node metastasis on the 
pattern of failure and survival in oral carcinomas. Am J 
Surg. 2003;185(3):278-284.

2. Ferlito A, Rinaldo A, Robbins KT,  Leemans CR, Shah 
JP, Shaha AR, et al. Changing concepts in the surgical 
management of the cervical node metastasis. Oral Oncol. 
2003;39:429-435. doi: 10.1016/S1368-8375(03)00010-1

3. Watkinson JC, Gilbert RW. Stell and Maran’s textbook 
of Head and Neck Surgery and Oncology. Fifth edition 
2012, chapter 34, published by Hodder Arnold ISBN-13  
9781444172324

Sohail Ahmed Khan et al.

http://www.ncbi.nlm.nih.gov/pubmed/?term=Leemans%20CR%5BAuthor%5D&cauthor=true&cauthor_uid=12747966
http://www.ncbi.nlm.nih.gov/pubmed/?term=Shah%20JP%5BAuthor%5D&cauthor=true&cauthor_uid=12747966
http://www.ncbi.nlm.nih.gov/pubmed/?term=Shah%20JP%5BAuthor%5D&cauthor=true&cauthor_uid=12747966
http://www.ncbi.nlm.nih.gov/pubmed/?term=Shaha%20AR%5BAuthor%5D&cauthor=true&cauthor_uid=12747966


   Pak J Med Sci   2017   Vol. 33   No. 2      www.pjms.com.pk   357

Oral tumor thickness & lymph node metastasis

4. Greenberg JS, El Naggar AK, Mo V, Roberts D, Myers JN. 
Disparity in pathologic and clinical lymph node staging in 
oral tongue carcinoma. Implication for therapeutic decision 
making. Cancer. 2003;98:508-515.

5. Shingaki S, Takada M, Sasai K, Bibi R, Kobayashi T, 
Nomura T, et al. Impact of lymph node metastasis on the 
pattern of failure and survival in oral carcinomas. Am J Surg. 
2003;185:278-284.

6. Mancuso AA, Macen D, Rice D, Hanafee W. CT of Cervical 
Lymph Node Cancer. Am J Roentgenol. 1981;136:381-385.

7. Som PM. Detection of Metastasis in Cervical Lymph Nodes: 
CT and MR Criteria and Differential Diagnosis. Am J 
Roentgenol. 1992;158:961-969.

8. Hoang JK, Vanka J, Ludwig BJ, Glastonbury CM. Evaluation 
of Cervical Lymph Nodes in Head and Neck Cancer With 
CT and MRI: Tips, Traps, and a Systematic Approach. Am J 
Roentgenol. 2013;200:W17–W25. doi: 10.2214/AJR.12.8960.

9. 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(3):221-226.

10. Hart RD, Nasser JG, Trites JR, Taylor S, Bullock M, Barnes 
D. Sentinel Lymph Node Biopsy in N0 Squamous Cell 
Carcinoma of the Oral Cavity and Oropharynx. Arch 
Otolaryngol Head Neck Surg. 2005;131(1):34-38. 

11. Huang SH, Hwang D, Lockwood G, Goldstein DP, 
O’Sullivan B. Predictive value of tumor thickness for cervical 
lymph-node involvement in squamous cell carcinoma of the 
oral cavity. Cancer. 2009;115:1489–1497. 

12. Ross GL, Soutar DS, MacDonald DG, Shoaib T, Camilleri 
IG, Robertson AG. Improved staging of cervical metastases 
in clinically node-negative patients with head and neck 
squamous cell carcinoma. Ann Surg Oncol. 2004;11:213-218.

13. Keski-Santti H, Atula T, Tornwall J, Koivunen P, Makitie A. 
Elective neck treatment versus observation in patients with 
T1/T2 N0 squamous cell carcinoma of oral tongue. Oral 
Oncol. 2006;42:96-101.

14. Joo YH, Hwang SH, Sun D, Cho KJ, Park JO, Kim MS. 
Relationships between Tumor Volume and Lymphatic 
Metastasis and Prognosis in Early Oral Tongue Cancer. Clin 
Exp Otorhinolaryngol. 2013;6(4):243-248.

15. Kimura Y, Sumi M, Sumi T, Ariji Y, Ariji E, Nakamura 
T. Deep extension from carcinoma arising from the 
gingiva: CT and MR imaging features. Am J Neuroradiol. 
2002;23:468-472. 

16. Lodder WL, Teertstra HJ, Tan IB, Pameijer FA, Smeele LE, 
Velthuysen MLF, et al. Tumour thickness in oral cancer using 
an intra-oral ultrasound probe. Eur Radiol. 2011;21:98–106.

17. Madana J, Laliberté F, Morand GB, Yolmo D, Black 
MJ, Mlynarek AM, et al. Computerized tomography 
based tumor-thickness measurement is useful to predict 
postoperative pathological tumor thickness in oral tongue 
squamous cell carcinoma. J Otolaryngol Head Neck Surg. 
2015(44):49. doi: 10.1186/s40463-015-0089-z

18. Park JO, Jung SL, Joo YH, Jung CK, Cho KJ, Kim MS. 
Diagnostic accuracy of magnetic resonance imaging 
(MRI) in the assessment of tumor invasion depth in oral/
oropharyngeal cancer. Oral Oncol. 2011;47(5):381–386. doi: 
10.1016/j.oraloncology.2011.03.012.

19. Lwin CT, Hanlon R, Lowe D, Brown JS, Woolgar JA, 
Triantafyllou A et al. Accuracy of MRI in prediction of 
tumour thickness and nodal stage in oral squamous cell 
carcinoma. Oral Oncol. 2012;48(2):149-154. doi: 10.1016/j.
oraloncology.2011.11.002.

20. Bray F, Ren JS, Masuyer E, Ferlay J. Global estimates of 
cancer prevalence for 27 sites in the adult population in 
2008. Int J Cancer. 2013;132(5):1133-1145. 

21. Kowalski LP, Sanabria A. Elective neck dissection in 
oral carcinoma: a critical review of the evidence. Acta 
Otorhinolaryngologica Italica. 2007;27(3):113-117.

22. Yuen APW, Wei WI, Wong YM, Tang KC. Elective neck 
dissection versus observation in the treatment of early oral 
tongue carcinoma. Head Neck. 1997;19:583–588. 

23. van den Brekel, MWM, van der Waal I, Meijer CJLM, 
Freeman JL, Castelijns JA, Snow GB. The Incidence 
of Micrometastases in Neck Dissection Specimens 
Obtained From Elective Neck Dissections. Laryngoscope. 
1996;106:987–991.

24. Charoenrat PO, Pillai G, Patel S, Fisher C, Archer D, Eccles 
S, et al. Tumour thickness predicts cervical nodal metastases 
and survival in early oral tongue cancer. Oral Oncology. 
2003;39(4):386-390. doi: 10.1016/S1368-8375(02)00142-2

25. Liu JC, Sopka DS, Mehra R, Lango MN, Fundakowski C, 
Ridge JA, et al. Early oral tongue cancer initially managed 
with surgery alone: Treatment of recurrence. World J 
Otorhinolaryngol Head Neck Surg. 2016;2(4):193-197. doi: 
10.1016/j.wjorl.2016.03.001. 

26. O’Brien CJ, Lauer CS, Fredricks S, Clifford AR, McNeil EB, 
Bagia JS, et al. Tumor thickness influences prognosis of T1 
and T2 oral cavity cancer—but what thickness? Head Neck. 
2003;25:937–945. doi:10.1002/hed.10324

Authors’ Contributions:

Dr. Sohail Ahmed Khan: Designed, data collection 
and manuscript writing.
Dr. Sadaf Zia: Conceived, designed, interpretation 
& manuscript writing.
Syeda Uzma Naqvi: Conceived, designed, Data 
collection.
Hatem Adel: Data collection, Data entry, statistical 
analysis.
Syed Omair Adil: Statistical analysis, editing.
Munawar Hussain: Review and final approval of 
manuscript.

http://dx.doi.org/10.1016/j.wjorl.2016.03.001

	OLE_LINK5
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_ENREF_25
	_ENREF_26
	_ENREF_27
	_ENREF_28
	_ENREF_29
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_GoBack
	_GoBack
	OLE_LINK6
	OLE_LINK5
	OLE_LINK8
	OLE_LINK7
	OLE_LINK9
	OLE_LINK10
	OLE_LINK19
	OLE_LINK20
	OLE_LINK18
	OLE_LINK17
	OLE_LINK13
	OLE_LINK14
	OLE_LINK15
	OLE_LINK16
	_GoBack
	OLE_LINK21
	OLE_LINK22
	_nebC79D1EC1_B730_4C06_865A_F3ECCDAE94B4
	_GoBack
	_ENREF_24
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	OLE_LINK33
	OLE_LINK34
	OLE_LINK61
	OLE_LINK62
	OLE_LINK86
	OLE_LINK87
	OLE_LINK39
	OLE_LINK40
	OLE_LINK76
	OLE_LINK77
	OLE_LINK37
	OLE_LINK38
	OLE_LINK223
	OLE_LINK224
	OLE_LINK144
	OLE_LINK145
	OLE_LINK159
	OLE_LINK157
	OLE_LINK158
	OLE_LINK199
	OLE_LINK200
	OLE_LINK56
	OLE_LINK57
	OLE_LINK50
	OLE_LINK51
	OLE_LINK21
	OLE_LINK22
	OLE_LINK46
	OLE_LINK228
	OLE_LINK233
	OLE_LINK226
	OLE_LINK227
	OLE_LINK121
	OLE_LINK120
	OLE_LINK31
	OLE_LINK32
	OLE_LINK42
	OLE_LINK41
	OLE_LINK107
	OLE_LINK106
	OLE_LINK98
	OLE_LINK99
	OLE_LINK112
	OLE_LINK113
	OLE_LINK130
	OLE_LINK131
	OLE_LINK124
	OLE_LINK125
	OLE_LINK108
	OLE_LINK109
	OLE_LINK231
	OLE_LINK232
	OLE_LINK43
	OLE_LINK138
	OLE_LINK15
	OLE_LINK16
	OLE_LINK11
	OLE_LINK12
	OLE_LINK17
	OLE_LINK18
	OLE_LINK82
	OLE_LINK83
	OLE_LINK7
	OLE_LINK8
	OLE_LINK122
	OLE_LINK123
	OLE_LINK96
	OLE_LINK97
	OLE_LINK118
	OLE_LINK133
	OLE_LINK23
	OLE_LINK27
	OLE_LINK28
	OLE_LINK80
	OLE_LINK79
	OLE_LINK78
	OLE_LINK119
	OLE_LINK128
	OLE_LINK176
	OLE_LINK177
	OLE_LINK26
	OLE_LINK25
	OLE_LINK10
	OLE_LINK9
	OLE_LINK20
	OLE_LINK19
	OLE_LINK49
	OLE_LINK139
	OLE_LINK143
	OLE_LINK142
	OLE_LINK235
	OLE_LINK236
	OLE_LINK140
	OLE_LINK141
	OLE_LINK150
	OLE_LINK147
	OLE_LINK53
	OLE_LINK52
	OLE_LINK152
	OLE_LINK151
	OLE_LINK222
	OLE_LINK221
	OLE_LINK63
	OLE_LINK64
	OLE_LINK67
	OLE_LINK68
	OLE_LINK219
	OLE_LINK220
	OLE_LINK203
	OLE_LINK204
	OLE_LINK207
	OLE_LINK208
	OLE_LINK205
	OLE_LINK206
	OLE_LINK197
	OLE_LINK198
	OLE_LINK165
	OLE_LINK166
	OLE_LINK167
	OLE_LINK75
	OLE_LINK74
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack

