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Background

The necessitpf plannedadjuvant Neck Dissection the
settingof RT/.CT-RT for HNSCCQwith advanced
regional disease is controversial
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"f Planned ND for HNSCC with advanced
regional disease

Pro

m ND afterRT impro.aes regionaeontroland
dlsease‘ree survival

- Salvage irthe evenof neckrecurrence IS unlikely
to succeed
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Planned ND for HNSCC with advanced
regional disease

Ccons

= Probabilityof isolatedneckrecurrence
following CCRvery low,

= Many. uselessNDs

= No randomlzedrlal
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Neck Dissection in N2-N3 patients
with complete response after CT-RT

3 waysto improve theutility of treatment

: PET:,_,,Atqimprove thediscrimination ofclinical
assessment X

- Chemoradiation: toimprove the efficacyf treatment

. Selective neck dissection rather than comprehensive
radical neck dissection, tlecrease the morbidity
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Is FDG PET as a tool to better predict the

necessity for neck dissection ?

Yao M et al . 1JROB, 2005, lowa City

n: 53 N2, N3 7theminecks
CT + PETmedianl5 w

ND if residualLN andPET+:."
ND or observation |fe5|duaILN andPET-.

21resLN ++ PET 4ND (resLN>30m) PCR4/4, 170bserved

7 resLN + PET+ 6ND 1FNA<) . pPR 3/7

42resLN - PET observed

Follow up med26m. noregional failure

Specificity 94%
Sensitivity 100%

neg predicvalue 100%
pos predicvalue 43%
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Is FDG PET as a tool to better predict the

necessity for neck dissection ?

Porceddu SV et al. Head Neck 2005 Mebourne

n: 39 stage IHV, N+, median followup: 34m

CR
PE

primary, residualLN, >8 w post RT.
1812 w(80%) median12w jpost RT

PE

~:132 - ND:5, pN-5/5

“Lno'ND: 27, LRfailurel (neck +Hprimary)

Neg predictivesalue: 97%

PET+: 7 ND:7, pN-2/7 ( non viableells)
Pos predictivevalue: 71%
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Neck Dissection in N2-N3 after CT-RT

Is FDG PET as #ool to better predict the
necessityor neck dissection ?

RogersJWet al . 1JROB, 2004 “Winston Salem

n: 12 PET 4w post RT

Sensitivity45% - neg predicvalue 14%
Specificity 100% pos predictzalue 100%

Mc Collumet al . Head Neck, 2004 Boston

n: 24 PET 42w post CT, CIRT
Sensitivity67% neg predicvalue 73%
Specificity53% pos predicvalue 46%
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Is FDG PET as #ool to better predict the
necessityor neck dissection ?

Standardlzatlon"

Timing of FDGPETafterradlatlon

Treatment outcomés of CCR, CTRT vs RTalone
- Timing of neck dissection.

- Quality of PETimaging
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Proposal for a prospective
registration study

Aim: |

to determine the correlatlon between
FDG—PETfmdlngs and pathologic resulds

post CFRT neck dissectiospecimensn case of

neck dlSSGCtIOh aegionalcontrol in case of
abstention osurgeryin the neck.
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Primary objective:

to assess thBPV of PET as a singlexaminationn
correctly predicting thabsence ofemaining invaded
lymph nod¢s) after CRT foradvancediNSCC
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Secondary objectives:

- Evaluation ofthe suitability of await and see approach
without ND In patientsconsiderecascomplete responders
(basedbn physex, CT/MRandPET). Thesuitability will be
estimated using thdPV ofthe overaII assessmeoita
complete reSponse

. Evaluationbfthe ailityof PET tocorrectly predict remaining
pathologically invaded lymph nod@PV)after CRT In
patientswith a post CRT positive PER&(d who will undergo
atleast ND)
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End Points

End Points:

Regionalcontrol,locoregionakontrol, local control,

DFS, OS, CT/MR‘lndlngs ,
PETflndlngs(preandposttreatmen)t,
Types of-neck dissection -
Complications of neck dissection.
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= Patient population

Patients eligibility:
- HNSCC oralcavity, oropharynxhypopharynydarynx
- Sultablefor atleast post CRT neck dissection

T1-

4 N1, N2a, N2b, N2c, N3, MO.

Schedulecfor ar organpreservatlorprotocol
concomltant CRT (inductiochemo allowed

providing followedby concomitant CRT).
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&/ Patient population

Patients eligibility:

- Patlentsshould beable toundergoneck dissection .
- No prewous hea& neck cancetreatment
- No other ¢¢urrent malignancy
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\&' Clinical and imaging evaluation
Assessment

- before treatmentelinical examination
CTIMR, P ET

-10-12 weeks after the ermf treatment
cllnlcal examlnatlonCT/I\/IR PET.
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1. C
2. C
3. P

4. PRT,PRN

5. NR or PD
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RT,C
RT,P

RT,C
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& Assessment post CT-RT

Follow-up
Neck dissection
‘Whenpossible, salvage

“isurgeryon T +£ neck dissection.

Whenﬁossible, salvage
surgeryon T +neck dissection.

Whenpossible, salvage
surgeryon T +neck dissection.




FDG-PET

Method(1) |
M Biopsy provemon prewously treatetiNSCC
T1-T4 NI-N3

m2 FDGP for?eachpatlent

» before therapy .
>»10-12 weeks after the enof chemoradlatlon

B Neck dlssectlon lI&ny suspicion ofesidual regionalisease
® Follow up incomplete locoregional response
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FDG-PET

Method(2)

Sametlmlng flxed mterval betweemjectlon of FDGand
scannlng foeachFDG—PET In agivenpatient
“I'to ensureSUV measurement reproducibilitand
cémparisom
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FDG-PET

Method(3)
B Patientpositionning(contentionrmasks: idem for radiation)
W Data acquisition |
€ Head & neckegion covered witl2 or 3bedpositions
10 minemission scan per bed t imagequality
ORotatlngsource or CT
[ Imagelnterpretatlon
€ with all the anatomlcamaglngdataavallable(CT MRI)
€ Image cereglstratlorandfu5|on tobe performedor each scan
(eitherby software fusion or by PETT acquisition)
W Traceruptake measurelmy maximal SUV
- SUV maxatbase lineat 10-12 w.afterthe endof treatment
e — DELTAs will be calculated
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Pathology

Selectionof blocks forhistology neck dissection
post CRT

|dentify anatomica$tructuresSalivarygland 1JV, SCM...).
Include smalL.N as awhole, with asmall rimof adipose tissue.
LargeLNs should be sectionned "~ ¢

Include also all. fIbI‘OUS nodules > 3mm.

1H&E slide perLN IS enough

The average nb of L Nsisusually lower than in a previously untreated
RND because of lymphocyte depletion dueto RT.

Sampleall other anatomicaitructurenvolved
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Pathology

- Foreach leveltotalnb of LNs and nlof metastases

. Size oflargest metastases

- Extracapsular spreadl/- and level involved

. Other infiltated anatomicatructures.

o MetastationasseShould be melasured and localized
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Pathology

- Responseto previoustreatment:

- keratins debris and anucleated squamous cells are non-viable and
correspond to a sterilized metastasis. Report as such.

- if nucleated mature squamous cells persist, do aKi67 staining ; if
negative, cellsare probably_%{non-*viébleand LN issterilized by therapy.
Report as such.: i

- If persustence of |mmatureatyp|cal squamous cells, consider aspositive
and report assuch

. Otherfeaturesof unknown prognostic significancmicrometastasgzx3mm),
otherLN diseases.. X
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NPV < 90% not acceptable

NPV > 95% acceptable

Powerstatisticaltest : 90% (onslded significance levaf 5%)
m) 247 patlentwth PET-

) assumm@S% of PET,

total sampleslze 380 patlents
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- Optimal timing of - postreatmenPET. 12w
o Standardlzatlormf PET?

. Pathologlc analysuaf the neck dissection
specimens -

. Types of neck dissection: RND,MRND, SND.
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