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•  No#large#randomized#trials#confirming#the#added#value#of#
PORT#a:er#primary#Surgery#(S)##compared#to#S#alone.##

####################################################Misha#RC#1996;#Rodrigo#JP#2009;#Kokal#WA#1988#

•  Most#data#come#from#retrospecOve#series#comparing#the#
effect#of#PORT#with#historical#informaOon.#

Role of Postoperative Radiotherapy 
(PORT) 



N0 

Summary of Risk Grouping and Role of PORT +/- CHT 

                                                                                                                             Huang 
2012 
 



Pathological#stage#ISII#disease#with#sufficiently#clear#
resecOon#margins#is#generally#considered#lowSrisk#and#
does#not#require#PORT.#
#
Despite#early#diagnosis#and#treatment,#almost#20#%#of#
paOents#with#earlySstage#(cT1ScT2N0)#OSCC#sOll#die#of#
their#diseases.#
#
What#are#unfavorable#prognosOc#factors?#

Low Risk patients  

Brown 2012 

LVI 
PNI 
Depth/Pattern of invasion/growth  
Close margin 
Etc… 
 
 
 



100% of  pts with N0 and  
                     pathological margin ≥ 5 mm 
 
60% of pts received END 
No RT 
No CHT 

Non –T4MI=Malignant cells observed 
micoroscopically in muscles excluding the extrinsic 
muscles and masseter muscles 

Depth invasion = 



LRR 

26-50% LRR  

LRRFS 



460 pts, 15% with PNI 
Selected pts with pT3 and/or PNI received PORT 

2008 

All pts Pts with PNI 



Liao 2008 

10% 35% 



POI= pattern of tumor invasion;at the tumor host interface  
WPOI= worst POI 
Lymphoid  infiltrate at the tumor host interface  
 

      242 OCC pts , 60% T1-T2,  50% receiving PORT  

Growth Pattern 

Brandwein –Gensler 2007 





Depht invasion  

Huang 2009  



387 pts receiving S on primary tumor and ND  



•  Three#randomized#trials#(pts#staged#III#and#IV),#only#one#including#the#OC#
(buccal#mucosa)#exclusively.#

•  Kokal#WA,#1988:#OC,#larynx,#and#pharynx##cancer#pts;#surgery#alone#(n#=#27);#
surgery#+PORT(n#=#24).#100%#of#pts#with#clear#margins.#RT#dose:#median#
dose#50#Gy.#No#significant#differences#in#either#LRC#or#OS#were#noted#
between#the#two#treatment#arms.##

•  Rodriguo#JP#,#2004:#1/42#pts#with##OCC;#100%#of#pts#with#clear#mergins;##RT#
dose:#50S60#Gy.#PORT#does#not#LRC#and#OS#compared#to#S#alone.#

Intermediate  Risk patients  



Intermediate  Risk patients  

p<0.05 

Mishra 1996 

100% of pts with OCC and clear margins 
Median RT dose:60 Gy 

DFS 



Dixit:##PORT#advantageous#in#terms#of#LRC#if#close#surgical#margins,#posiOve#node,#and#
bone#invasion.#
#
Magge:#for#T3ST4#a#ligle#benefit#in#terms#of#LC##(1S10%)#with#PORT.#
#
Loree#:#a#trend#toward#lower#recurrence#rates#was#noted#in#pts#with#posiOve#surgical#
margins#receiving#PORT#compared#to#pts#receiving#RT#alone.#
#
Franceschi#:#In#pts#group#with#pN+,#RC#was#significantly##increased##for#paOents#
receiving#PORT#compared#to#pts#receiving#RT#alone.###
#
#
#

OCC 

Brown 2012 



LRC#was#significantly#beger##with#S#plus#PORT#compared#
#to#a:er#surgery.##
#
In#most#series#a#significant#benefit#on#OS#was#found#also.##

2010 

11 papers 



All HN sites 

Brown 2009 

Margin status? 
 
pT3?  
 
How many factors should be 
considered? 
 
How many pathological 
nodes should be 
considered? 



Surgical margin#
•  The#status#of#the#surgical#resecOon#is#an#important#predictor#of#outcome,#

both#LC#and#OS#.#

•  The#most#widely#accepted#definiOon#of#a#close#margin#is#tumor#within#5#
mm#of#the#inked#resecOon#margin#(in#formalin#fixed#surgical#specimens),#in#
general#not#including#premalignant#change#at#the#margin#.#Two#mm#inked#
margins#as#cut#off#for#the#close#margin#definiOon#could#be#sufficient.#

•  Close#margins#had#a#similar#impact#on#the#incidence#and#pagern#of#local#
recurrence#as#involved#margins#(38%S80%).###

Jones 1994, Lore 1990, Kademani 2005, Spiro 1999,  
Sutton  2003, Herman 2015, Binahmed 2007 



Sutton 2003 

P<0.05 
200 pts 
60% with St III-IV 
+ margins: 10% of pts 
Close margins: 42% of pts 
PORT for N+>2, ECE+,R1 
(median TD 60 Gy) 

PORT+CHT 
PORt alone 

DSS 



2010 

65 pts 
65% of pts 
 St III/IV 

Group 1= 40 pts with negative margins on both frozen and permanent section 
Group 2: 20 pts with initially pos margins on frozen section  which were 
revised to negative margins 



119 pts pN0, 42 PORT, 77 surgery  alone 

PORT+CHT 

PORT alone 



High risk patients 

Langendijk 2005 

Positive and close surgical margins  
and or 
ECE+ 



Close margins were included 
RTOG 60+/-6 Gy 
EORTC 66 GY 



Numero#linfonodi# pN≥2 



Indication for CHT 
if > 3? 

DFS 

LRC 

302 pts, PORT alone (54-66 Gy) 



Time factors 

•  Interval#beetween#surgery#and#PORT#

•  Overall#treatment#Ome#of#radiaOon#(OTT)#

•  Total#treatment#package#(TTP)#



Time from surgery to PORT 

Huang J, JCO 2003  

30  OCC pts 

Daly 2011 



Huang 2012 
Peters 1993 





OTT and RT fractionation 

(no CT) 

• AF beneficial when delay in starting radiotherapy (Sanguineti 2005) 
 



Total treatment package (TTP) 

HR patients 

Ang 2001 



Dose 

Pfreundner, 2000 

Close margin <3mm Positive margin 



Dose 
ECE + 

Smeele 2000 



Conclusions 
•  Different#prognosOc#groups#pts#with#regard#to#
locoregional#control#(LRC)#and#(OS)#can#be#
defined#according#to#pathological#features.#

•  Unfortunately,#not#all#histological#findings#
have#a#well#established#prognosOc#role.#

•  OpOmal#Ome#factors#and#dose#have#been#
defined#in#adjuvant#sekng.##


