IMAGING VS CLINICAL DETECTION OF RECURRENT ORAL CANCER
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Background

More than 90% of all head and neck cancer is a form of squamous cell carcinoma (1).
Worldwide over the last 10 years head and neck cancer cases have been on the risk. The
incidence of lip and oral cancers has risen 36.5%; larynx cancer has increased by 23.1%;
other pharynx cancers have increased by 29.9% (2). With 63,000 cases per year and 13,000
deaths per year, head and neck squamous cell carcinoma comprises roughly 3% of all
cancers in the United States (3).

Results

* 50 patients developed recurrence for an overall recurrence rate of 24.6%
* 31 (62%) recurrences were detected by clinical symptoms or exam

* 19 (38%) recurrences were occult and only detected on routine imaging
* 76% of recurrences involved local and/or regional disease

* Median time to recurrence was 9 months

* 24% of patients recurred >24 months after treatment

Figure 1. Contrast-enhanced CT scan
highlighting the importance of ongoing
routine imaging. An occult contralateral
/mm nodal metastasis (yellow arrow)
identified 29 months after treatment.
Patient was successfully salvaged with
minimal morbidity due to early detection.
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Table 3. Univariate analysis of methods of detection




