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Introduction Table 1: Patient Data: IBMFS vs no IBMFS g |N=42 pifference | %% dol
u Postoperative Complications, No.
IBMFS IBMFS Not PR Cohen's (%)
Importance: Margin status is an essential prognosticator for patients = Oral cavity squamous cell carcinoma (OCSCC) Lak%q Lak‘z'; Difference | 227 Cl d CI” . Otral-cutar}eft)uls or Pharyngo- 16 (17.6) 6 (14.3) 339 11.7% t0 15.1% | P=0.64
. . . . . . = = value cutaneous fistula ‘ ' ‘ ‘ ' '
undergoing surgical resection C?f head angl neck squamous.cell carcinoma " Most common malignancy in the H/N Age, y, mean (SD) 59.2 (12.7) | 56.0 (18.2) 32 951029 P=0.30 Wound dehiscence or infection 13(143) | 11(262) 11.9% 2% to 27.8% | P=0.10
(HNSCC). Intraoperative analysis of mandibular bone margins historically = 350,000 new cases & 175,000 new deaths every year!? Race, No. (%) Free flap compromise requiring 10(11) 2 (48) 5 20, 5 0% 10 14.0% | Pe0.05
has entailed inconsistent methods of collection and interpretation. = 5-year survival slightly higher than 50-55%!3 White 79 (86.8) 41 (97.6) 10.8% 0.6% to 19.5% | P>0.05 return to OR ‘ ' ' ' '
. : : . . ; : None 61 (67) 28 (66.7) 0.3% -15.7% to 17.8% | P=0.97
Determining an accurate and consistent method of intraoperative mandible| |® Margin status Non-White 12 (13.2) 1(2.4) SRR, Sy VER YT
. ' . 0
bone margin assessment is imperative. " |mpacts prognosis Gender, No. (%) Radiation 59 (64.8) 21 (50) 14 8% 29%to319% | P=011
Objective: To determine the feasibility of intraoperative bone-marrow " |mpacts morbidity (re-resection vs adjuvant chemo and/or Male 66 (72.5) 32 (76.2) 3.7% -13.1% t0 18.0% | P=0.66 Chemotherapy 31 (34.1) 13 (31) 3 1% 14.4% to 18.8% | P=0.73
frozen sections (IBMFS) as a predictor of final mandible bone margins, and radiation) Female 25 (27.5) 10 (23.8) Radiation and chemotherapy 28 (30.8) 10 (23.8) 7.0% -10.0% t0 21.4% | P=0.41
to evaluate its impact on patient outcomes who undergo mandibulectomy. | | = Assessing mandibular bone intraoperative is difficult LOUACGOURS; pACKYBIIS MeAN (ST, |, C9NE0:9); | <20 (2%3) il SDoR et [ 00 None | 29(31.9) | 18(429) | 11.0% | -6.1%1028.3% | P=0.22
Design: Retrospective Chart Review =  Cannot send frozen sections Time to surgery, days; mean (SD) 53.6 (65.0) | 47.0(43.9) -6.6 -25.7t012.5 P=0.5 zgrs(los/t;ent and/or Recurrent Disease,
: : . : : . : : . s Preoperative Therapy, No. (%) s
Setting: A tertiary level academic medical center. " Preop imaging can over or underestimate bony invasion - 7 (87) 10 23.8) e T T R R ecUmeNnce 12 (13.2) 11 (26.2) 13% 0.8% to 28.9% | P=0-06
Participants: 133 consecutive patients who underwent mandibulectomy " No gold standard for intraoperative assessment ' : _— —— = . d=0.51
. o 0 0 0 X . . . 0 =J. 0 . 0 V.
for resection of oral cavity HNSCC from June 2009 to June 2019 = Study goals: Chemotherapy 11 (12.9) hl20.2) 1817 0.4%1023.9% Z_-Ooogs bl Al 2 28) = =1 St L B
y : y 80415 | | | | = Distant Metastasis 5 (5.5) 2 (4.8) 0.7% -10.8% to 8.3% | P=0.87
Intervention(s): Mandibulectomy performed with or without "= Determine correlation of mandibular intraoperative bone-marrow Radiation and chemotherapy 8 (8.8) 10 (23.8) 15% 2.2% to 30.3% : ;%'0721 None 61 (67) 28 (66.7) 0.3% -15.7% to 17.8% | P=0.97
mtraoperat.lve bone-marrow frozen section analysis of the mandibular frozen sectlor.ms (IBMFS) with flonal bone margin pathology = 71 (78) 31 (73.8) 12 103% B 206% | P=o0.6 I(_Se[r;?th of Follow-up, months; mean | 10 0 16 4y | 226 (22.5) ae Amieare | 0T
bone margins. = Report Mandibular OCSCC patient data over past decade Preoperative imaging, No. (%) Alive, No. (%)
Main Outcome(s) and Measure(s): Primary outcome was correlation of CT 87 (95.6) | 40 (95.2) 0.4% -6.9% to 11.8% | P=0.92 Alive 62 (68.1) | 24 (57.1) 11% -6.1% t0 28.3% | P=0.22
intraoperative bone-marrow frozen sections with final histologic mandible MRI 18 (19.8) 8 (19.0) 0.8% -15%t0 13.8% | P=0.91 Dead 29 (31.9) 18 (42.9)
bone margin status. Secondary outcomes included other histopathologic Both 16 (17.6) 6 (14.3) 3.3% -11.7% t0 15.1% | P=0.64
findings (perineural spread, lymphovascular invasion), overall survival, = Patients None 2(2.2) 0(0) n/a Figure 1: Odds Ratio § IBMFS & Final Margin Status: Correlations
disease-free survival, recurrence rates, frequencies and modalities of = 133 patients who underwent mandibulectomy for resection of C:momldlltny'lﬁjACE 27), No. (%) e 55D o RN ] o e | 1BES Specificity 100,

. . . . . one or Mi : : -16. 3 =(. ecurrence R Y
adjuvant therapy, and postoperative complication rates (fistula, wound OCSCCC from June 2009 to June 2019 (relevant CPT codes were > 5 ot s . RS . _ :’“”e“ce Negative | Positive — :
dehiscence, free flap failure). searched) oderate or Severe 9 (53.8) (54.8) e torain | 2 Sensitivity 50%

: = ;

Results: In the study period, 133 patients underwent mandibulectomy for = At least 2 months follow up RII000C TMinhge; N0:L%) SR 29 >0 Final PPV 100%

. . . Stage /1| 10 (11.0) 5(11.9) 0.9% -9.6% to 14.9% | P=0.88 margins 89 0
resection of HNSCC. Of these, 91 had documented intraoperative frozen = Complete records (pathology report) Stage IV 81 (89.0) 37 (88.1) Distance to | € d o —— NPV 98.9
sections performed to assess the bone marrow at the margins of the = Primary Outcome SO 1S5 U6 MargIn STEtIS NG (%) : : Saosest Margin | 3 60 — Negative 0%

- - y TN g : 0
resection defect., and 90 of 91 (98-9_%) had IBMFS margins that c.orrelated = Correlation of intraoperative bone-marrow frozen sections with Negative 37 (88.1) | 86 (94.5) 6.4% -6.0% to 15.5% | P=0.25 margins | 1% 1 likelihood ratio
with bone margins on final histologic analysis (89 negative margins, 1 final histologic mandible bone margin status. Positive 5 (5.5) 5(11.9) 8§f§é@/(b/d) positive Accuracy 98.9%
p.OSItlve_margln): The remalnlng _1.pat|ent had n?gatlve IBMFS' bUt flnal - Secondary OUtcomeS Bone Margin status, No. (0/0) An odds rati culated to det e th = 89 patients had negative IBMFS margins corresponding with negative final margins
histologic analysis showed a positive bone margin. Forty-two patients had » Included other histopathologic findings (perineural spread, Negative 89** (97.8) | 40 (952) 2 6% 3.9% 10 13.8% | P=0.42 | | A7 oS atio was caculsted to determine the. * 1 patient had positive IBMFS and positive margins |

. . . ) — o _ _ ) = 1 patient had negative IBMFS, but had positive final margins
no bone-marrow frozen sections performed Intraoperatlvely, 2 of 42 had |ymphovascu|ar invaSion), recurrence rates, margin status, overall Positive 2" 22) 2(4.8) E'qzsr;: Tza:ﬁlr:iwosi?l:Ei;EZ\:I;Sti:SIZtE\:\::E to closest = *2 patients hadlnjgative IBMFS z;nd initially h;;d positive fi_r;al margins, buthre- »
e . . : : . . . ] : - - 0 = : resection revealed no tumor in the re-resected specimen. These patients thus ha
pOS|t|Ve margInS on f|na| path0|0gy. A d|Stance tO ClOSESt margln S 2mm su rV|Va|’ dlsease_free SurV|Va|’ recurrence rates’ frequenC|eS and Pe”neu.ral Invasion, No. (/0) r(e)(EU_rgreg?;Cglﬁlp;rzesdttoztg(gse without recurrence negative final bone margins corresponding with rF:egative IBMFS.p
Was aSSOCiated Wlth increased recurrence rates (OddS ratio, OR:S’ 95% CI = mOda“tieS Of adjuvant therapy’ and postoperative Complication l:eg.?.tlve 23 (gjg) fi (23‘51) _— R— — (OR=8, 95% Cl = 2.25 t0 28.5). = The correlation between IBMFS and final bone margins is demonstrated above (right)
2.25 to 28.5). Postoperative complication rates and postoperative adjuvant rates (fistula, wound dehiscence, free flap failure). DS (54.9) (40.5) e TR | AR COﬂClUSionS
therapy utilization did not significantly differ between patient groups. LU“"TW" T e——y T 2(2.2) 3(7.1)
. : : —ble 1 Lesen mphovascular Invasion, No. . : . : :
Conclusions and Relevance: Intraoperative frozen sections of the breuiatone Nt e At : = |[BMFS is an accurate, feasible, and consistent method of assessing bone margins
_ patierts . yeas; S, stancard devitior; ACE-27, e  TNM tumor () oes (N, Negative 43 (47.3) | 20 (47.6) &

mandibular bone-marrow are an accurate, feasible, and consistent method | i arasie sse, sobsces ue, cme to srgery e o iseet g, et offllow-up). At tver vt wert cxogoncsl | PoSTive 47(516) | 17 (405) 111% | 7.0%t0278% | p=oosa | | ™ Distance to closest margin is lower in non-IBMFS group
of assessing bone margins. These are predictive of final bone margins and Z‘;‘Liiif.&‘Lﬁ';i?fiffn?yté?f‘i;ﬂ,‘?’VCVT;?Z“SJS.‘_?;?Z,DcifeifSifiiiififj El‘f;‘;‘t?lfiiéJVNZ}g“rI}'f‘?fjnTZf rears sty st comparions to o efect | TIRRRGRE, 1(1.1) 5(11.9) " Recurrence rates trend higher in non-IBMFS group
ShOU|d be hlghly ConSIdered In gUIdIng the eXtent Of Surglcal reSECtlon :Iz((a)’.(\),;r::rceobr:lsiizgjsljaiiz;?caa::Isf:izcrfi,ﬁi:n%i\:;:r;n:ss;i;iIeef.fi:hzr:\?sdd,zwofe::c:rar:gsr?:fge;trsportions, was calculated using the “Practical Meta-Analysis Effect Size DiStance tO CloseSt Margln (mm), P=011 " SurVIVal rates trend hlgher In |BMFS group
intraO . I f : : : | Calculator” from George Mason University (https://www.campbellcollaboration.org/escalc/html/EffectSizeCalculator-SMD10.php). mean (SD) 33 (33) 24 (24) -09 -202 to 022 d = 0 37 . s e .

peratlve y Or patlents undergOIng mandlbu eCtomy' **This bone margin status calculation takes into account 2 patients who had re-resections for a presumed positive bone margin, where the final pathology of the re- - " Further prOSpECtlve analySIS IS needed to fu rther evaluate thls methOd

resected specimen showed no tumor present.
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