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RLN metastasis. In N(0) disease, the presence of RLN metastasis was
also a significant independent predictor for DMFS.
The aim of this report is to retrospectively review a cohort treated at our
centre between 1992–1994, and to examine if the presence of RLN resulted
in an increased incidence of distant metastases, especially in patients with
otherwise N(0) disease.
Materials and Methods: A review was conducted on case records of
662 patients with histologically proven, non-metastatic NPC staged with
CT scans and treated with radical radiotherapy (RT) alone on standard
protocols. None received adjuvant chemotherapy.
Patients with obvious RLN on CT scans as well as patients with
“parapharyngeal” extension to below C1/C2 level were deemed to have
RLN. This criteria was based on our previous study comparing CT with
MRI, where about 51% of RLNs were present below C1/C2 level. It has also
been shown that most parapharyngeal involvement seen on CT appears to
be retropharyngeal nodes on MRI. The AJCC/UICC Staging (6th edition)
was retrospectively applied based on the original clinical and CT findings.
Results: Median follow-up for all patients was 5.1 years, and 11 years for
patients alive at time of censorship. Median age was 48 years. 73% were
male and 88.8% were of WHO Type 3 histology. 178 (24.7%) were staged
N(0) of which 44 (24.7%) had RLN.
The 5-year DMFS after adjustment by age and sex were 91% for N(0)
without RLN, and 78% for N(0) with RLN. The adjusted 5-year DMFS for
N1 patients was 68%. The hazard ratios after adjustment by age, sex, and
T-stage of N(0) with RLN, and N1 patients compared to the N(0) without
RLN patients were 2.1 (95%CI, 0.9−4.7) and 3.6 (2.1−6.2) respectively.
Although the DMFS of N(0) with RLN patients was only marginally different
than N(0) without RLN (p = 0.071), the DMFS of N(0) with RLN was not
significantly different than N1 (p = 0.101).
Conclusion: Our study suggests that N(0) patients with RLN have a poorer
DMFS compared to patients without RLN metastases, and have a similar
outcome to N1 patients. Hence, we would recommend that the presence
of RLN should now be considered as “N” disease in future staging systems
for NPC.

5526 POSTER
Xerostomia and related quality of life in patients treated with
intensity modulated radiation therapy for nasopharyngeal cancer:
initial report of a prospective study

L. Marucci1, S. Marzi2, I. Sperduti3, M. Benassi1, G. Giovinazzo1,
M. Benassi4, G. Arcangeli1. 1Regina Elena National Cancer Institute,
Radiation Oncology, Rome, Italy; 2Regina Elena National Cancer
Institute, Medical Physics, Rome, Italy; 3Regina Elena National Cancer
Institute, Biostatistic, Rome, Italy; 4Regina Elena National Cancer
Institute, Mediacal Physics, Rome, Italy

Purpose: To evaluate xerostomia and related quality of life in patients
treated with Intensity Modulated Radiation Therapy (IMRT) for nasopha-
ryngeal cancer.
Material and Methods: A prospective study was initiated in May 2003.
The first 8 patients (Group I) were treated with a 5 field IMRT technique
and the following 20 (Group II) with a 7 field technique. Salivary gland
toxicity was evaluated using the RTOG scale, salivary flow (SF), and a
xerostomia related questionnaire (XQ). The assessments were done before
the beginning of therapy and at 3, 6, 12, 18 and 24 months after the end
of radiotherapy.
Results: Twenty-eight patients with at least 6 months follow up are included
in this initial report. The mean parotid dose was 35.8 Gy for the entire
population, 45.5 Gy for Group I and 31.9 Gy for Group II. The difference
between Group I and Group II parotid gland mean DVHs was statistically
significant p = 0.0001. Using the RTOG scale, in group II there was no G3
toxicity and 28% of the patients were G0 at 18 months, while 25% of the
patients in Group I were G3 and none was G0 at 18 months. Analysis of
the SF showed that at 18 months, 80% of the patients in group II while
only 53% in group I recovered at least 25% of their pre-therapy value. A
strong trend toward correlation was observed between a mean parotid dose
of less than 32Gy and the stimulated SF recovery of more than 25% at
12 months (p = 0.056) A significant correlation was also found between the
volume of the glands that received a dose of more than 25, 30, and 35Gy
(V25, V30 and V35) and the recovery of the SSF >25% at 12 months.
The XQ score showed a similar change in time as the SF. The stimulated
SF showed a statistically significant correlation with the XQ score at any
time (with a p value ranging from 0.018 to 0.036). Questions evaluating the
sleeping and tasting functions and the need to sip water during the day,
showed the greatest improvements (p ranging from 0.03 to 0.05).
Conclusion: The use of IMRT for the treatment of nasopharyngeal cancer
allows a decrease in the parotid gland mean dose and reduces salivary
gland toxicity. An increase in saliva translated into an improvement in the
patients’ perception of xerostomia related side effects.
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Background: Interstitial boost to external beam irradiation (EBI) with low
dose rate (LDR) BT in cancer of the base of tongue results in improved
local control without additional toxicity compared to EBI alone. Data for
HDR BT are scarce; however, compared to LDR BT this technique has the
advantage of less radiation exposure for medical staff. The purpose of this
study was to assess feasibility and short term clinical outcome of interstitial
HDR BT and radio-chemotherapy in cancer of base of tongue.
Materials and Methods: Between 02/2003 and 02/2006, 20 patients
(pts) with cancer of base of tongue were treated with HDR BT followed
by EBI and concurrent chemotherapy. Their median age was 59 (46−83)
years. AJCC stage was I/II in two pts, III in six and IVa in twelve pts.
Fourteen pts had positive cervical lymph nodes. Neck dissection was
carried out in 7/20 pts. Concomitant platinum based chemotherapy was
given in all but one patient. A median number of five (2−9) applicators were
implanted under general anaesthesia. After CT based treatment planning,
HDR BT was delivered by an afterloading unit with an iridium-192 source.
The median planning target volume was 37 (12–118) ccm. The median
coverage (V100) was 92 (86−97)% of the target volume. The median HDR
target dose was 24 (9−32) Gy, the median EBI dose 60 (50−72) Gy.
Results: At a median follow-up of 18 (5−41) months, 17 pts (85%) were
alive, 14 pts (70%) without evidence of disease. One patient had died due
to regional, one due to distant progression and one from unclear reason.
Local control at the base of the tongue at time of death or last follow-up was
90% (two pts with initial T3/4 disease locally relapsed), Regional control
70%, two pts developed distant metastases.
There were no perioperative complications due to the implant. Two pts
suffered radionecrosis of mandible during follow-up.
Conclusions: These preliminary data suggest that HDR BT as a boost
prior to radio-chemotherapy results in excellent local control, regional
control comparable to literature and acceptable toxicity.

5528 POSTER
Non-surgical treatment of the neck in cN+ oropharyngeal squamous
cell carcinoma

W. Duthoy, C. Goor, I. Jacobs, P. Meijnders, S. Vanderkam, D. Van
Gestel, D. Van den Weyngaert. ZNA Middelheim, Department of
Radiotherapy, Antwerp, Belgium

Background: Squamous cell carcinoma (SCC) of the oropharynx often
presents with lymph node metastases. The treatment of the clinically
positive neck (cN+) can be primarily surgical or with radiotherapy (RT) or
concomitant radio-chemotherapy (RChT). A R(Ch)T approach might result
in lower chronic morbidity, like neck fibrosis, but possibly at the cost of a
higher regional failure rate.
Materials and Methods: Between 2000 and 2004, 157 patients (pts)
with oropharyngeal SCC were treated at our institution. Of these, 94 pts
had cN+ disease. 31 pts were excluded for various reasons (previous
neck dissection, palliative intent, etc.), leaving 63 pts for this retrospective
analysis. 28 of them (44%) received neo-adjuvant ChT (N-ChT), followed
by RChT in 11 and RT only in 17 pts. Fourteen pts (22%) were treated
with RChT, and 21 (33%) received RT only. Median RT dose was 70Gy.
Response evaluation (RE) was performed at 2 months after the end of
RT. The endpoints were: RE of the primary tumour and the involved neck,
overall survival (OS), local control (LC), regional control (RC) and distant
recurrence (DR). When less than a complete response (CR) was achieved,
the date of RE was used as event date for LC and RC.
Results: T- and N-classification are shown in Table 1. Median follow-up
(FU) in survivors was 46 months. A CR was obtained in 49 pts (78%) for the
primary tumour, and in 50 (79%) for the neck. Median OS was 31 months,
with a 2-year (2Y) and 4-year (4Y) OS of 60% and 43%, respectively. LC
rates were 70% at 68% at 2Y and 4Y, respectively. The 2Y and 4Y LC
rates raised to 87% and 84% for pts who achieved a CR for the primary
tumour. The 2Y and 4Y RC were both 66%, with a 1Y RC of 74%. There
were no regional relapses occuring after 24 months of FU. In pts achieving
a CR in the neck, RC was 90% at 1 year, while the 2Y RC was 80%. No
significant difference was found in RC between pts receiving N-ChT (1Y
RC 77%) or not (1Y RC 71%). The 1Y RC for pts who had received RChT
was 84%, while this was 67% in those not receiving RChT. Isolated regional
recurrence as first site of relapse was seen in 5 pts (8%), of whom 2 could
be salvaged surgically. During FU, DR was diagnosed in 13 pts (21%), 5
of whom had received N-ChT.


