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Patient selection schematic diagram

Op date :
20204 3¢
N - N=130
Neck —_—
dissection | N=108
- N=67
TCND = 44
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score
matching

TCND =23

RAND =23

Figure 1. |3 OjAr &x} M8 gAle TCND=Traditional trans-Cervical Neck

Dissection, RAND=Robot-Assisted retroauricular Neck Dissection
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pT stage, pN stage, 924 Iu} o o o Fo] F3l%, retrieved
lymph node®] <, ICU 44 oF, % A7 free flap = oA, Ad 71
hemovac drainage &%, drain A7 A|7|& 7| &8¢}

B AAE AAdstn Ao 4 B wHeA FER Ad
ZAAS FutEAdd-o A AA (Hematoxyline-Eosin staining)d}e] #5
T By A3dE vtE o R skt

#2412 R(Version 4.2.1, R project for Statistical Computing, Vienna,
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Table 1. AL ATC]

U, WelskA] AR (n=46)

‘ Conventional Robot-assisted P
Variables transcervical neck retroauricular neck value
dissection (%) (n=23) dissection (%) (n=23)
Age 65.0 + 8.6 56.6 + 14.9 0.025
Sex
Male 15 (65.2) 13 (56.5) 0.763
Female 8 (34.8) 10 (43.5)
Primary
site
Tongue 8 (34.8) 10 (43.5)
Bucgcal 4 (17.4) 4 (17.4) .
mucosa
Mandible 11 (47.8) 9 (39.1)
SthI‘rcl};eo 4 (17.4) 2 (8.7) 0.662
pT 0.079
T1 7 (30.4) 7 (30.4)
T2 2 (8.7) 9 (39.1)
T3 6 (26.1) 3 (13.0)
T4a 8 (34.8) 4 (17.4)
pN 0.795
NO 20 (87.0) 21 (91.3)
N1 1 (4.3) 1 (4.3)
N2a 1 (4.3) 0
N2b 1 (4.3) 1 (4.3)
Stage 0.258
I 7 (30.4) 7 (30.4)
I 2 (8.7) 7 (30.4)
111 5 (21.7) 4 (17.4)
v 9 (39.1) 5 (21.7)
Free flap 7 (30.4) 7 (30.4) 1.000
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1) Disease free survival — All stages

2R o|§% B A Padd WEA

£

2 7F locoregional controlS HF 3} disease free survivalS #2413k Ay}
et g2} 4= Zbzb 29, 3ioldler 2\ FHAES I BAA felAde

R4

A p=0.84). (Figure 2)

Disease free survival

1.00 1 —r— '“'i"'u
L I L — -

= .
= 0.751
D |
v
o
o)
—
8.0.50
©
=
g 0.5+ “+ ND_type_CR=ConvND
» p=0.84 “ ND_type_CR=RAND

0.001

0 10 20 30
Months

Figure 2. & oA 4% vhdo] o2 29 98 MEQ H|



2) Disease free survival - Early stages

pTNM stage’} I, II¢l

early stage group? 24

100% = A4 fo4dL At (p=1.0). (Figure 3)
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3) Disease free survival - Advanced stages

pTNM stage’} HI, IVSl advanced stage group? 293 3 A3
FAL S AT (p=0.59). (Figure 4)

Disease free survival

1.00 1 -
[_,___n

> L e —
= 0754 -
L0
(]
el
o
8.0.501
©
=
c DI04 ~ ND_type_CR=ConvND
@ p =059 == ND_type_CR=RAND

0.001

0 10 20 30
Months

Figure 4. Advanced stage (pTNM stage : III or IV) ZtAtoA =

"xd a0 o] e 2d 2 MES vl
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Cox MANG =Y H4L o83 AL AYAA B4 Ak, F9I%

gl

B, PEe), B 9xa Jae PE, pTNM 971, 9= w9 o) 2,
g 9 FH AAFo R H<F resection margin® free of tumor oJH=
G EASES o, Al 5 H9xXd Hihes WY 9 uUE HysEd
AAAFE FE gy, Ay 5 ¥EEZd Aaes UYHE O ATS
FolustA dovl= A8 <AA= oY AtH(p= 0.700, 0.819).

Table 2. o] Yol &4

n=5 Agt =k 5 Hazérd p-value
ratio

Neck TCND 3 0.819

dissection RAND 2 0.81

F 2 0.700
Sex
M 3 0.70
Hazard ratios of all variables
HR (95% C.1)

0.81
ND_type_CRRAND +

0.81(0.13-5.09)

SexM - 0.7 (0.12-4.27)

012 0.62 112 16221262 ReUBHA2

Harzard Ratios

Figure 5. "ol 211 Q91 EA (Cox vl ¢ 2&)

"



4. Perioperative outcome

Fe AR AY 71z, Fad "@=Zd 4, drainage¥® hemovac® F
hemovacs AAS7I 744 Ad 713 ko] EAA FodS glded, ICU
dA TR 2R 5 HzZd Haess v ALl FovEA

2 tH p=0.018). (Table 3).

Table 3. AFTjAFQ] peri-operative outcome H|nl (n=46)

] - Robot-assisted

g Conventional transcervical g P
Variables neck dissection (%) (n=23) d{;;;gg%gcg)}:l)r (r;lezcsz) value
Operation ) )
time (min) 300.0 [223.0 ; 437.0] 342.0 [275.5 ; 481.0] 0.187
Retrieved
lymphnodes 205 £ 7.0 179 + 56 0.172
Hospital
stay 16.0 [11.0 ; 21.0] 14.0 [11.0 ; 17.5] 0.421
period(day)
ICU stay . )
Hemovac
drainage 310.0 [198.8 ; 409.5] 428.8 [291.4 ; 496.4] 0.065
amount(cc)
Hemovac
removal 56 [4.4 ; 71] 6.3 [5.0 ; 6.8] 0.524
period(day)

12
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Abstract

Efficacy of robot—assisted retroauricular neck

dissection

Taegyeong Oh

Department of Dental science
The Graduate School, Yonsei University

(Directed by Professor Dongwook Kim, M.D., D.D.S., Ph.D.)

From 1906, when Crile reported of performing neck dissection simultaneously
with wide excision of oral squamous cell carcinoma, neck dissection has taken
place as a routine treatment. Since then, treatment methods of neck dissection
have been developed and subdivided. However, conventional transcervical neck
dissection can inevitably cause long scars on the neck, which can reduce aesthetic
satisfaction of patients after surgery. Using a robot(da Vinci) with retroauricular
approach can increase aesthetic satisfaction because it leaves scars behind the ear.
In addition, it can provide advantages such as removing the operator’'s hand
shaking phenomenon and securing an inaccessible field of view. However, there
are still insufficient research data on the oncological results or efficacy comparison
of robot-assisted retroauricular neck dissection and conventional transcervical neck

dissection.
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To evaluate the oncological safety and efficacy of robot-assisted neck dissection,
the author compared 23 patients who performed robot-assisted neck dissection
with the following 23 patients underwent conventional neck dissection out of 67

patients who have clinically negative neck node and performed neck dissection.

1. There is no statistically significant difference in the two-year disease free
survival rate in accordance with the type of neck dissection.

2. There is no statistically significant difference in the operation time, the number
of retrieved lymph nodes, the total amount drained from suction drain(hemovac),
and the duration until the suction drain is removed.

3. In the case of performing robot—assisted retroauricular neck dissection, the ICU

hospitalization period was significantly short.

The limitation of this study is that it was a retrospective study, only a single
institution was targeted, and the confidence interval on the results of multivariate
analysis was wide due to small number of study patients. However, it is believed
that this results provide valuable information to surgeon for suggesting the

oncological safety and feasibility of robot—assisted neck dissection.

Key words : Oral squamous cell carcinoma, Robot-assisted retroauricular neck

dissection, Conventional transcervical neck dissection, Survival analysis
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