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DR. GRANT: Why do you prefer radical neck dissection rather than iri-adiation
for cervical metastases in head and neck cancer?

DR. MARTIN: Even though irradiation can often permanently sterilize a single
node or a small group of nodes, there are usually multiple wide
spread metastatic lymph nodes in the neck, not all of which are
demonstrable clinically. In such cases, radiation therapy to the
entire lymph node bearing zone would necessitate a cancercidal
dose over an extensive area (120 sq. cm. or more) which could not
be tolerated by the patient.

DR. GRANT: Does this apply to supervoltage therapy, also?
DR. MARTIN: Yes. A cancercidal dose (6,000 r or more tumor dose) applied to

the entire neck including the major vessels, nerves, muscles, liga
ments and bony tissue in the neck, no matter what voltage is used,
is prohibitive over the wide area necessary to cover all of the pos
sible lymph node drainage area in the neck.

DR. GRANT: There must also be a limit as to how radical surgery can be.
DR. MARTIN: Yes, but the permissible limits of radical surgery for the cure of

cancer of the head and neck are determined only by the necessity
of preserving structures which are essential to the patient's life.

DR. GRANT: What about age? Certainly this must be a factor.
DR. MARTIN: When one considers that cancer is always fatal if untreated, and

that in most cases surgery (either conservative or radical) offers
the best chance of cure as compared to any alternative method of
treatment, then it is certainly logical to accept an operative risk
rather than to abandon the patient to certain death from uncon
rolled cancer, no matter what his age.

DR. GRANT: How is the decision made when age is a factor?
DR. MARTIN: The problem is usually best considered as a decision when to oper

ate, not whether to operate.

DR. GRANT: Could you elaborate further on that?
DR. MARTIN: Take a hypothetical case where a decision has been made that a

given patient is â€œ¿�inoperableâ€•for medical reasons and that it would
be better to â€œ¿�leavethe old lady die in peace.â€•This leaves no al
ternative but complete inaction, except for so-called â€œ¿�palliativeâ€•
radiation therapy, which in most cases is more palliative to the
conscience of the doctor than to the disease of the patient.

DR. GRANT: You are, of course, speaking of tumors which are not radiosensi
tive or curable by radiation therapy.

DR. MARTIN: Of course.

DR. GRANT: You studied age in relationship to the operative mortality risk at
Memorial Hospital. What specific facts did you learn?

DR. MARTIN: We found that in patients under the age of 60 with cancer of the
head and neck, who were operated upon under general anesthesia
at Memorial Hospital, the postoperative death rate was 0.6 per
cent. Above the age of 60, the rate was 1.3 per cent. At first
thought, one might look on this difference as indicating a doubling
of the mortality rate. On the other hand, looking at it with more
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objectivity, the chances of a postoperative fatality are actually
increased by only 0.7 per cent, or seven in every thousand.

DR. GRANT: What about conservative surgery as opposed to radical surgery for

head and neck cancer?
DR. MARTIN: These are relative terms. Before one decides between a conserva

tive or a radical operation, it is well to bear in mind that very often
the first treatment of cancer is an â€œ¿�allor nothingâ€• action. Either
the growth is completely removed with all of its lymph node
metastases or the patient's chances for life are either irrevocably
lost or very seriously compromised. Therefore, radical as the
procedure may seem, the surgeon must advise the technique that
will give the greatest chance of permanent cure.

DR. GRANT: ls there a place for less radical operations?

DR. MARTIN: Yes, but certainly a sorry alternative would be to recommend a

more â€œ¿�conservativeâ€•method, hoping that in case of failure it will
not be too late subsequently to adopt the more radical method.

DR. GRANT: What's wrong with that?
DR. MARTIN: Any fair-minded audit of unsuccessful operations for cancer will

show that in the majority of instances, the procedure had been
unduly limited in scope by too great â€œ¿�conservatismâ€•;not that it
had been unjustifiably â€œ¿�radical.â€•

DR. GRANT: What about the patients or family who do not want â€œ¿�,-adicalâ€•hea.d
and neck surgery?

DR. MARTIN: Experience has shown that if the surgeon firmly believes in the
soundness of his recommendation, and if he gives due considera
tiob to the sensibilities of the patient, he will have few refusals
of even the most extensive operation. Avoiding such cruel and
heartless expressions as â€œ¿�takeout your larynx,â€• â€œ¿�removeyour
eye,â€•or â€œ¿�cutoff your breasts,â€• the patient, or at least his family,
can be fully apprised nevertheless of the necessary facts no mat
ter how grim.

DR. GRANT: How would you say it?
DR. MARTIN: Spare the patient the exact specificationsof the risk or the details

of the operation. In certain cases they will accept with confidence
total laryngectomy or radical resection of the maxilla, if they are
sustained by the surgeon's promise that he will do his best to â€œ¿�save
the larynxâ€• or â€œ¿�theeye,â€•or other important structures.

DR. GRANT: Is this being truthful?
DR. MARTIN: Of course. He should always save whatever important structures

he can.

DR. GRANT: Is rejection of radical surgei-y of the head and neck by patients
very common?

DR. MARTIN: No. Not infrequently, one hears from people in good health with
out cancer such statements as â€œ¿�Iwould rather be dead than suffer
this or that disfigurement or loss of function,â€• but in people ac
tually suffering the pain and threat of loss of life from cancer of
the head and neck, amazing fortitude and equanimity is demon
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strated in the face of the physical handicaps which surgical treat
ment will bring about.

DR. GRANT: What are some of the lesions that can be treated conservatively
and what sort of an operation is preferred?

DR. MARTIN: Many examples can be found of small or moderate-size lesions any
where in the head and neck (except the nasopharynx) which may
be excised locally with a reasonably safe margin, such as cancers
of the lip, on the tip and lateral borders of the tongue, the mucosa
of the cheek, etc. Similarly, a great majority of tumors of the
parotid gland can be removed by excising the superficial lobe ex
ternal to the facial nerve and preserving the main trunk of this
nerve.

DR. GRANT: How about the larynx?
DR. MARTIN: Some cancers of the larynx can be adequately dealt with by

partial laryngectomy. For example, lesions of the anterior two
thirds of one of the vocal cords, in which the lesion does not extend
much beyond the anterior commisure and does not deeply invade
the ventricle.

DR. GRANT: It is obvious that careful selection must be pi-acticed if one wishes
to perform conservative procedures in head and neck cancer.

DR. MARTIN: By all means. This is the crux of the head and neck cancer problem.
In addition to comprehensive knowledge of the anatomy of the
region, one should have had extensive experience with all modali
ties of treatment so that all decisions can be as soundly based
on objective practice as is humanly possible. These are life and
death decisions, which may involve great cosmetic and functional
loss for the patient. No amount of experience and knowledge is
excessive to the needs when balanced against these factors.

DR. GRANT: Thank you, Dr. Martin,

COUNSELLING PATIENTS ABOUT HEALTH HAZARDS

Some physicians are reluctant to advise people of the risk of cigarette smoking both
because they do not want to be considered kill-joys and because they feel that the
hazard involved is not great. As for the hazard, for American men age 35, the chances
of dying before 65, from all causes, are almost twice as great for heavy cigarette
smokers as for non-smokers; 41 per cent for two-pack-a-day smokers as compared
to 23 per cent for non-smokers. Yet, in comparison, some physicians stopped giving
Type Ill oral poliomyelitis vaccine when a panel of advisers to the Surgeon General
of the U.S. Public Health Service concluded that there is a risk of approximately one
in a million that an individual who is given this vaccine may develop poliomyelitis.
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