
Background Results

John Mills, BS
Albany Medical Center
millsj1@amc.edu 

Jaclyn Preece, MD
Albany Medical Center
preecej@amc.edu

1. Argiris A, Karamouzis MV, Raben D, Ferris RL. Head and neck cancer. Lancet. May 17 2008;371(9625):1695-709. doi:10.1016/s0140-6736(08)60728-x
2. Elrefaey S, Massaro MA, Chiocca S, Chiesa F, Ansarin M. HPV in oropharyngeal cancer: the basics to know in clinical practice. Acta Otorhinolaryngol Ital. Oct 2014;34(5):299-309.
3. Kraft M, Laeng H, Schmuziger N, Arnoux A, Gürtler N. Comparison of ultrasound-guided core-needle biopsy and fine-needle aspiration in the assessment of head and neck lesions. Head Neck. Nov 2008;30(11):1457-63. doi:10.1002/hed.20891
4. Smith A, Grady A, Vieira F, Sebelik M. Ultrasound-Guided Needle Biopsy for Diagnosis of Advanced-Stage Malignancies of the Upper Aerodigestive Tract. OTO Open. Jan-Mar 2017;1(1):2473974x17690132. doi:10.1177/2473974x17690132
5. Hassan NH, Usman R, Yousuf M, Ahmad AN, Hirani I. Transoral flexible laryngoscope biopsy: Safety and accuracy. World J Otorhinolaryngol Head Neck Surg. Mar 2019;5(1):30-33. doi:10.1016/j.wjorl.2018.09.003

Avoiding the Operating Room for Diagnosis of Head and 
Neck Squamous Cell Carcinoma (HNSCC) 
John Mills BS, Jaclyn Preece MD, Tam Ramsey MD, Neil Gildener-Leapman MD

- Head and neck cancer (HNC) is the 6th most 
common cancer in the world1

- 90% of head and neck cancers are squamous 
cell carcinoma (SCC)2

- Biopsy options: direct laryngoscopy with biopsy, 
fine needle aspiration (FNA), ultrasound guided 
core needle biopsy (US-CNB), in-office primary 
site biopsy3-5

- Unspecified role for biopsy of neck metastasis 
alone as being sufficient for starting non-surgical 
oncologic treatment of HNSCC

Objective
Examine the mode of biopsy and time to 

diagnosis of HNSCC in patients with a 
known primary tumor

Methods

- Retrospective review of at least T1N1 SCC of 
the oropharynx, hypopharynx, or larynx

- Single academic institution
- April 2020 – September 2021
- Reviewed: physical examination findings, 

procedural reports, imaging
- Determined: date of initial presentation, date of 

diagnostic procedure, mode of diagnosis, date of 
diagnosis

Contact References

104 new patients with at least T1N1 
HNSCC of the oropharynx, 

hypopharynx, or larynx
53 patients reviewed

51 Excluded
22 Recurrent disease
10 Unknown primary
17 Curative intent surgery
2 Protective tracheostomy

31 underwent non-
operative procedure for 

diagnosis 

22 underwent operative 
procedure for diagnosis

FNA

Mode of 
Diagnosis

Average Time to 
Diagnosis 

FNA FNA

9.5 days (n=10*)

US-CNB

FNA US-CNB

22.5 days (n=2)

8 days± (n=3)

14 days (n=1)

FNA US-CNB 73 days (n=1)FNA

In-office primary site biopsy (PSB) 5.5 days (n=12)

FNA In-office PSB 7 days¥ (n=2)

FNA OR PSB 50.8 days (n=9)

OR PSB 21.7 days (n=13)

P value
Average 

Wait Time
PatientsCohort

0.00116.2 days31Avoided OR 
for diagnosis

33.6 days22OR for 
diagnosis

0.49725.3 days36Primary site 
biopsied

15.6 days17Primary site 
not biopsied

* One patient in this cohort had FNA findings “suggestive of SCC,” went onto treatment without further testing, and thus 
their findings were diagnostic.
± Two patients in this cohort did not have documentation for their initial visit and were excluded from this table.
¥ One patient in this cohort waited 161 days due to SARS CoV-2 delays and was excluded from this table.

Conclusions

FNA, US-CNB, and in-office biopsy are effective and 
alternative approaches to avoid the OR and the risks of 
general anesthesia. Additionally, minimally invasive 
biopsies have a statistically significant shorter average 
wait time as compared to OR primary site biopsies. 

It is suggested that with pathological confirmation in the 
neck, all primary tumors do not necessarily need to be 
biopsied if they are apparent via imaging or clinical exam. 
It may be feasible to avoid the OR and rely on histologic 
diagnosis of neck metastases for treatment decisions.


