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REPLY:

Thank you so much for your questions regarding the article

related to the TNM staging by head and neck radiologists.

Your first question was regarding how we determined “subspe-

cialization in head and neck radiology.”

Subspecialization in head and neck radiology was determined

based on the self-claim of the survey responders. We asked the

exact question, “Are you specialized to head and neck radiology?”

To this question, 72.1% of the responders answered yes. Because

the survey was sent to members of the American Society of Head

and Neck Radiology (ASHNR), most (if not all) of the responders

were neuroradiology-fellowship trained. It is estimated that 75–

80% of ASHNR members are neuroradiology-fellowship trained.

Those who claimed subspecialized in head and neck radiology,

however, do not necessarily practice head and neck radiology ex-

clusively. The vast majority of them interpret general neuroradi-

ology. The intention of the survey is to understand the current

practice of neuro/head and neck radiologists regarding imaging

based cancer staging, not by general radiologists.

Regarding the second question as to how we measure a cervical

lymph node, I agree with Dr Yousem that the size criteria alone

have limited value.1 The reference for the statement “the shortest

axial diameter of lymph nodes is the most accurate indicator of

metastatic versus reactive or normal node” was supposed to be the

1990 report by van den Brekel in Radiology.2 The article by van

den Brekel2 is the largest study addressing the accuracy of size

criteria of 2719 lymph nodes in 71 neck dissection specimens in

patients with head and neck cancer. Although the measurement

was not performed on imaging, it revealed a real performance of

size criteria by using the 3D measurements correlated with patho-

logic results in patients with head and neck cancer. They mea-

sured short axial, long axial, and longest longitudinal diameters.

Based on the pathologic correlation of each lymph node, they

found that a short axial diameter was the most accurate predicting

presence of nodal metastasis.

Furthermore, evidence review of diagnostic accuracy of cervi-

cal lymph node metastasis by Furukawa and Anzai3 demonstrated

a high sensitivity, but an extremely low specificity of 1-cm cutoff

of the maximum axial diameter generally used in clinical practice.

On the other hand, the size cutoff when using 1-cm minimum

axial diameter was associated with moderate sensitivity and spec-

ificity and overall higher accuracy compared with that of the larg-

est axial diameter. It might be because a pathologic node is round

rather than oval-shaped, as Dr. Peter Som described in 1987.4

Therefore, a short axial diameter reflects the presence of me-

tastasis more accurately than a long axial diameter, as shown in

a study by Steinkamp et al.5

However, it is customary to measure lymph nodes in a large

axial diameter because that is how head and neck surgeons or

oncologists palpate and document the size of nodal metastases.

The goal of this survey was to access the practice variations, not to

make any conclusion as to what is right or how we should measure

lymph nodes. As expected, we found substantial variabilities as to

how radiologists measure lymph nodes in clinical practice. The

current CT allows visualization of a tumor or lymph node in any

planes, as well as measurement of volume of tumor. I believe that

how we measure and report tumor burden is an important ques-

tion for all cancer imaging. Although we have no consensus, what

is important is to understand perspectives of our colleagues of

head and neck surgeons and oncology team. The authors

would like to thank Dr. David Yousem for raising the interest-

ing and important discussion.

REFERENCES
1. Don DM, Anzai Y, Lufkin RB, et al. Evaluation of cervical lymph

node metastases in squamous cell carcinoma of the head and neck.
Laryngoscope 1995;105:669 –74 CrossRef Medline

2. van den Brekel MW, Stel HV, Castelijns JA, et al. Cervical lymph
node metastasis: assessment of radiologic criteria. Radiology 1990;
177:379 – 84 CrossRef Medline

3. Furukawa M, Anzai Y. Diagnosis of cervical lymph node metastasis
in head and neck cancer: evidence-based neuroimaging. In Medina
LS, Sanelli PC, Jarvik JG, eds. Evidence-Based Neuroimaging Diagnosis
and Treatment: Improving the Quality of Neuroimaging in Patient
Care. New York: Springer-Verlag; 2013:693–718 CrossRef

4. Som PM. Lymph nodes of the neck. Radiology 1987;165:593– 600
CrossRef Medline

5. Steinkamp HJ, Hosten N, Richter C, et al. Enlarged cervical lymph
nodes at helical CT. Radiology 1994;191:795–98 CrossRef Medline

Y. Anzai
Department of Radiology

University of Utah
Salt Lake City, Utahhttp://dx.doi.org/10.3174/ajnr.A5005

E10 Letters Jan 2017 www.ajnr.org

http://dx.doi.org/10.1288/00005537-199507000-00001
http://www.ncbi.nlm.nih.gov/pubmed/7603268
http://dx.doi.org/10.1148/radiology.177.2.2217772
http://www.ncbi.nlm.nih.gov/pubmed/2217772
http://dx.doi.org/10.1007/978-1-4614-3320-0_41
http://dx.doi.org/10.1148/radiology.165.3.3317494
http://www.ncbi.nlm.nih.gov/pubmed/3317494
http://dx.doi.org/10.1148/radiology.191.3.8184067
http://www.ncbi.nlm.nih.gov/pubmed/8184067

	REFERENCES

