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Reference: NCCN Clinical Practice Guidelines in Oncology', Esophageal cancer, V.1.2015
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*History and physical . | RO P INQ) »| OBS and follow-up
.y ' pny | Medical fit, [ 7| Surgical Resection T3NOMO>R/T
examination "| resectable, g \
. . .
CBC and ChemIStry proflle Resectable N N CCRT.or chemotherapy only
*Upper Gl endoscopy and R1,R2 »| or radiotherapy only
biopsy
* i > 2 » OBS and follov-up
Chest/abdominal CT [ Pre-oP CCRT with RO LN (-)
* UGI series | Surgical Resection
. .
Upper abdominal N » Chemotheray
sonograph | onl
arapny . . R1R2 e y
*PET/CT Disease progressive
Onpti | | abletotolerate CCRT or chemotherapy
ional : - . .
P CCRT, Cervicdl 11 o\ o ragiotherapy only Palliative chemotherapy or
*Bronchoscopy esophageal tumor :
radiotherapy
* 1 .
Endoscopic ultrasound(EUS) | Best supportive care
*LN aspiration or biopsy » Medical unfit and "| Nutrition support (Jejunostomy
unableto tolerate or gastrostomy feeding)
Unresect CCRT
able or
Stage 1V

* Criteria : T3-4 or N+
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Ll d phvsical 1.If asymptomatic
H'Sto_ry and physica Multi-disciplinary Medical fit, resectable, History and physical
*examlnatlon . _ Evaluation every 3 month for 2
CBC and chemistry profile (G, CS, CTC .....) seepaged | years: than every 6
*
Upper GI endoscopy and Nutrition assessment month for 3~5 years.
biopsy Resectable . : _ )
. (Jejunostomy feeding, NG . , 2. Chemistry profile
*Chest/abdominal CT : Medical unfit for
* feeding, TPN) CBC, Tumor marker.
* UGI series . . surgery but ableto '
Evaluation of other medical tolerate CCRT or 3.Imaging:
. .
*Upper abdominal sonography comor bidity Cervical esophagel *CXR every 3
Bone scan Perfor mance status month for 2 years
*PET/CT tumor
T Ker (SCC % Seep pages than every 6 month
o liirgg;lrr'lar &r(SCC) Unresectab Palliative for 3~5 years.
*Bp A ' leor Stage chemor adiotherapy or * Chest CT every 6
: ronc OS(?Opy IV radiother apy Medical unfit for month for 2 years
*Endosc.opn.: uItrassund(EUS) Best supportive care and surgery and unableto than every lyear for
L N aspiration or biopsy Nutrition support tolerate CCRT 3~5 years.
SeepagedS | 4 Dilatation of

(Jejunostomy or gastrostomy
feeding)

anastomotic stenosiq
(OP).
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*History and physical examination
*CBC and chemistry profile
*Upper Gl endoscopy and biopsy
*Chest/abdominal CT

* UGI series

*Upper abdominal sonography
*Bone scan

*PET/CT

*Tumor marker (SCC)

Optional :

*Bronchoscopy

*Endoscopic ultrasound (EUS)
*L N aspiration or biopsy

Medical unfit for surgery, or
Cervical esophageal tumor

CCRT or chemotherapy

Medical unfit for surgery
and unableto tolerate
CCRT

A 4

only or radiotherapy only

Best supportive

Pre-OP CCRT * with
Disease progressive

A 4

A 4

Palliative chemor adiother apy
Best supportive care and
Nutrition support

1.1f asymptomatic
History and physical
every 3 month for 2
years: than every 6
month for 3~5 years
2. Chemistry profile
CBC, Tumor marker.
3.Imaging:

* CXR every 3
month for 2 years
than every 6 month
for 3~5 years.

* Chest CT every 6
month for 2 years
than every lyear for
3~5 years.
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Surgical outcomes after esophagectomy/

Clinical pathologic findings

Tumor classification

Postoper ative treatment

RO

No residual cancer

Surgical Resection

R1- R2

LN (-)

A 4

OBS and follow-up
T3NOMO>R/T

IN(4) [~

A 4

Microscopic residual cancer|

RO
No residual cancer
Pre-OP CCRT
with
Surgical Resection R1- R2

CCRT or chemotherapy only
or radiotherapy only

~

A 4

LN (-)

OBS and follov-up

N () [0

A 4

Microscopic residual cancer|

Chemotherag only
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Follow-up

Recurrence

Palliative therapy

1.1f asymptomatic History and
physical every 3 month for 2

years than every 6 month for 3~b

years.
2. Chemistry profile CBC, Tumor
marker.

3.Imaging:

* CXR every 3 month for 2

years than every 6 month for 3~b

years.
* Chest CT every 6 month for 2
years> than every lyear for 3~5
years.

Local or regional recurrencs
Prior surgery
No CCRT

Local or regional recurrencg
Prior CCRT

A%

No surgery

Distant metastases

w

CCRT and/or

best supportive care

Resectable and
medical fit

A 4

surgery

Palliative

\

Unresectable or
medical unfit

Recurrence

T

supportive care

Chemotherapy and/or beg

b

—
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Published C/T regimens

Schedule

Cisplatin 60-75mg/m2, IV ,D1/ Carboplatin AUC 46, IV ,D1 ( Ccr <60)

Performance status (ECOSP or
Q28 D x 4-6 cycles

Fluorouracil, 600-1000 mg/m2, IV ,D1-4 (Reference N@2) Kamofsky Performance scae60

Cisplatin 60-75 mg/m2, IV ,D1/ Carboplatin AUC 4¥8), IV ,D1 ( Ccr <60) 021 D x 4-6 cycl Performance status (ECO&Q or
X 4-6 cycles

Etoposide 60-100 mg/m2, IV ,D1-3 (Reference N@3) y Kamofsky Performance scae60

Taxol 140-175 mg/m2, IV ,D1
Cisplatin 20 mg/m2, IV ,D1-5Carboplatin  AUC 1mg, IV ,D1-5 Ccr <60)

Performance status (ECOSP or

14D x 4-6 cycles
Q X y Kamofsky Performance scaee60

Fluorouracil,600-750 mg/m2, IV ,D1-5 (Reference N@4)

Cisplatin 60 mg/m2, IV ,D1/ Carboplatin AUC 4-6 my ,D1 ( Ccr <60) 021 D x 46 cycl Performance status (ECOS&Y or
X 4-6 cycles

Xeloda 2.5TAB/ m2, PO,D1-14 (Reference N@7) y Kamofsky Performance scae60

Ufur 3CAP/m2, PO,D1-14

Performance status (ECO&P or

28D x6 cycles
Q xo oy Kamofsky Performance scaee60

Mitomycin 5- 7 mg/m2, IV ,D1
Cisplatin 50-60 mg/m2, IV ,D1/ Carboplatin AUC 4¥6), IV ,D1 (Ccr <60)
Fluorouracil,480~600 mg/m2, IV ,D1 (Reference N@8)

MitomycinQ42D
Cisplatin Q21D Performance status (ECOS&Y or
5-FU QD Kamofsky Performance scaee60

MCF x 4-6 cycles




MitomycinQ42D
Cisplatin Q21D Performance status (ECO&R or
Ufur QD Kamofsky Performance scars60
MCU x 4-6 cycles

Mitomycin 5- 7 mg/m2, IV ,D1
Cisplatin 45-60 mg/m2, IV ,D1/ Carboplatin AUC 4%, IV ,D1 ( Ccr <60)
Ufur 3aCAP/m2, PO,D1-14 Reference N@8)

QD Performance status (ECOSP or
Tarceva 150mg 1TAB, PO Reference N@9) _ )
(to disease progression)Kamofsky Performance scae60
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Radiotherapy (Reference Na5-21)

Dose prescription

Combination with operation

, i 1.8-2 Gy, total 45-50.4 Gy, 25-28 fraction
(Pre-operative or post operative RT)

Concurrent CCRT without operation 1.8-2 Gy, totas59.4 Gy, 28-33 fractions

RT alone 1.8-2 Gy, total 54-64 Gy, 27-35 fractions

When the radiation dosage reach 45-Glye stomach area should be blocked.

Field design

Preoperative RT or CCRT

GTV = primary lesion and involved LN; CTV = GTV H+lisclinical disease (regional LN and submucosatyydproximal/distal and 1 cm radial,
PTV=CTV +1-2cm.

Tumors above the carina: treat SCV and mediadtiNal

Tumors at or below the carina: treat mediastina) &hd include celiac LN for lower 1/3 and gastrqgesmeal junction tumors.

Postoperative RT depended by operative findings and pathologicadntep

Dose limitation:

Spinal cord: Dmax = 46 Gy at 1.8-2 Gy/fraction
Lung : V20 (volume receiving=20 Gy) < 35%
Heart: V40 < 50%-
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DEFINITIONS OF TNM

Primary Tumor (T)

TX  |Prmary tumor cannot be assessed

TO No evidence of prmary tumor

Tis  |High-grade dysplasia

T1 Tumor mvades lamma propria, muscularis mucosae, or submucosa
Tla |Tumor mvades lanuna propria or muscularis mucosae

Tlb  |Tumeor mvades submucosa

T2 Tumeor mvades musculans propria

T3 Tumeor nvades adventitia

T4 Tumeor mvades adjacent structures

T4a |Resectable tumor mvadmg pleura, pervardiom, or diaphragm

T4b |Unresectable tunor urvading other adjacent structures, such as aorta,

vertebral body, trachea, etc.

Regional Lymph Nodes (N)

NX  |Regional lymph nodes cannot be assessed

NO  |No regional lymph node metastasis

N1 Metastasis m 1-2 regional lyimph nodes

N2  |Metastasis in 3-0 regional lymph nodes

N3 Metastasis m seven or more regional lymph nodes
Distant Metastasis (M)

MO  |No distant metastasis

M1  |Dastant metastasis

14




ANATOMIC STAGEPROGNOSTIC GROUPS

Squamous Cell Carcinoma (Figure 10.6)

Stage (T N M Grade Tumor Lecation
0 Tis (HGD) |(NO MO 1. X Any
IA T1 NO MO 1. X Any
IB T1 NO MO 2-3 Any
T2-3 NO MO 1. X Lower, X
ma |T2-3 NO MO 1.X Upper, nuddle
T2-3 NO MO 2-3 Lower, X
nme |T2-3 NO MO 2-3 Upper, nuddle
T1-2 N1 MO Any Any
A (T1-2 N2 MO Any Any
T3 N1 MO Any Any
T4a NO MO Any Any
e |13 N2 MO Any Any
mc  |T4a N1-2 MO Any Any
T4b Any MO Any Any
Any N3 MO Any Any
IV Any Any M1 Any Any
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Or mized histology including a squamous component or NOS,

Location of the pritnary cancer site 15 defined by the position of the upper (prozimal) edge of the tumor in
the ezophagus.

Adenocarcmoma (Fieure 10.7)

Stage (T N M Grade
0 Tis (HGD) |NO MO 1.X
IA T1 NO MO 1-2, X
IB T1 NO MO 3
T2 NO MO 1-2, X
ma T2 NO MO 3
oe |T3 NO MO Any
T1-2 N1 MO Any
mA  |T1-2 N2 MO Any
T3 N1 MO Any
T4a NO MO Any
me |13 N2 MO Any
I [T4a N1-2 MO Any
T4b Any MO Any
Any N3 MO Any
IV Any Any M1 Any
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T Tis  high-grade dysplasia
T1 lamina propria, muscularis mucosae, or subsaico
Tla lamina propria or muscularis mucosae
Tlb submucosa
T2  muscularis propria
T3  adeventitia
T4  adjacent structures
T4a resectable tumor invading pleura, pericardiomndiaphragm
T4b unresectable tumor invading other adjacentsires, such as aorta, vertebral body, trachea, et
N NO O No regional lymph node metastasis
N1 1-2 positive regional lymph nodes
N2 3-6 positive regional lymph nodes
N3 = 7 positive regional lymph nodes
M MO no distant metastasis
M1 distant metastasis
Cdl type Squamous cell carcinomaAdenocarcinoma
Grade of G1 well differentiated
histology G2 moderately differentiated
G3 poorly differentiated
G4 Undifferentiated
L ocation of | Proximal tumor margin ( for squamous cell carcinoma only
cancer Upper thoracic 15~24 cm

Middle thoracic  24~32 cm
Lower thoracic 32~40 cm
Esophago-gastric junctionepicenter in esophagus, e-g junction, or withirkpnal 5 cm of the stomach

Staging of esophageal carcinoma(AJE)C
17



Sage grouping: Squamous cell carcinoma(AJCC 77 Sage of grouping: Adenocarcinoma(AJCC ")

Stage T N M G L ocation Sage T N M G
0 is 0 0 1 Any 0 is 0 0 1
A 1 0 0 1 Any A 1 0 0 1-2
1B 1 0 0 2-3 Any IB 1 0 0 3
2-3 0 0 1 L ower 2 0 0 1-2
1A 2-3 0 0 1 Uu/M A 2 0 0 3
2-3 0 0 2-3 L ower 1B 3 0 0 Any
1B 2-3 0 0 2-3 Uu/M 1-2 1 0 Any
1-2 1 0 Any Any [TTA 1-2 2 0 Any
[TTA 1-2 2 0 Any Any 3 1 0 Any
3 1 0 Any Any 4a 0 0 Any
4a 0 0 Any Any 1B 3 2 0 Any
[11B 3 2 0 Any Any IH1C da 1-2 0 Any
[c 4a 1-2 0 Any Any 4b Any 0 Any
4ab Any O Any Any Any 3 0 Any
Any 3 0 Any Any IV Any Any 1 Any
Y Any any 1 Any Any
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