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37 Alternative single agent systemic one positive node without adverse eature]
therapy or palliative RT & RT 45 [pN1 without
other risk features ] consider RT, [pNO with
> %;'G?Seﬁs Tﬁ‘;‘}lpLeiﬁif;g%d;éyc‘z{gTeg"”e no adverse p_athplogic features] z/follow up
IndUCtlon che othgrapy 2. t=metastatic disease(M1):;x % ® -

. Sh R M Q)
3.#7# induction chemotherapy i primary tumor ECOG PS:3% B ik 774 single agent

partial response + neck nodes progression | Systemic therapy _ _
or stable diseasez_ ;p % if 78 o 3.{Erecurrent or persistent disease with

distant metastasesiE A\ 2 NGS

4.Induction chemotherapy :z1-4 cycles -
genomic profiling




Carcinoma of the Supraglottic Larynx

I_JTE Emu
WORK-UP

* History(pack yr smoked) & PE;
fiberoptic exam

* Biopsy of primary site or FNA of the
neck

* Contrast and thin angled cuts CT of
larynx * and/or MRI with contrast of
primary and neck *

» Abd. Sono*

* BEEIRFE RIS ZHELL M
v'Chest CT (with or without contrast)
v'Consider FDG PET/CT
v'Preanesthesia studies

v'Pulmonary function evaluation for
conservation surgery candidates

v'Consider videostrobe for select patients
v'EUA with endoscopy
v'"Neck Sono
v'Panendoscopy
v'Dental evaluation
O Panorex * teeth extraction

v'Nutrition, Speech and Swallowing
evaluation/therapy

v'Audiogram
¥v'Smoking cessation counseling
v'Fertility/reproductive counseling

(* IR 2 AHRH <~ 2 )

« Bone scan* (A PET » Bl Rl HIE

STAGING &
TREATMENT

* [Amenable to larynx-preserving
(conservation) surgery (Most T1-2,
NO; Select T3)] R Page 2

* [Requiring (amenable to) total
laryngectomy (T3,NO)] :¥K Page
3

 [Node-positive disease] ¥R,
Page 5

* [Amenable to larynx-preserving
(conservation) surgery (T1-2, N+
and selected T3,N1)] :¥% . Page 6

* [Requiring (amenable to) total
laryngectomy (Most T3, N1-3)]

#f 5 Page 7
*[T4a, NO-3] ¥+, Page 8
[T4b, N1-3 or Unresectable nodal
disease or Unfit for surgery]
#f 5 Page 9
- [M1] 5¥&Page 10

=5t BRI FE 5| Ver.1.2023 Page 1 (Ref. 1-2)

FOLLOW-UP

(base on risk of relapse, second primaries. Treatment
sequelae, and toxicities)

* [Post-Tx within 1 year]

- Every 1-3 months: complete head and neck
exam + fiberoptic examination

- Baseline CT or MRI

- 1 Neck Sono
* [1-2 years after Tx]

- Every 2-6 months: complete head and neck
exam + fiberoptic examination

- Clinical indicated every 1 year: Larynx CT or
MRI, CXR, Bone scan & Abd. Sono = Neck Sono
1TSH, free T4*

* [ 3-5 years after Tx]

- Every 4-8 months: complete head and neck
exam + fiberoptic examination

* [ 5 years later after Tx]

- Every 12 months: complete head and neck
exam + fiberoptic examination

(*if RT, every 6-12 months)
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Amenable to larynx-preserving
(conservation) surgery (Most
T1-2, NO; Select T3)

Pathological features

Adjuvant Treatment

Primary treatment

Endoscopic resection

Node negative (T1-2,NO)

-

Follow-up

N

Extranodal extension

CRT or RT(for select p'ts)2

+ neck dissection

Positive node, Positive margin

-

Open partial supraglottic

laryngectomy + neck
dissection

Definite RT=L

Y

One positive node, Adverse
features*(-)

Re-resection, if feasible in
highly selected patients or RT
i1l or consider CRT#1:3

>

Consider RT:tt

L)

Positive node, Other
adverse features*(+)

RT or consider CRT:13

Node negative (T3-4a, NO)

See Page 3,6,7,8

v

Follow-up

*Adverse features: extranodal extension, positive margins, close margins, pT3 or pT4 primary, pN2 or pN3 nodal disease, perineural invasion, vascular invasion, lymphatic invasion
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Requiring (amenable to)
total laryngectomy (T3,NO)

Primary treatment Pathological features Adjuvant treatment
CCRT Follow-up, assessment after 4-8
>| week

RT (if not candidate for CCRT#&1-2)

N pNO, Adverse features* (-) > | Follow-up
Laryngectomy, thyroidectomy and = pN1, Adverse features* (-) —» | Consider RT &1
with ipsilateral, central, or bilateral
neck dissection »| Extranodal extension and/or positive CRT £13
margin —
Ly Other adverse features(+) —» | RT or consider CRT&L3

Induction Chemotherapy=3 | — CTdor MEI (with contrast) of primary => | See Response Assessment (Page 4)
and nec

Clinical trials

+ Primary site evaluated by CT or MRI(with contrast) of primary head and neck
* Adverse features : Extranodal extension, positive or close margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal disease in levels 1V or V, perineural invasion, lymphovascular invasion
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Response assessment Pathological features Adjuvant treatment

Response after induction
chemotherapy

Follow-up, clinical
H1 | —» ’
Primary site and neck RT assessment after 4-8 week

v

v

nodes : CR* as appropriate
Surgery@

- - _ﬁ
Primary site and neck
nodes: PR* RT or CCRT 1.3

Primary site: PR* and - _—

neck nodes: SD or PD Upfront ND

v

_ » | Adverse features*(-) | — | RT&L
Primary site : SDor |__ | ©Laryngectomy with
PD thyroidectomy as :
indicated, with Extranodal extension -
o . > . . —> | CRTA1L3
ipsilateral or bilateral and/or posmve margin
neck dissection as
indicated, and

pretracheal and = | Other adverse features(+) | —| RT or CRT&L3
ipsilateral paratracheal

lymph node dissection

—> | Unresectable Nodal disease |—* | See Page 9

+ Primary site evaluated by CT or MRI(with contrast) of primary head and neck
* Adverse features : extranodal extension, positive margins, close margins, pT4 primary, pN2 or pN3 nodal disease, perineural invasion, vascular invasion, lymphatic invasion
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Node-positive disease

Clinical stage Treatments
Amenable to larynx-preserving
(conservation) surgery (T1-2, N+ » See Page 6
and selected T3,N1)
Requiring (amenable to) total » See Page 7
laryngectomy (Most T3, N1-3)
T4a, N1-3 > See Page 8
T4b, N1-3 or
Unresectable nodal disease or » See Page 9
Unfit for surgery
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Amenable to larynx-preserving
(conservation) surgery (T1-2, N+ and
selected T3, N1)#

Primary treatment Pathological features Adjuvant treatment
CCRT#12
Follow-up, assessment after 4-8
Definitive RT for low-volume disease > week
(T1-2, N1) or patients medically unfit
for systemic therapy=1!
™| Adverse features*(-) — | Consider RT#1
Partial supraglottic laryngectomy _| Extranodal extension and/or positive e
and neck dissection " | margin - CRT ==
L,| Other adverse features(+) — RT or consider CRT=13

CT or MRI (with contrast) of primary -

Induction Chemotherapy3 | —
and neck

See Response Assessment (Page 4)

Clinical trials

+ Primary site evaluated by CT or MRI(with contrast) of primary head and neck
* Adverse features : Extranodal extension, positive or close margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal disease in levels IV or V, perineural invasion, lymphovascular invasion
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Requiring (amenable to) total
laryngectomy (most T3, N1-3)

Primary treatment Pathological features Adjuvant treatment

1.3 _ | Follow-up, assessment after 4-8
Concurrent CRT= > week
™| Adverse features* (-) — | RTEL
!_ar_yngectomy_wnh thyroidectomy, Extranodal extension and/or positive
ipsilateral or bilateral neck g marai CRT 13
: : gin -
dissection
Ly| Other adverse features(+) — | RT or consider CRT=L3

Induction Chemotherapy*3 | — CTdor ME' (with contrast) of primary | . | See Response Assessment (Page 4)
and nec

Clinical trials

+ Primary site evaluated by CT or MRI(with contrast) of primary head and neck
* Adverse features : Extranodal extension, positive or close margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal disease in levels 1V or V, perineural invasion, lymphovascular invasion
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Primary treatment Pathological features Adjuvant treatment

T4a, NO-3

Extranodal extension and/or

" positive margin ™ | CRT &3
Laryngectomy with
thyroidectomy , and —_—
ipsilateral or bilateral neck
dissection
> Other adverse features(+) = | RT or consider CRT&13

Select T4a patients (high PS, multiple comorbidity or decline surgery)

Follow-up, assessment after 4-8
week

v

Consider concurrent CRT#!2

Clinical trials

Induction Chemotherapy®3 | — CTdor ME' (with contrast) of primary | . | gee Response Assessment (Page 4)
and nec

+ Primary site evaluated by CT or MRI(with contrast) of primary head and neck
* Adverse features : Extranodal extension, positive or close margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal disease in levels IV or V, perineural invasion, lymphovascular invasion
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Newly diagnosed (M0)T4b, NO-3;
Unresectable nodal disease;

Unfit for surgery Treatment

Clinical trial preferred

Concurrent CRT#12

v

PS 0-1#

> Induction C/T#3 as indicated followed by RT or CRT#L3

PS 2° J RTw

Concurrent CRT#12

\ 4

PS 3% Palliative RT=:

A

Single-agent systemic therapy::

v

v

Best supportive care

# ECOG Performance Status 0-1#6
* ECOG Performance Status 2
$ ECOG Performance Status 3
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M1

disease at
initial
presentation

Treatment

v

Clinical trial preferred

\4

Consider
locoregional
treatment
based on
primary site
algorithms

PS 0-1

Distant
metastases

v

\ 4

PS 2

PS 3

—

Combination systemic therapy=4

Single-agent systemic therapy=t4

Surgery or RT or CRT for selected patients
with limited metastases=!.3

Best supportive care

Single-agent systemic therapy=*

Best supportive care * Palliative RT=!

Palliative surgery

Single-agent systemic therapy=*

Best supportive care * Palliative RT=!

Palliative surgery

1. PS 0-1F )& F4ERY » [ best supportive care 4fu] & E systemic therapy, clinical trial or palliative RT

2. PS 2 single agent systemic therapy #6844y > [ best supportive care #Ne[EEE alternate single agent
systemic therapy or palliative RT
3. Recurrent or persistent disease with distant metastasesyi A\ /#:#&HINGS genomic profiling
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P” nci p I €S Of Rad | Oth erapy Either IMRT or 3D conformal RT is recommended. Use of proton
— therapy is an area of active investigation.
Definitive (RT alone) Proton therapy may be considered when normal tissue constraints
* T1-3, NO-1 : 66 - 70 Gy conventional (2.0 Gy/fraction) cannot be met by photon-based therapy.
«PTV:

v" High risk : Primary tumor and involved lymph nodes [this includes possible local subclinical
infiltration at the primary sute and at the high-risk level lymph node(s)]
» Fractionation : 66 Gy (2.2 Gyl/fraction) - 70 Gy (2.0 Gy/fraction) ; daily Monday-Friday in 6-
7 weeks
» Concomitant boost accelerated RT
€ 72 Gy /6 weeks (1.8 Gyl/fraction, large field ; 1.5 Gy boost as second daily fraction
during last 12 treatment days)
€ 66-70 Gy (2.0 Gy/fraction; 6 fractions/wk accelerated)
» Hyperfractionation : 79.2 —81.6 Gy /7 weeks (1.2 Gy/fraction, twice daily)
v' Low to intermittent risk : Sites of suspected subclinical spread
» 44 -50 Gy (2.0 Gyl/fraction) to 54 — 63 Gy (1.6-1.8 Gy/fraction)
Postoperative (RT or Concurrent CRT)
* Preferred interval between resection and postoperative RT is <6 weeks
* High risk: Adverse features such as positive margins
v’ 60-66 Gy (2.0 Gy/fraction); daily Monday—Friday in 6—6.5 weeks
* Low to intermediate risk: sites of suspected subclinical spread
v' 44-50 Gy (2.0 Gy/fraction) to 54-63 Gy (1.6—1.8 Gy/fraction)
Concurrent CRT
* High-risk: typically 70 Gy (2.0 Gy/fraction)
* Low to intermediate risk: 44-50 Gy (2.0 Gy/fraction) to 54—-63 Gy (1.6—1.8 Gy/fraction)
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Principles of Chemotherapy Concurrent with RT

Regimen 1: g3w CDDP * Cetuximab#5 + RT

«Cisplatin (80-100mg/ m?) q3w during R/T

«Cetuximab(400mg/ m?) loading dose first week, then Cetuximab(250mg/ m?) maintain dose D1 + Cisplatin (80-
100mg/ m?) q3w D2 during R/T

Regimen 2: Weekly CDDP * Cetuximab#5 + RT

«Cisplatin (30-40mg/ m?) weekly during R/T

«Cetuximab(400mg/ m?) loading dose first week, and then Cisplatin (30-40mg/ m?) weekly D1 +
Cetuximab(250mg/ m?) maintain dose D2 during R/T

Regimen 3: g3w Carboplatin®® + Cetuximab#5 + RT

*Carboplatin (AUC x 5mg) g3w during R/T

«Cetuximab(400mg/ m?) loading dose first week, then Cetuximab(250mg/ m?) maintain dose D1 + Carboplatin
(AUC x 5mg) q3w D2 during R/T

Regimen 4: Weekly Cetuximab#> + RT
«Cetuximab(400mg/ m?) loading dose first week, then Cetuximab(250mg/ m?) maintain dose during RT

Regimen5 : Carboplatin + 5-FU + Hydroxyurea (CCr < 60) + RT
*Carboplatin (AUC x 1.25mg) D1-D4

Fluorouracil (5-FU) (850mg/m2) D1-D4

*Hydroxyurea 1CAP BID D1-D5

Regimen6 : Cisplatin + 5-FU + Hydroxyurea + RT
+Cisplatin(20mg/ m?) D1-D4

Fluorouracil (5-FU) (850mg/m?) D1-D4
*Hydroxyurea 1CAP BID D1-D5
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Regimens of Chemotherapy Induction, adjuvant, Z:1-4 cycles

Regimen 1: q3-4 weeks T + P + F + weekly Cetuximab#®

«Taxotere(60 mg/ m?) D1

«Cisplatin(60-75 mg/ m?) D1

*Fluorouracil (5-FU) (600-750mg/m?) D2-D5

*Cetuximab (400mg/ m?) loading dose first week, then Cetuximab (250mg/ m?)
maintain dose

Regimen 2: q3-4 weeks Platinum * F + weekly Cetuximab==>

* Cisplatin(80-100mg/ m2) D1 or Cisplatin (20mg/ m2) D1-D5 or Carboplatin (AUC x
5mqg) D1

*Fluorouracil (5-FU) (600-1000mg/m?) D2-D5

*Cetuximab(400mg/m?) loading dose first week, then weekly Cetuximab (250mg/ m?)
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Regimens of Chemotherapy Induction, adjuvant, ZZ# 1-4 cycles

Regimen 3: weekly Cetuximab#5

*Cetuximab (400mg/ m?) loading dose first week, then Cetuximab (250mg/ m?)
maintain dose

Regimen 4: oral Fluorouracil

Ufur cap (tegafur 100mg+uracil 224mgq) 2# BID-TID
(Salvage or palliative CTH{E FEiftiv-formed 5-FU_~ &L g&47)

Regimen 5: weekly Methotrexate

*Methotrexate (40-60mg/ m?)
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Regimens of Chemotherapy Salvage or Metastasis

Regimen 1: g3 weeks Pembrolizumab * Platinum £ F

« Pembrolizumab(200mg) D1 (if CPS=1)

* Cisplatin(80-100mg/ m2) D1 or Cisplatin (20mg/ m2) D1-D5 or Carboplatin (AUC x
5mg) D1

* Fluorouracil (5-FU) (600-1000 mg/m2) D2-D5

Regimen 2: g2 weeks Nivolumab
*Nivolumab(3mg/kg) D1

Regimen 3: q3-4 weeks Platinum * F + weekly Cetuximab#>

Cisplatin(80-100mg/ m2) D1 or Cisplatin (20mg/ m2) D1-D5 or Carboplatin (AUC x
5mg) D1

*Fluorouracil (5-FU) (600-1000 mg/m2) D2-D5

*Cetuximab(400mg/ m2) loading dose first week, then weekly Cetuximab (250mg/m2)
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Regimens of Chemotherapy Salvage or Metastasis

Regimen 4: 93-4 weeks T * Platinum * weekly Cetuximab&?

*Taxotere(60 mg/ m?) D1

*Cisplatin(60-75 mg/ m?) D1 or Carboplatin (AUC x 5mg) D1

«Cetuximab(400mg/ m?) loading dose first week, then weekly Cetuximab (250mg/ m?)

Regimen 5: cisplatin+ epirubicin+ 5-FU+ Leucovorin
«Cisplatin (60 mg/ m?) D1

Epirubicin (50 mg/ m?) D1

*Fluorouracil (5-FU) (2000 mg/m2) D1

Regimen 6: q2 weeks Bevacizumab
*Bevacizumab (200 mg/ m?) D1

Regimen 7. weekly Gemcitabine
*Gemcitabine (1000 mg/m2) D1
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axotere

* SHSHERRE - (RSSO H s miEs 2~ SRS El SR it B A T tikRe -
- BiCisplatin f25-FU ] - {ERIUH aRETHYS [Z0a ke > FR{EEH VUE TR -

Cetuximab

o PREZFBUR SR A A OHE R R BRI g ~ RS S e f8 o (S FHARRAE L
P28 KT Ry ER - RSB RIEEAEREH -

e MEREZ— -

1585 = 70 3%

2.Ccr <50ml/min

3.HE et (FE /IRt E ¥ /5500Hz ~ 1000Hz ~ 2000Hz LS55 K125 77 H)
4 Az platinum-based {EE &5 -

o [RéfEREZ R G IR 2 1558 R /B MR UHSH A R IR A AERE - HoR Y FR R cetuximab
ZIREEH - FEEFIEEZAEREH - (FHEERELIISHE IR » FOFEMPF— X
FTiEREE LB TS EM B - (106/4/1)

Carboplatin
- [REZhEEA~E (CCr < 60) 2 fEERE ML B VbR 2 R B (EH -




Carcinoma of the Supraglottic Larynx
- = SR ERAE RS e BEIRE2 R TE S | Ver.1.2023 Page 18

YL TNy

Fembrolizumab ~ Nivolumab

« SEEiE A platinum FE{EE SRR - AR A L AVAE 58 SRS M BE SE SN R A RET e
e N B o AFHEE L cetuximab fEREE—ERT > HOAEAREREA A ik -

 fre MAIRA:

1 N BRI B4H(ECOG=1)

2.NYHA (the New York Heart Association) Functional Class | X, Il
3.GOT<60U/L fzGPT<60U/L » HT-bilirubin<1.5mg/dL ; Creatinine<1.5mg/dL -
H eGFR>60mL/min/1.73m2

4.PD-L1 F#H & TPS=50%

* FIXHFLAL2 BRIR - HEEIFFRRIT LI N &R © mE e d s ifF%T?iEE(PD L1)Z%3
s ~ W A S BRI RAF(ECOGSL) R L BB & Dife Z sHE &R} ~ 77 IF-RECIST B 2 Bin s KR
T (LA e d 2 ST HEE N EIEPET) ~ JeRlCiE il 2o Blse B A gE skt - @ﬁﬁ%%*ﬁﬁ&?ﬂﬂ%ﬂﬁﬂz

SEEETE (treatment protocol) o

* Fg81g 5 12 #5HE—2R > LLI-RECIST B¢ mRECIST R4S E S - (R MHIRANERTS -

| AEERSEE (PR k. CRYGHEEEH ¢

Il B E L(PD) B B ~ BB Je A 2 SN SRS » JEfs IO

. B9 2 AR EIRREE (SD) - AIRFEHHEE 4 18 > 05 4 BREREHE - EHFIGEHEE R PR CR & > 156
Qeei(EH 12 3 - %513/ SD = PD & » JEZEIfEA -
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Eastern Cooperative Oncology Group (ECOG) Performance Status
Grade Description Suggestion
0 Normal activity fully ambulatory (fiE/iE;iR) | ¥ HEARAE LpRatAt R A -
1 Symptoms, but ne@rly fully ambulatory b HE A BT T R
(AIER @ 2 T B4R " " *
Some bed time, but needs to be in bed less
2 than 50% of normal daytime Fo IR R (PR 2 R R AR -
(e AE PR _E AV [E]<50%)
Needs to be in bed more than 50% of normal
3 daytime (%EEEJ:E@H%;FEE>5O%) T@% ﬁ/ﬁ%)ﬂé{ﬁﬂifb%/m
4 Unable to get out of bed (&H5¢ & EAEK) s lF IR EEE B -
5 Dead




Carcinoma of the Supraglottic Larynx

=R ERAE RS e B IRE2 e[ Ver.l. 2023 Page 20

References

=

NCCN Clinical Practice Guidelines in Oncology — Head and Neck Cancers Version 1. 2023

AJCC (Amin M, Edge S, Greene F, et al. AJCC Cancer Staging Manual, 8th ed. New York: Springer; 2017

3. Silver CE, Beitler JJ, Shaha AR, et al. Current trends in initial management of laryngeal cancer: the declining use of open surgery. Eur Arch
Otorhinolaryngol 2009;266:1333-1352. Available at:http://www.ncbi.nlm.nih.gov/pubmed/19597837.

4. Warner L, Chudasama J, Kelly CG, et al. Radiotherapy versus open surgery versus endolaryngeal surgery (with or without laser) for early
laryngeal squamous cell cancer. Cochrane Database Syst Rev 2014:Cd002027. Available at: https://www.ncbi.nlm.nih.gov/pubmed/25503538.

5. Warner L, Lee K, Homer JJ. Transoral laser microsurgery versus radiotherapy for T2 glottic squamous cell carcinoma: a systematic review of
local control outcomes. Clin Otolaryngol 2017;42:629-636. Available at: https://www.ncbi.nlm.nih.gov/pubmed/27863075.

6. Mo HL, Li J, Yang X, et al. Transoral laser microsurgery versus radiotherapy for T1 glottic carcinoma: a systematic review and metaanalysis.
Lasers Med Sci 2017;32:461-467. Available at: https://www.ncbi.nlm.nih.gov/pubmed/27966051.

7. Yoo J, Lacchetti C, Hammond JA, Gilbert RW. Role of endolaryngeal surgery (with or without laser) versus radiotherapy in the management of
early (T1) glottic cancer: a systematic review. Head Neck 2014;36:1807-1819. Available at: https://www.ncbi.nlm.nih.gov/pubmed/24115131.

8. Forastiere AA, Zhang Q, Weber RS, et al. Long-term results of RTOG 91-11: a comparison of three nonsurgical treatment strategies to preserve
the larynx in patients with locally advanced larynx cancer. J Clin Oncol 2013;31:845-852. Available at:
http://www.ncbi.nim.nih.gov/pubmed/23182993.

9. Forastiere AA, Goepfert H, Maor M, et al. Concurrent chemotherapy and radiotherapy for organ preservation in advanced laryngeal cancer. N
Engl J Med 2003;349:2091-2098. Available at: http://www.ncbi.nlm.nih.gov/pubmed/14645636.

10. Janoray G, Pointreau Y, Garaud P, et al. Long-term results of a multicenter randomized phase Il trial of induction chemotherapy with cisplatin, 5-
fluorouracil, +/- docetaxel for larynx preservation. J Natl Cancer Inst 2016;108. Available at: https://www.ncbi.nlm.nih.gov/pubmed/26681800.

11. Pointreau Y, Garaud P, Chapet S, et al. Randomized trial of induction chemotherapy with cisplatin and 5-fluorouracil with or without docetaxel for
larynx preservation. J Natl Cancer Inst 2009;101:498-506. Available at: http://www.ncbi.nlm.nih.gov/pubmed/19318632.

12. Semrau S, Schmidt D, Lell M, et al. Results of chemoselection with short induction chemotherapy followed by chemoradiation or surgery in the
treatment of functionally inoperable carcinomas of the pharynx and larynx. Oral Oncol 2013;49:454-460. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/23321550.

13. Stokes WA, Jones BL, Bhatia S, et al. A comparison of overall survival for patients with T4 larynx cancer treated with surgical versus organ-
preservation approaches: A National Cancer Data Base analysis. Cancer 2017;123:600-608. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/27727461.

14. Forastiere AA, Zhang Q, Weber RS, et al. Long-term results of RTOG 91-11: a comparison of three nonsurgical treatment strategies to preserve

the larynx in patients with locally advanced larynx cancer. J Clin Oncol 2013;31:845-852. Available at:

http://www.ncbi.nlm.nih.gov/pubmed/23182993.

n



Carcinoma of the Supraglottic Larynx

SR ERHE RS e BRIRE2TE5 [ Ver.1.2023 Page 21

References

15. Adelstein DJ, Li Y, Adams GL, et al. An intergroup phase Il comparison of standard radiation therapy and two schedules of concurrent
chemoradiotherapy in patients with unresectable squamous cell head and neck cancer. J Clin Oncol 2003;21:92-98. Available at:
http://www.ncbi.nim.nih.gov/pubmed/12506176.

16. Sun XS, Michel C, Babin E, et al. Approach to oligometastatic disease in head and neck cancer, on behalf of the GORTEC. Future Oncol
2018;14:877-889. Available at: https://www.ncbi.nlm.nih.gov/pubmed/29578359.

17. Bonomo P, Greto D, Desideri |, et al. Clinical outcome of stereotactic body radiotherapy for lung-only oligometastatic head and neck squamous
cell carcinoma: Is the deferral of systemic therapy a potential goal? Oral Oncol 2019;93:1-7. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/31109688.

18. Bates JE, De Leo AN, Morris CG, et al. Oligometastatic squamous cell carcinoma of the head and neck treated with stereotactic body ablative
radiotherapy: single-institution outcomes. Head Neck 2019;41:2309-2314. Available at: https://www.ncbi.nlm.nih.gov/pubmed/30788878.

19. Yamazaki H, Nishiyama K, Tanaka E, et al. Radiotherapy for early glottic carcinoma (T1NOMO): results of prospective randomized study of
radiation fraction size and overall treatment time. Int J Radiat Oncol Biol Phys 2006;64:77-82. Available at:
http://www.ncbi.nlm.nih.gov/pubmed/16169681.

20. Ang KK, Harris J, Wheeler R, et al. Human papillomavirus and survival of patients with oropharyngeal cancer. N Engl J Med 2010;363:24-35.
Available at: http://www.ncbi.nlm.nih.gov/pubmed/20530316.

21. Fakhry C, Westra WH, Li S, et al. Improved survival of patients with human papillomavirus-positive head and neck squamous cell carcinoma in a
prospective clinical trial. J Natl Cancer Inst 2008;100:261-269. Available at: http://www.ncbi.nlm.nih.gov/pubmed/18270337.

22. Rischin D, Young RJ, Fisher R, et al. Prognostic significance of p16INK4A and human papillomavirus in patients with oropharyngeal cancer
treated on TROG 02.02 phase Il trial. J Clin Oncol 2010;28:4142-4148. Available at: http://www.ncbi.nlm.nih.gov/pubmed/20697079.

23. Fakhry C, Zhang Q, Nguyen-Tan PF, et al. Human papillomavirus and overall survival after progression of oropharyngeal squamous cell
carcinoma. J Clin Oncol 2014;32:3365-3373. Available at:http://www.ncbi.nim.nih.gov/pubmed/24958820.

24. Posner MR, Lorch JH, Goloubeva O, et al. Survival and human papillomavirus in oropharynx cancer in TAX 324: a subset analysis from an
international phase Ill trial. Ann Oncol 2011;22:1071-1077. Available at: https://www.ncbi.nlm.nih.gov/pubmed/21317223.

25.  Sritippho T, Chotjumlong P, lamaroon A. Roles of human papillomaviruses and p16 in oral cancer. Asian Pac J Cancer Prev 2015;16:6193-6200.
Available at: https://www.nchbi.nlm.nih.gov/pubmed/26434816.



