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Workupf#yMultidisciplinary consultationjfji_F&r
#2 T4 H Fertility/reproductive, smoking cessation -
Follow-upfyEvery 1 yearfJiffa# 8 Bl _Fas
clinically indicated -

[Clinical T1-2, NO, MO] - if positive margin -
adjuvant treatmentyRe-resectionfl RT ~ [&i /1
"or” -

[Clinical T3, NO; T1-3, N1-3; T4a-resectable T4b,

any N; MO] - if positive margin > adjuvant
treatmentfyre-resection or RT4 Fkre-resection
and RT -

[Recurrent, unresectable, metastatic]{Lf
regimen - fimmunotherapyllEFFA¥ I > &
EXTREME RegimenflifF{&% -

M1FJER45T - PS2 ~ PS3kfPalliative RT B¢
palliative surgery

1. ¥ mucosal lip cancer4i A CIPERE RS -

2. [IEEEfiTfgadjuvant treatmentfRiErisk
factor stratification -
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WORK-UP

* History& PE

(pack yr smoked)

* Biopsy & Pathology

* Image

- MRI*or CT of H&N* or PET
- Chest X-ray £ Chest CT

- Bone scan* (if PET/CT not
done)

- Abd. Sono*

- 1 Neck Sono

- * PES

* Dental evaluation

- Panorex

- 1 teeth extraction

» Multidisciplinary consultation

(% Fertility/reproductive,
smoking cessation)

* Swallowing evaluation

*+ pl6 status
(* AR Z AHRH < £ 2 i)

STAGING &
TREATMENT

FOLLOW-UP

* [T1-2, NO, MO]
57, Page 2

« [T3, NO; T1-3, N1-3;
T4a-resectable T4b,

any N, MO]
=t 51, Page 3
 [Oral cancer after

surgery]
it 51, Page 4

* [Inoperable status]
it 51, Page 5

« [M1]
it R Page 6

* [Post-Tx within 6 months]
- Every 1-2 months: PE
- Baseline MRI or CT
- T Neck Sono

* [0.5-3 years after Tx]
- Every 2-3 months: PE

- Every 1 year: H & N MRI or CT,
CxR, Bone scan & Abd. Sono * Neck
Sono as clinically indicated

tTSH, free T4*
As clinically indicated
[ 3-5 years after Tx]
- Every 4-6 months: PE
[ 5 years later after Tx]
- Every 6-12 months: PE
(*if RT, every 6-12 months)
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Clinical T1-2, Pathological features Adjuvant Treatment
NO, MO

Primary treatment

Resection of primary *

ND, unil. or bil.# £ SLN = Risk factor stratification (see page 4)
biopsy

Definite RT *. &1 ]: Residual disease | Surgery

Complete clinical response | Follow-up

# Depth of invasion 24 mmu]=%EElective ND ({xfEJREEE ~ fir & ~ SLN biopsy4E 5 fi &) Zkclose
follow-up ; T1-3, NO mucosal lip cancer—f%-+%END
* RT: external beam RT(EBRT) * brachytherapy alone
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5||n|ca| |§ NB
T1-3, N1-3; T4a-
resectable T4b,

any N'I MO

Pathological features

Adjuvant treatment

Primary treatment

Resection of primary +
ND, unil. or bil.#

Induct. C/T&3 || RT/CRT

Risk factor stratification (see page 4)

T RT/CRT

Clinical trials

# Therapeutic neck dissection level{{cN status 5z fE ez {7 & [l &
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Oral cancer Pathological features Adjuvant Treatment

after surgery + Very high-risk group* L CRTEL2 + UFURES of
CRT

Primary treatment .y

| High-risk group* > CRTEL2 or RT
1 >2 intermittent-risk factors
' ' + 1 intermittent- + =1 low-risk factor”

Resect!on of primary = Intermittent-risk group® T PR

ND, unil. or bil. Only 1 intermittent-risk factor
RT=! or CRT

5> Low-risk group®@

>3 low-risk factors

»| CRT=L2 or RT or follow-up

2 low-risk factors

\ 4

RT=L or follow-up

. . . . , 0-1 low-risk factor
# Very high-risk factors: ENE in 2+ LNs, ENE with 25 mm extension

Ty i . S ! " Follow-up¥
* High-risk factors: ENE in 1 LN, positive margin, pT4b, pN3, positive LN >5
$ Intermediate-risk factors: pT3-4a, negative margin after re-resection for positive margin(#JEf:T1-2N0), tongue cancer with extrinsic
muscle invasion, pN2 (positive LN <5), pN1 in lower neck, margin <2 mm (re-resection first), poorly differentiation + DOI 24 mm,
pT1 shallow lesion margin <2 mm=] 2L #EE#£0BS
@ Low-risk factors: pN1, perineural invasion, lymphovascular invasion, DOl 210 mm, poorly differentiation, margin 3-4 mm
N Exception: pT3N1a] DL H {HRT,
& 75 1 —(Elow-risk factor{H fyperineural invasion H {357 #Eneck dissection » HIJZEZHRT

\ 4
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Inoperable status

Treatment

CCRT# 12

\ 4

Resectable

But poor medical or surgical
risk, or patient preference

\ 4

Induction CT&E3 + RT or CRT#: &1-2

Definite RT&1+ CT* &2

\ 4

Unresectable status
T4b or unresectable nodal
disease

\ 4

Palliative RT$&tL

Palliative CT$=E3

\ 4

Supportive care®

\ 4

CT » OP

operable

\ 4

# ECOG Performance Status 0-1=£6 — _
* ECOG Performance Status 2 Clinical trials
$ ECOG Performance Status 3
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» Clinical trial
Treatment
» CDDP * F + Cetuximab#: =4
ConS|d§r » Other combination systemic CT# =4
locoregional

treatment based

on primary site —
algorithms | Surgery or RT or CRT for limited
| metastases#: #2

Other single-agent systemic CT#. *. &4

\ 4

\ 4

M1

Best supportive care#: *-$
Distant metastases " + Palliative RT or palliative surgery *: $

\ 4

# ECOG Performance Status 0-12£6
* ECOG Performance Status 2
$ ECOG Performance Status 3



Carcinoma of Oral Cavity

EESR ERARRE BT BEPRE2IRTES | Ver.2 (25Tt 2022.04.27 Page 7 (Ref. 13-15)

g1
Principles of Radiotherapy

Definitive Radiotherapy
* Primary and gross adenopathy : 66 - 74 Gy (1.8-2.0 Gy/fraction)
* Neck uninvolved nodal stations : 44 - 64 Gy (1.6-2.0 Gy/fractions)

Postoperative Radiotherapy

* Preferred interval between operation and radiotherapy is < 6 weeks.
* Primary : 60-66 Gy (1.8-2.0 Gy/fraction)

* Neck involved nodal stations : 60 - 66 Gy (1.8-2.0 Gy/fraction)

* Neck uninvolved nodal stations : 44 - 64 Gy (1.6-2.0 Gy/fraction)

Palliative RT
* Indicated in : relieve local symptoms, prevent debilitation such as spinal cord
compression and pathological fracture, achieve durable locoregional control.

CCRT or RT
* RT alone if : old age, impaired renal function, poor condition or refused

chemotherapy
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Principles of Chemotherapy Concurrent with RT

Regimen 1: g3w CDDP t Cetuximab®> + 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#> + 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®5 £ Cetuximab#> + RT

«Carboplatin (AUC x 5mg) q3w 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#5 + 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/m?2) 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 or adjuvant, #Z:#2-3cycles

Regimen 1 : q3-4 weeks T=> + P £ F + weekly Cetuximab=5>

*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: 93-4 weeks Platinum * F + weekly Cetuximab#®>

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

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

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

Regimen 3: weekly Cetuximab&=®
-Cetuximab (400mg/ m?) loading dose first week, then Cetuximab (250mg/ m?2)
maintain dose
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Regimens of Chemotherapy Induction or adjuvant, #Z:#2-3cycles

Regimen 4: oral Fluorouracil
*Ufur cap (tegafur 100mg+uracil 224mg) 2# BID-TID
(Salvage or palliative CTH1{E & H{{tiv-formed 5-FU 2~ B &&47)

Regimen 5: weekly Methotrexate
*Methotrexate (40-60mg/ m2)
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Regimens of Chemotherapy Recurrent, unresectable, metastatic

Regimen 1 (First line): q3 weeks Pembrolizumab®> £ Platinum = F

* Pembrolizumab(200mg) D1 (if CPS=1)

» Cisplatin(80-100mg/m?) D1 or Cisplatin (20mg/ m?) D1-D5 or Carboplatin (AUC x 5mg) D1
* Fluorouracil (5-FU) (600-1000 mg/m?) D2-D5

Regimen 2 (First line): q3 weeks Pembrolizumab#®5
« Pembrolizumab(200mg) D1 (if CPS=1)

Regimen 3 (Subsequent line): g2 weeks Nivolumab=>
* Nivolumab(3mg/kg) D1

Regimen 4 (Subsequent line): g3 weeks Pembrolizumab&5
* Pembrolizumab(200mg) D1 (if disease progression on or after platinum therapy)

Regimen 5: q3-4 weeks Platinum * F + weekly Cetuximab=5

*Cisplatin(80-100mg/ m?) D1 or Cisplatin (20mg/ m?) D1-D5 or Carboplatin (AUC x 5mg) D1
*Fluorouracil (5-FU) (600-1000 mg/m?) D2-D5

«Cetuximab(400mg/ m?) loading dose first week, then weekly Cetuximab (250mg/ m?)
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Regimens of Chemotherapy Recurrent, unresectable, metastatic

Regimen 6: g3-4 weeks T = P + weekly Cetuximab=>

*Taxotere(60 mg/ m?) D1

Cisplatin(60-75 mg/ m?) D1

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

Regimen 7: g3-4 weeks T = Carboplatin  weekly Cetuximab®5

«Taxotere(60 mg/ m?) D1

«Carboplatin (AUC x 5mg) D1

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

Regimen 8: Cisplatin + Epirubicin + 5-FU+ Leucovorin
«Cisplatin (60 mg/ m?) D1

Epirubicin (50 mg/ m?) D1

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

Regimen 9: q2 weeks Bevacizumab
*Bevacizumab (200 mg/ m?) D1

Regimen 10: weekly Gemcitabine
«Gemcitabine (1000 mg/m?) D1
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TR FH S (R R 4G [ AR
Taxotere
 DHSEENE PR E A H R migins ~ RS iR dlifte B A Fio bR+ -
- BiCisplatin k5-FU {fH » {E R aRERiay S [B)a » PRI H IU(EEFE -

Cetuximab
o [RELI SRR A S OF(E A S R S HA 2 IR ~ IR R et (B (s AR AR DA
P28 Kt Ry B - B ERIHRELAERER > Hfa MRz — -

1.5E#5 = 70 %

2.Ccr <50ml/min

3.l E (B2 J[&ERE € F fA500Hz ~ 1000Hz ~ 2000Hz ~EHHEE 115 K225 47 H)

4 s A<z platinum-based {EEE &%
 [ReEEFE 2 R E0 G 2 18 88 b/ sEis M BHSHER R At FdE > HoR ¥ B cetuximab
Zzgﬁéﬁﬁﬁ o [HHAEFIELIL8HE BIR - FOFEHFE— K > FitrEmE(tiFE hied
E(HH -

Carboplatin
* [RE R~ E (CCr < 60) =i /R MECLL EEF VbR Z fE iR B (E A -
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RIR SR RS TR

Pembrolizumab -~ Nivolumab
« SeETEE A Platinum FE(EE B AR - AR LAYE 58 Slars A UE SH SR s A S RE
A B o AJHEE L Cetuximab fEEEE—(HH - HIGEAMEF A A G -

 fre NAIRRGE

L AN B HSIRT B4F(ECOG=1)

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

4.PD-L1 FEIH &= TPS=50%

* #)WXHEFLAL2 AR - HEEHF RS DU N &k © e d s - RS (PD-LL) R B R
AR ~ WA SRR RAF(ECOG=1) LAt AT B THRE Z sHE &R ~ 155 -RECIST Bk 22 Bind ko #Hy
(LA BieE 2 S (TR E A EEPET) ~ JeplCi2 il 2 e R ESe B SEE0R ~ (5 A S e e R ] .2

e ETE (treatment protocol) °

- &g 12 5L —2K > LLI-RECIST 2 mRECIST #EERFERE - (K FFIRRIGERT -

| AEEE (PR e CRYGAEGEE

Il IR E(L(PD)SCHIR T ~ EFEEE f dn 2 S8YF RS > JE(E I (EA

. FRE EFREIRRE (SD) - Al P 4E 4 48 - Wit 4 BEREREHE - EEIEHESE R PR CR & » 5
i 12 9 - 515/ SD 2t PD & - JEEIEEH -
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Eastern Cooperative Oncology Group (ECOG) Performance Status
Grade Description Suggestion
0 Normal activity fully ambulatory (f&fiEfR) | #Z U BRRET AL SORAR -
Symptoms, but nearly fully ambulatory SR, N
l > Ve AN / ,HR E‘_fi/ \/\I_II.\/ \/\ e °
CBIEM - ST > Eptnmae | Tone (ORI
Some bed time, but needs to be in bed less
2 than 50% of normal daytime T IR A AR RS G R2 PR o
(A PR _HYEF ] <50%)
Needs to be in bed more than 50% of normal
3 daytlme (%E%LE@H%:‘F83>SO%) T$ﬁ [EE/R:%}:@{"?JJ:{E%/EI
4 Unable to get out of bed (£115¢ £ EAFK) AalE L EEa R
5 Dead
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