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WORK-UP

» History & PE
 Biopsy & Pathology

* Image
- MRl orCTofH&N

- Chest X-ray

- Bone scan

- Abd. Sono

- * Neck Sono

- T PET scan

» Dental evaluation
- Panorex

- T teeth extraction
« Multidisciplinary
consultation

STAGING &
TREATMENT

FOLLOW-UP

e [T1-2, NO-1, MO]
it 4, Page 2

« [T3-4a, NO-1, MO]
+f 5t Page 3

« [Any T, N2-3, MO]
it 5 Page 4

* Very advanced stage

ot Page 5

* [Post-Tx within 6 months]
- Every month: PE

- Baseline MRI or CT

 [0.5-3 years after TX
- Every 3 months: PE
- Every 1 year:

H &N MRI or CT, CxR, Bone
scan & Abd. Sono = Neck Sono

[ 3-5 years after Tx]
- Every 4-6 months: PE

* [ 5 years later after Tx]
- Every 6-12 months: PE




Carcinoma of Oropharynx

= SR ERAR RS BT BRRE2 a5 [ Ver. 1 25Tk 2016.06.08 Page 2 (Ref. 1-3, 5)

Clinical T1-2,
NO-1, MO Pathological features Adjuvant management
Primary treatment |" Complete clinical response (| Follow-up
Definite RT or » Residual disease — Surgery
CCRT(T2 or N1

( ) -~ Adverse features*(-), NO (| Follow-up
Resection of primary — : :

» Positive margin, NO — Re-resection, RT

t* ND, unil. or bil .# (it
cN statusffij%E)

or CRT (T2 only)&1-2

N

Adverse features(-), N1

Follow-up or RT=1

L)

Extracapsular spread

CRT#12

Ly |

Other adverse features

RT or CRT&1-2

# a5 g Elective neck dissectionziclose follow-up

* Adverse features: Extracapsular nodal spread, positive or close margins, N2 or N3 nodal
disease, nodal disease in levels IV or V, perineural invasion, lymphovascular invasion.
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Clinical T3-4a,
NO-1, MO

Primary treatment

Pathological features

Adjuvant Management

na

Complete clinical response

—

Follow-up

CCRT

™~ Residual disease — Surgery if operable
Induction CT
+ CRT or RT=13 ~ Adverse features*(-) L, RTEEL

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

na

Extracapsular spread

CRT or RT=12

v

Positive margin

Re-resection, CRT or
RT=L-2

Other adverse features

RT or CRT=1-2

#Neck dissection level {{<cN status[fijE °
* Adverse features : Extracapsular nodal spread, positive margins, N2 or N3 nodal
disease, nodal disease in levels IV or V, perineural invasion, lymphovascular invasion.
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Clinical any T,
N2-3, MO

Primary treatment

CCRT or RT =12

Pathological features

Adjuvant Management

N

Complete clinical response

—

Follow-up

!

Partial response(+)

+ Chemoselection&3
Induction CT for 2-3 cycles

Ly |

Residual disease

Surgery if operable

|

RT#!

Partial

response

()

+ Upfront ND# l

Resection of primary

N

+ ND, unil. or bil.*

v

Adverse features™(-) —

Extracapsular nodal spread | CRT=12

Positive margin | Re-resection, CRT or
RT=1-2

Other adverse features (+) [ RT or CRT=12

#Neck dissection level {primaryZi{ir 5zcN statusffij i€ e
* Adverse features : Extracapsular nodal spread, positive margins, pT3-4, N2-3 nodal
disease, nodal disease in levels IV or V, perineural invasion, lymphovascular invasion.
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Management

Inoperable status

CCRT#. 512

\ 4

Resectable
But poor medical or surgical
risk, or patient preference

Induction CT=3 + RT or CRT # &1-2

\ 4

Definite RT&L+ CT *, &2

v

Unresectable status
T4b or unresectable nodal
disease

A\ 4

Palliative RT$=1

Palliative CT$&3

\ 4

Supportive care®

\ 4

# ECOG Performance Status 0-17E°
* ECOG Performance Status 2
$ ECOG Performance Status 3
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&1
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)

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

chemotherapy

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

Regimen 1: q3w CDDP * Cetuximab#4 + RT

Cisplatin (80-100mg/ m2) g3w during R/T

*Cetuximab(400mg/ m2) loading dose first week, then Cetuximab(250mg/ m2)
maintain dose D1 + Cisplatin (80-100mg/ m2) q3w D2 during R/T

Regimen 2: Weekly CDDP t Cetuximab#4 + RT

Cisplatin (30-40mg/ m2) weekly during R/T

*Cetuximab(400mg/ m2) loading dose first week, and then Cisplatin (30-40mg/
m2) weekly D1 + Cetuximab(250mg/ m2) maintain dose D2 during R/T

Regimen 3: g3w Carboplatin = Cetuximab#4 + RT

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

*Cetuximab(400mg/ m2) loading dose first week, then Cetuximab(250mg/ m2)
maintain dose D1 + Cisplatin (80-100mg/ m2) q3w D2 during R/T

Regimen 4: Weekly Cetuximab®4 + RT
*Cetuximab(400mg/ m2) loading dose first week, then Cetuximab(250mg/ m2)
maintain dose during RT
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Regimens of Chemotherapy Induction, salvage or adjuvant, #:2-3cycles

Regimen 1: q3-4 weeks CDDP * F + weekly Cetuximab#4
Cisplatin(80-100mg/ m2) D1

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

*Cetuximab(400mg/ m2) loading dose first week, then weekly Cetuximab
(250mg/ m2)

Regimen 2: q3-4 weeks P + F £ weekly Cetuximab=4

Cisplatin (20mg/ m2) D1-D5

*Fluorouracil (5-FU) (600-1000 mg/ m2) D1-D5

*Cetuximab(400mg/ m2) loading dose first week, then weekly Cetuximab
(250mg/ m2)

Regimen 3: q3-4 weeks Carboplatin = F £ weekly Cetuximab&4
«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 Induction, salvage or adjuvant, #:2-3cycles

Regimen 4: q3-4 weeks T + P £ F + weekly Cetuximab4

*Taxotere(60 mg/ m2) D1

Cisplatin(60 mg/ m2) D1

*Fluorouracil (5-FU) (600 mg/m2) D1-D5

*Cetuximab (400mg/ m2) loading dose first week, then Cetuximab (250mg/ m2)
maintain dose

Regimen 5: weekly Cetuximab==4
*Cetuximab (400mg/ m2) loading dose first week, then Cetuximab (250mg/ m2)
maintain dose

Regimen 6: oral Fluorouracil
*Ufur cap (tegafur 100mg+uracil 224mg) 2# TID

(Salvage or palliative CTH{E £ Hi{tiv-formed 5-FU 7 (X &&97))
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Eastern Cooperative Oncology Group (ECOG) Performance Status
Grade Description Suggestion
0 Normal activity fully ambulatory (SEfiE{R) | F2URARAEA LTS SRR -
Symptoms, but nearly fully ambulatory (5 o g e N
1 R Y AL S B ﬁ\'\:{ EE\?’ T Th £ o
R SR tT BB ) | PO e R
Some bed time, but needs to be in bed less
2 than 50% of normal daytime Yo IR A AR RS R PRAR o
(£ PR _EAYHR ] <50%)
Needs to be in bed more than 50% of normal
3 daytlme (%EEEJ:E@H%F§>50%) Tﬁ% F/ﬁ%)@{?i{b%/m
4 Unable to get out of bed (£HH5€ =EAK) BT LB AR
5 Dead
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