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1. mzxse o

2. it B ™ 3 : Cisplatin/Carboplatin + 5-FU -
Cisplatin/CarboplatintEtoposide ~ Taxol+
Cisplatin/Carboplatint 5-FU ~ Cisplatin +
Capecitabine ~ MCF(Mitomycin + CDDP + 5-FU) ~

MCF(mitomycintcisplatintUFUR) ~ Ufur oral ~ Tarceva o

IATH e P NP2 3 B4 Birie (Paged ~ 5~ 6)

2ATHE T B IS F e
Ramucirumab 8 mg/kg, IV, D1 Q14D
Ramucirumab(8mg/kg,1V,D1,D15)+Paclitaxel(50~80mg/m2,

IV, D1, D8, D15) Q28D (Page 10)
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Hi d phvsical .. 1.1f asymptomatic > History and
Istory Zn hp ysica ex:rlmnatlon Multi-disciplinary Medical fit, resectable, physical every 3 month for 2
CBC and chemistry profile .
q P dbi Evaluation (GI, CS, CTC. ..) years > than every 6 month for
Upper GI endoscopy and biopsy Nutrition assessment See page 5 3~5 years.
Chest/abdominal CT . .
. (Jejunostomy feeding, NG 2. Chemistry profile CBC,
UGI series Resectable .
U bdominal h feeding, TPN) Medical unfit for Tumor marker.
PPEr abUOMINEL SONDYRapiy * Evaluation of other medical 3.Imaging :
Bone scan . surgery but able to
D comorbidity * CXR every 3 month for 2
Tumor markers tolerate CCRT or
_ Performance status . years - than every 6 month for
Optional : Cervical esophageal
3~5 years.
PET/CT tumor
B h % See page 6 * Chest CT every 6 month for
ronchosco
oPY Unresectabl Palliative chemoradiotherapy 2 years » than every lyear for
Endoscopic ultrasound(EUS) .
LN aspirat b e or Stage or radiotherapy 3~5 years.
aspiration or biops . .
P Py 1V Medical unfit for 4. Dilatation of anastomotic

B IEHE

Best supportive care and

Nutrition support
(Jejunostomy or gastrostomy
feeding)

surgery and unable to
tolerate CCRT

See page 6

stenosis (OP).
5. Upper Gl endoscopy and

biopsy as clinically indicated

Definitive CCRT (7 RT % % {5 % 3 B 2
FOLLOW UP chest CT
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i i . OBS and follow-
History and physical Resectable » Medical fit, Surgical > RO M LNG) ] TanoMoSRAT P
examination 1 resectable, Resection
CBC and chemistry profile LN(H) »| CCRT or chemotherapy
Upper Gl endoscopy and Pre-OP CCRT* only or radiotherapy

biopsy /chemotherapy* R1.R2 » only
Chest/abdominal CT with surgical

est/abdomina :
. resection RO > LN() ™ OBS and follow-up
U-GlI series
Upper abdominal sono : :
Medical unfit " LN(+)

Bone scan but able to Pre-OP CCRT R1.R2 > Chemoth |
- tolerate CCRT with disease ’ » nemotnerapy only
Tumor markers ™ Cervical ' progressive

Optional: tesophageal

umor CCRT or

PET/CT chemotherapy
Bronchoscopy only or Palliative chemotherapy or radiotherapy
End icl d(EUS . - - radiotherapy .

ndoscopic Itrasound(EUS) ™ Medical unfit | Best supportive care

LN aspiration or biopsy

B uipkz A RS

Unresectabie
or stage IV

and unable to
tolerate CCRT

only

Nutrition support (Jejunostomy or
gastrostomy feeding)

* Criteria : T3-4 or N+
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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
Tumor markers
Optional :
PET/CT
Bronchoscopy
Endoscopic ultrasound (EUS)
LN aspiration or biopsy
B uiphi2 3 Rk H

Medical unfit for surgery, or
Cervical esophageal tumor

CCRT or chemotherapy

Medical unfit for surgery
and unable to tolerate
CCRT

A 4

only or radiotherapy only

Best supportive

Pre-OP CCRT * with
Disease progressive

A 4

A 4

Palliative chemoradiotherapy
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.

4. Upper Gl endoscopy
and biopsy as clinically
indicated

Definitive CCRT en RT % & {6 % 3 B *
FOLLOW UP chest CT
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Surgical outcomes after esophagectomy/

Clinical pathologic findings

Tumor classification

Postoperative treatment

RO

No residual cancer

Surgical Resection

R1 - R2

Microscopic residual cancer

LN (-)

A 4

OBS and follow-up
T3NOMO>R/T

LN () [~

A 4

Pre-OP CCRT/ RO
Chemotherapy No residual cancer
with
Surgical Resection R1 > R?

Microscopic residual cancer

CCRT or chemotherapy only
or radiotherapy only

A 4

LN (-)

OBS and follow-up

LN (+) \

A 4

Chemotherapy 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
3~5 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.

4.Dilatation of anastomotic
stenosis

*5.Upper Gl endoscopy and
biopsy as clinically indicated

Local or regional recurrence
Prior surgery
No CCRT

 -’

CCRT and/or
best supportive care

Resectable and

Local or regional recurrence
Prior CCRT
No surgery

medical fit

Palliative
surgery

A\ 4

Unresectable or

medical unfit

\

Recurrence

I

Distant metastases

Chemotherapy and/or best
supportive care

Definitive CCRT :# RT %2 % 15 % 3 B 2
FOLLOW UP chest CT
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Published C/T regimens(neoad juvant/ad juvant/CCRT/metastasis) Schedule

Cisplatin 60-75mg/m2, IV ,D1/ Carboplatin AUC 4-6 mg, IV ,D1 (Ccr <60)
Fluorouracil, 600-1000 mg/m2, IV ,D1-4 (Reference No0.22)

Q28 D x 4-6 cycles

Performance status (ECOG) =2 or
Kamofsky Performance score =60

Cisplatin 60-75 mg/m2, IV ,D1/ Carboplatin AUC 4-6 mg, IV ,D1 (Ccr <60)
Etoposide 60-100 mg/m2, IV ,D1-3 (Reference No0.23)

Q21 D x 4-6 cycles

Performance status (ECOG) =2 or
Kamofsky Performance score =60

Taxol 140-175 mg/m2, IV ,D1
Cisplatin 20 mg/m2, IV ,D1-5/ Carboplatin AUC 1mg, IV ,D1-5 (Ccr <60 )
Fluorouracil,600-750 mg/m2, IV ,D1-5 (Reference No.24)

Q14D x 4-6 cycles

Performance status (ECOG) =2 or
Kamofsky Performance score =60

Cisplatin 60 mg/m2, IV ,D1/ Carboplatin AUC 4-6 mg, IV ,D1 ( Ccr <60)
Xeloda 2.5TAB/ m2, PO,D1-14 (Reference No0.27)

Q21 D x 4-6 cycles

Performance status (ECOG) =2 or
Kamofsky Performance score =60

Ufur 3CAP/m2, PO,D1-14

Q28D x6 cycles

Performance status (ECOG) =2 or
Kamofsky Performance score =60

Mitomycin 5- 7 mg/m2, IV ,D1
Cisplatin 50-60 mg/m2, 1V ,D1/ Carboplatin AUC 4-6 mg, IV ,D1 (Ccr <60 )
Fluorouracil,480~600 mg/m2, 1V ,D1 (Reference No0.28)

MitomycinQ42D
Cisplatin Q21D
5-FU QD
MCF x 4-6 cycles

Performance status (ECOG) =2 or
Kamofsky Performance score =60




MitomycinQ42D

Mitomycin 5- 7 mg/m2, IV ,D1 ) )
y : Cisplatin Q21D Performance status (ECOG)=2 or

Cisplatin 45-60 mg/m2, 1V ,D1/ Carboplatin AUC 4-6 mg, IV ,D1 (Ccr <60)

Ufur QD Kamofsky Performance score =60
Ufur 3CAP/m2, PO,D1-14 (Reference No0.28)
MCU x 4-6 cycles
Ramucirumab 8 mg/kg, 1V, D1 14D Performance status (ECOG) =2 or
(Reference No.31) Q Kamofsky Performance score = 60

Ramucirumab (8 mg/kg, IV, D1, D15)
Paclitaxel (50~80 mg/m2, IV, D1, D8, D15) Q28D
(Reference No0.32)

Performance status (ECOG) =2 or
Kamofsky Performance score =60

D
Tarceva 150mg 1TAB, PO (to di Q Performance status (ECOG) =2 or
o disease

(Reference No0.29) Kamofsky Performance score =60

progression)

mir (1] 2B EwaFRAE i progession disease g [2]) #&J5:f 3] Grade 3 : Severe or advance

Side effect » T iR » L AL & HiR A Lo ok & e o
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Radiotherapy (Reference No.15-21)

Dose prescription

Combination with operation

i 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, total 50.4-59.4 Gy, 28-33 fractions

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

When the radiation dosage reach 45 Gy > the stomach area should be blocked.

Field design

Preoperative RT or CCRT :

GTV = primary lesion and involved LN; CTV = GTV + subclinical disease (regional LN and submucosal), 4 cm proximal/distal and 1 cm radial;
PTV=CTV+1-2cm.

Tumors above the carina: treat SCV and mediastinal LN.

Tumors at or below the carina: treat mediastinal LN, and include celiac LN for lower 1/3 and gastroesophageal junction tumors.

Postoperative RT : depended by operative findings and pathological report.

Dose limitation :
Spinal cord : Dmax = 46 Gy at 1.8-2 Gy/fraction

Lung : V20 (volume receiving =20 Gy) < 35% -
Heart : V40 <50% -

11
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