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64.8(2:25 2.4 Gylfraction) to 70 Gy (2.0
Gy/fraction)
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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 *
*Bonescan* (3 PET > ¥ 7 G 5k &)
 Abd. Sono*
(*@uiphL i)

CTRA R ORI TR E

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 videostroboscopy for select patients
v EUA with endoscopy

v Neck Sono

v Panendoscopy

v Dental evaluation Panorex + teeth extraction

v Nutrition, Speech and Swallowing
evaluation/therapy

v Audiogram

v Smoking cessation couseling

v Fertility/reproductvie couseling
* Screening for HBV/HCV

STAGING &
TREATMENT

* [Tis, NO]
¥R Page 2
* [T1-2, NO; select T3, NOJ
¥R Page 3
* [T3 requiring total
laryngectomy, NO-1]

=+ Page 4
* [T3 requiring total
laryngectomy, N2-3]

7, Page 6
T4a
it Page 7

* [T4b, NO-3; Unresectable N;

Unfit for surgery]

it Page 8

* [M1]
it 7Page 9

FOLLOW-UP

(base on risk of relapse, second primaries.

— Treatment sequelae, and toxicities)

« [Post-Tx within 1 year]

g

g
i

Every 1-3 months: complete head and
neck exam + fiberoptic examination
Baseline CT or MRI

+ Neck Sono

* [1-2 years after Tx]

0

g

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 +TSH, free T4*

* [ 3-5 years after Tx]

0

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

* [ 5 years later after Tx]

0

Every 12 months: complete head and
neck exam + fiberoptic examination
(*if RT, every 6-12 months)
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Carcinoma in situ

Primary treatment

Pathological features

Endoscopic resection
(Preferred)

Adjuvant Treatment

RTS 1

\ 4

Follow-up

$RT: Either IMRT or 3D conformal RT is recommended

\ 4

Follow-up
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—.
Amenable to larynx preserving
(conservation) surgery

(T1-2, NO or select T3, NO ) @

Primary treatment Pathological features Adjuvant Treatment
RTS &kl * Follow-up
> Adverse features*(-) -~ Follow-up
End . = Positive margin Re-r_esectlon, gl
NAOSCOPIC Or open feasible or RT

partial laryngectomy Adverse e

g . - i (Extranodal sy
on+/- Neck dissctin | features*(+) | T"| extension) | CRT#2

N Other adverse L RT*ﬁl
features(+)

pN1 without other risk features = Consider RT#L

@Nodal disease in such glottis tumors is rare

*Adverse features: extranodal extension, positive or close margins, pT4 primary, pN2 or pN3 nodal disease, perineural invasion, vascular invasion, lymphatic invasion, subglottic extension
$RT: Either IMRT or 3D conformal RT is recommended
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T3 requiring(amenable to)
total laryngectomy, NO-1,
MO

Primary treatment Pathological features Adjuvant treatment

v

Concurren;tj%RT C])cr RCT:IIQfTEE)g;em Follow-up, clinical assessment
not candidate for after 4-8 week as appropriate

™ pNO without other risk features — Follow-up

Surgery, including ipsilateral or PN1 without other risk features — Consider RT=!
bilateral neck dissection;

consider thyroidectomy to clear
central compartment nodes Extranodal

extension and/or

. . $1.0
~ Adverse features*(+) positive margin  —>| CRT &

Other adverse
features(+) —>| RT or consider CRT#L2

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

* Adverse features : extranodal extension, positive margins, close margins, pT4 primary, pN2 or pN3 nodal disease, perineural invasion, vascular invasion, lymphatic invasion, subglottic
extension
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Response assessment

Pathological features

Adjuvant treatment

chemotherapy

Response after induction

Follow-up, clinical

Primary site and neck
nodes : CR*

Primary site and neck
nodes: PR*

Primary site: PR* and
neck nodes: SD or PD

Primary site : SD or
PD

RTHEL | —

v

assessment after 4-8 week
as appropriate

v

'

Upfront ND

@
| Surgery /
CCRT or RT#12

v

@Laryngectomy with
thyroidectomy as
indicated, with
ipsilateral or bilateral
neck dissection as
indicated, and
pretracheal and
ipsilateral paratracheal

lymph node dissection

v

Adverse features*(-) | — | RT&EL

Extranodal extension

» . |— | CRT#L2
and/or positive margin

Other adverse features(+) | —*| RT or CRT=1-2

5

Unresectable Nodal disease |—> | See Page 8

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

extension
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T3 requiring (amenable to)
total laryngectomy (N2-3)

Primary treatment Pathological features Adjuvant treatment
12 _| Follow-up, clinical assessment
Concurrent CRT ”| after 4-8 week as appropriate
> Adverse features*(-) —> Follow-up
Laryngectomy +/- thyroidectomy, Extranodal
ipsilateral or bilateral neck dissection, extension and/or L2
and pretracheal and > Adverse features*(+) positive margin —>| CRT
ipsilateral paratracheal lymph node
dissection Other adverse | RT or consider CRT#1-2
features(+)
>

Consider RT#!

\ 4

pN1 without other risk features

Induction Chemotherapy&3 | — CTdor MEI (with contrast) of primary | | See Response Assessment (Page
and nec .

* Adverse features : extranodal extension, positive margins, close margins, pT4 primary, pN2 or pN3 nodal disease, perineural invasion, vascular invasion, lymphatic invasion, subglottic
extension
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Primary treatment Pathological features Adjuvant treatment
T4a, NO-3
> Adverse features*(-) » Follow-up
Surgery, including ipsilateral or bilateral neck Extranodal
dissection; thyroidectomy to clear central extension and/or 5410
Compartment nodes, especially when there is - Adverse features*(+) . : —| CRT
positive margin
thyroid-cartitage-with-gross-invasion external

pharyngeal extension of the thyroid gland and :
significant subglottic Other adverse  —| RT or consider CRT#1-2

extension features(+)

pN1 without other risk features — Consider RT=!?

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

Follow-up, clinical assessment
after 4-8 week as appropriate

v

Consider CRT&!2

Clinical trial
for function-preserving

surgical or RT
mnnagpmpnf

Induction Chemotherapy&3 | —» CTdor ME' (with contrast) of primary | | See Response Assessment (Page
and nec £

* Adverse features : extranodal extension, positive margins, close margins, pT4 primary, pN2 or pN3 nodal disease, perineural invasion, vascular invasion, lymphatic invasion, subglottic
extension



Printed by Ching-Chih Lee on 12/1/2024 6:53:33 PM. For persorsal use only. Not approved for distribution. Copyright £ 2024 National Comprahensive Cancer Natwork, Inc., All Rights Resened,

Mational

(ol Cancer
MNetwork®

comprehensive NCCN Guidelines Version 1.2025
Cancer of the Glottic Larynx

NCCHN Guidelines Index
Table of Contents
Discussion

CLINICAL
STAGING

Surgery,
including
ipsilateral or
bilateral neck
dissection;
thyroidectomy
to clear central
compartment
T4a,N0-3 = |nodes,
especially when
there is external
ha eal
gmr;:%n of the
thyroid gland
and significant
subglottic
extensionk

TREATMENT OF PRIMARY AND NECK

Mo adverse pathologic
features'

Adverse pathologic
features

pN1 without other
risk features

——————+ Consider RT >

ADJUVANT TREATMENT

Extranodal extension
and/or positive margin

Follow-up
FOLL-A, 1
of 2)

1

Recurrent
or
persistent
disease
(ADV-3)

__, Systemic therapy/RTIM .

(category 1) -

RTI

—ee—# | 0T

Consider systemic therapy/RT}™

Other risk

features

Post Systemic Therapy/RT or RT Recurrent or persistent

Consider concurrent systemic therapy/RT}™

disease (ADV-3)
Selected T4a or

Neck Evaluation (FOLL-A, 2 of 2)

patients who Clinical trial for function-preserving surgical
decline or RT management i
surgery or CT (with contrast) or

. |[MRI (with and without

Induction chemotherapy™®

i Principles of Radiation Therapy (GLOT-A).

k Principles of Surgery (SURG-A).
I Adverse pathologic fealures: extranodal extension, positive margins,

primary, pN2 or pN3 nodal disease, perineural invasion, vascular invasion, lymphatic invasion,

and subglottic extension (Discussion).

| Mote: All recommendations are category 2A unless otherwise indicated.

‘wersion 1 2025, 1262024 & 2024 Nasonal Comprehensive Cancer Mebwori® (NCCTHT), Al ighls reserved. NOCH

contrast) of primary — Response Assessment (GLOT-5)

and neck

close margins, pT4 m Principles of Systemic Therapy for Non-Masopharyngeal Cancers

(SYST-A).
0 See Discussion on induction chemotherapy.

GLOT-6

Guidedires® and this ilustration may not be repeoduced in any form without the expeess whitten permission of NCCH
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Newly diagnosed (M0O)T4b, NO-3;
Unresectable nodal disease;

Unfit for surgery Treatment

Clinical trial preferred

Concurrent CRTaz-2

v

PS 0-1#

”| Induction C/T#3 as indicated followed by RT or CRT#13

PS 2° —

\ 4

\ 4

Concurrent CRTa-2

PS 3% Palliative RTx:

A 4

Single-agent systemic therapyz=+

v

\ 4

Best supportive care

# ECOG Performance Status 0-1%6
* ECOG Performance Status 2
$ ECOG Performance Status 3
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= ESR

M1

disease at
initial
presentation
—

1. PS 0-1%5 6%

Treatment

v

Clinical trial preferred

\4

Consider

locoregional | L pso1

treatment
based on
primary site

PS 2-3

A 4

algorithms

Distant
metastases

v

Combination systemic therapy=4

Single-agent systemic therapy=*

Surgery or RT or CRT for selected patients with
limited metastases#1-2

Best supportive care

Single-agent systemic therapy#*

Best supportive care + Palliative RT=1

Palliative surgery

Y 0 [ best supportive care ¥NA] EE FE systemic therapy, clinical trial or palliative RT

2. PS 2-3 single agent systemic therapy #5445 » [ best supportive care ¥NE]F>% & alternate single agent
systemic therapy or palliative RT
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Principles of Radiotherapy

Definitive (RT alone)
* Tis, NO : 60.75 - 66 Gy (2.0-2.25 Gy/fraction)
*T1,NO : 63 - 66 Gy (2.0-2.25 Gyl/fraction) or 50 - 52 Gy (3.28-3.12 Gy/fraction) or 60 Gy (2.4 Gyl/fraction)
* T2, NO : 65:25 64.8 - 70 Gy (2.0-2:25 2.4 Gyl/fraction)
«>=T2,N1 :
v High risk : Primary tumor and involved lymph nodes
0 66-70 Gy (2.0-2.2 Gy/fraction) ; daily Monday-Friday in 6-7 weeks
0 Concomitant boost accelerated RT
& 72 Gy /6 weeks (1.8 Gyl/fraction, large field ; 1.5Gy boost as second daily fraction
during last 12 treatment days)
& 66-70 Gy (2.0 Gy/fraction; 6 fractions/wk accelerated)
0 Hyperfractionation : 79.2 — 81.6 Gy /7 weeks (1.2 Gyl/fraction, twice daily)
v Low to intermittent risk : Sites of suspected subclinical spread

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 (1.8—-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 Gyl/fraction) to 54—-63 Gy (1.6-1.8 Gy/fraction)

Concurrent CRT
« High-risk: typically 70-70.2 Gy (1.8-2.0 Gyl/fraction); daily Monday—Friday in 7 weeks
* 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 RADIATION THERAPY?
DEFINITIVE: CONCURRENT SYSTEMIC THERAPY/RT:%®
RT Alone *PTV
= Tis,ND: 60.75 Gy (2.25 Gyl/fraction) to 66 Gy (2.0 Gy/fraction) » High risk: Typically 70 Gy (2.0 Ggfraction:-
= T1,NO: » Low to intermediate risk: 44=50 Gy (2.0 Gyl/fraction) to 54-63 Gy

» 63 Gy (2.25 Gylfraction, preferred) to 66 Gy (2.0 Gy/fraction)
or
» 60 Gy (2.4 Gylfraction)’

or
» 50 Gy (3.12 Gylfraction) to 52 Gy (3.28 Gy/fraction)?
= T2,N0: 64.8(2.4 Gylfraction) to 70 Gy (2.0 Gy/fraction)’
« T2 N1:
» PTV
¢ High risk: Primary tumor and involved lymph nodes [this
includes possible local subclinical infiltration at the primary site
and at the high-risk level lymph node(s)]
= Fractionation: 66 Gy (2.2 Gy/ffraction) to 70 Gy (2.0 Gy/fraction);
daily Monday-Friday in 6-7 weeks®
= Concomitant boost accelerated RT:
= 72 Gy/6 weeks (1.8 Gy/fraction, large field; 1.5 Gy boost as
second daily fraction during last 12 treatment days)
» 6670 Gy (2.0 Gy/fraction; & fractions/wk accelerated)
— Hyperfractionation: 79.2-81.6 Gy/7 weeks (1.2 Gy/fraction,
twice daily)
 Low to intermediate risk: Sites of suspected subclinical spread
— 44-50 Gy (2.0 Gy/fraction) to 54—63 Gy (1.6—1.8 Gyi/fraction)®

IMRT (preferred) is recommended.

1 Kodaira T, Kagami Y, Machida R, et al. Long-term follow-up of a randomized
controlled trial on accelerated radiation ther?:gg‘r'\rersus standard fractionated
radiation therapy for Eagy glottic cancer (JCOGOT01A3). Int J Radiat Oncol Biol
Phys 2023;117:1118-1124.

2 Gowda RV, Henk JM, Mais KL, et al. Three weeks radiotherapy for T1 Elu'rtic. Cancer:

t1h1E-=| Christie and Royal Marsden Hospital Experience. Radiother Oncol 2003;68:105-

b For doses = g some clinicians feel tha ractionation should be slightl

modified (eg. <2.0 Gy/fraction for at least some of the treatment) to minimize ?Imicit)r_

An additional 2-3 doses can be added dependl?g on clinical circumstances.

 Suggest 44-50 Gy in sequentially planned IMRT or 54-63 Gy with IMRT dose
painfing technigue (dependent on dose per fraction).

| Mote: All recommendations are category 24 unless otherwise indicated. |

(1.6-1.8 Gylfraction)®

d Prlnm?les of Systemic Therapy for Mon-Nasopharyngeal Cancers (SYST-A).

# on publis ata, concurrent systemic therapy/r 1 most commonly uses
conventional fractionation at 2.0 Gy per fraction to a typical dose of 70 Gy'in 7
weeks with single-agent cisplatin gg\ren every 3 weeks at 100 mg/m®; 2-3 cycles
of chemotherapy are used depending on the radiation fractionation scheme
(RTOG 0129) (Ang KK, Harrs J, Wheeler R, et al. Human papillomavirus and
survival of patients with orlu_laharyngeal cancer. N Engl J Med 2010;363:24-35).
When carboplatin and 5-FU are ‘'used, then the recommended regimen is standard
fractionation plus 3 cycles of chemotherapy [Bourhis J, Sire C, Graff P, et al.
Concomitant chemoradiotherapy versus acceleration of radiotherapy with or
without concomitant chemotherapy in locally advanced head and neck carcinoma

GORTEC 99-02): an open-label phase 3 randomised tial. Lancet Oncol
012;13:145-153]. Other fraction sizes {:fg, 1.8 Gy, conventional), multiagent

chemotherapy, other dosing schedules of cisplatin, or altered fractionation

with chemotherapy are efficacious, and there is no consensus on the optimal

approach. In general, the use of concurrent systemic therapy/RT carries a high

toxicity burden; multiagent chemotherapy will'likely further increase the toxicit

burden. For any SIEIEmic therapy/RT approach, close attention should be paid

to published reports for the specific chemotherapy agent, dose, and schedule of

administration. Systemic therapy/RT should be performed by an experienced team

and should include substantial supportive care.

GLOT-A
10F2

‘wersion 1. 2025, 11262024 & 2024 Masonal Comprehensive Cancer Mebwork® (NCCN®), Al rights reserved. MCCN Guideliress® and this ilusration mary not be repeoduced in any formwithout the expeess written pemission of NCCH
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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®> + Cetuximab5 + 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?) D1-D4

* Hydroxyurea 1CAP BID D1-D5

Regimen6 : Cisplatin + 5-FU + Hydroxyurea + RT Regimen 7: Doxetaxel + RT
* Cisplatin(20mg/ m?) D1-D4 » Doxetaxel (60g/m?) D1, if cisplatin not eligible

* Fluorouracil (5-FU) (850mg/m?) D1-D4
*Hydroxyurea 1CAP BID D1-D5
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Regimens of Chemotherapy Induction, adjuvant, 7ZZ#1-4cycles

Regimen 1 : q3-4 weeks T=5 + P + F (5-FU or UFUR) + weekly Cetuximab®5
*Taxotere(60 mg/ m?) D1

«Cisplatin(60-75 mg/ m?) D1

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

«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
5mg) D1

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

*Cetuximab(400mg/m?) loading dose first week, then weekly Cetuximab (250mg/ m?)
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Regimens of Chemotherapy Induction, adjuvant, 7ZZ#1-4cycles

Regimen 3: weekly Cetuximab#>
«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

(BT{E R HUfRiv-formed 5-FUZ B EE9))

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

Regimen 1 (First line): g3 weeks Pembrolizumab#® + Platinum + F

* Pembrolizumab(200mg) D1

» 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): g3 weeks Pembrolizumab=5
» Pembrolizumab(200mg) D1 (if CPS=1)

Regimen 3 (Subsequent line): g2 weeks Nivolumab#5>
Nivolumab(3mg/kg) D1

Regimen 4 (Subsequent line): q3 weeks Pembrolizumab®>
» Pembrolizumab(200mg) D1 (if disease progression on or after platinum therapy)

Regimen 5: q3-4 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) (600-1000 mg/m?) D2-D5

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

Regimen 6: q3 weeks Pembrolizumab#® + Platinum + Doxetacel

* Pembrolizumab(200mg) D1

«Cisplatin(80-100mg/ m?) D1 or Cisplatin (20mg/ m?) D1-D5 or Carboplatin (AUC x 5mg) D1
« Taxotere(60 mg/ m?)

* $+ ¥ Recurrent or persistent disease with M1 » ZE3ENGS
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Regimens of Chemotherapy Recurrent, unresectable, metastatic *

Regimen 7: g3-4 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 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: g2 weeks Bevacizumab
Bevacizumab (200 mg/ m?) D1

Regimen 10: weekly Gemcitabine
Gemcitabine (1000 mg/m2) D1

* $+ ¥ Recurrent or persistent disease with M1 » ZE3ENGS
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IR FH SRR PR T ALE

Taxotere
« DESAENE - PRSP EH H i misis 2 BESAE SR A pE H A A F Mo UIkRSE -
- BiCisplatin k5-FU §fH @ {E &G G RTINS |65 > PR FH VU{ERREE -

Cetuximab

o [REAEF AR A S O I il 2 IR ~ TR B B > (H AR DA
28 KianF By EIR o TR ERIFEEXLAERER -

e MlEEZ— -

1485 = 70 5%

2.Ccr <50ml/min

3.HE et (B JfEhst e 35 f5500Hz ~ 1000Hz ~ 2000Hz ~FHFE 1155 K425 77 H)
4 440 <z platinum-based {EE2/GHE -

o (R4 AR il G 2 18 5% K/ BB MR UHSA SR iR At A > HoR W HiEy cetuximab
IR - FTEEFIEEZAREN » (EHEFELIISHE AR - BT — X
TR LB TS E /] - (106/4/1)

Carboplatin
* [RETHEE 1 (CCr < 60) s fEEEMIELL LB VbR 2 R B A -
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IR FH SRR PR T ALE

Pembrolizumab ~ Nivolumab
« SoET A platinum SE{EE R IE > AR A LRYE 35 o M: DA SH SR i TR 4H HE e
AN B o AJHEE L cetuximab {EREFE—(ER » HIaBEAREFA A G -

* FrE MY

1R AN F RGN B 4F(ECOG=1)

2.NYHA (the New York Heart Association) Functional Class | 5, 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 =& TPS=50%
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Eastern Cooperative Oncology Group (ECOG) Performance Status
Grade Description Suggestion

0 Normal activity fully ambulatory (fiEfiEiR) | % BB LpRaTAl KRR -

Symptoms, but nea_rly fully ambulatory 2 F7 S A L R PR
Lo Gk e A wepE) | FRREERTERRRE
Some bed time, but needs to be in bed less
2 than 50% of normal daytime P DA AR RS K7 PRAR o
(e AE PR _E AYHF[E]<50%)
Needs to be in bed more than 50% of normal

3 daytime (%EEKJZB@H%:‘FEE>5O%) T@% E/ﬁ%ré{?ﬂ:ﬂ:%/m

4 Unable to get out of bed (£ HA5¢ & EAR) i lF I BB

5 Dead
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