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JE AR £ advanced nodal disease to
screen distant metastasis and for select
patients who smoke to screen for lung
cancer LIk -

2. ffmetastatic disease(M1)JGHH » ECOG
PS:0- 176 H a1 bEvHE A > B
Palliative RT ; PS:2BHH AR EIIEALATHE A -
HriEAlternative single agent systemic
therapy or palliative RT -

3.#fhigh PS ~multiple comorbidity or
decline surgeryZT4afim AFFIELEESCCCRT K
Induction chemotherapy °

4 i induction chemotherapy{&primary tumor
partial response + neck nodes progression
or stable disease” JAREEEIH o

5.1nduction chemotherapy 1-4 cycles °
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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 *

* Bone scan* (Z5APET > ol A it TE
)

* Abd. Sono*

* ERPRFR KIS ZHELL Mg s
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 couseling
v'Fertility/reproductvie couseling

(* BRI AHRE 2 2R )

STAGING &
TREATMENT

* [Tis, NOJ
#f- 5. Page 2
* [T1-2, NO; select T3, NOJ
#f 54, Page 3
* [T3 requiring total
laryngectomy, NO-1]

it 51, Page 4
* [T3 requiring total
laryngectomy, N2-3]

=FH Page 6
* [T4a
it 5 Page 7
 [T4b, NO-3; Unresectable N;

Unfit for surgery]
=+ 5 Page 8

* [M1]
F < Page 9

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
- * 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
ITSH, 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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Carcinoma in situ

Primary treatment

Pathological features

Endoscopic resection
(Preferred)

Adjuvant Treatment

RTS. &1

> Follow-up

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

» Follow-up




Carcinoma of the Glottis Larynx

= R QAR ESTE BEPREZ2 715 Ver.1.2022 Page 3 (Ref. 5-9)

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

Amenable to larynx preserving

Primary treatment Pathological features Adjuvant Treatment
RTS &1 *| Follow-up

-~ Adverse features*(-) -~ Follow-up

: L positi . | Re-resection, if

Partial laryngectomy OSItive margin feasible or RTEL
/lendoscopic or open ENE(Extranodal extens
resection as indicated |]]ENE(Extranodalextension) p cRrrL
and ND as indicated

- Other adverse features(+) P RT=!

@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

$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

Concurrent CRT or RT if patient

not candidate for CRT&1-2

NO : Laryngectomy with ipsilateral
thyroidectomy as indicated,
pretracheal and ipsilateral
paratracheal lymph node dissection

N1 : Laryngectomy with ipsilateral
thyroidectomy as indicated, ipsilateral
neck dissection, or bilateral neck
dissection, and pretracheal and
ipsilateral paratracheal lymph node
dissection

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

\ 4

Adverse features*(-)

Extranodal extension and/or positive
margin

L)

Other adverse features(+)

— | Follow-up
— | CRT ®13
—> | RT or consider CRT#L3

Induction Chemotherapy=3

CT or MRI (with contrast) of primary
and neck

See Response Assessment (Page 5)

Clinical trials

*x 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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Response assessment Pathological features Adjuvant treatment

Response after induction
chemotherapy

Follow-up, clinical
Primary site and neck assessment after 4-8 week

nodes : CR* as appropriate

RTHEL | ——

v

v

Surgery@
; ; —
Primary site and neck /
nodes: PR* CCRT or RT3

Primary site: PR* and > | Upfront ND /
neck nodes: SD or PD

v

_ » | Adverse features*(-) | — | RT=!
Primary site : SD or _:: ©@Laryngectomy with
PD thyroidectomy as :
indicated, with , Extranodal_ (_axtensmq CRTL3
ipsilateral or bilateral and/or pOS|t|Ve margln
neck dissection as

indicated, and

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

lymph node dissection

— | Unresectable Nodal disease |— | See Page 8

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

Primary treatment

Pathological features

Adjuvant treatment

Concurrent CRT#&?-2

_| Follow-up, clinical assessment

Laryngectomy with thyroidectomy,
ipsilateral or bilateral neck dissection,
and pretracheal and ipsilateral
paratracheal lymph node dissection

"| after 4-8 week as appropriate

Adverse features*(-)

Extranodal extension and/or positive
margin

L)

Other adverse features(+)

— | Follow-up
—> | CRT #13
— | RT or consider CRT#L3

Induction Chemotherapy#3

CT or MRI (with contrast) of primary
and neck

See Response Assessment (Page 5)

Clinical trials

* 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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Primary treatment

Pathological features

T4a, NO-3

Adjuvant treatment

NO : Total laryngectomy with thyroidectomy *
unilateral or bilateral neck dissection, and
pretracheal and ipsilateral paratracheal lymph
node dissection

N1-3 : Total laryngectomy with thyroidectomy,

ipsilateral or bilateral neck dissection, and
pretracheal and ipsilateral paratracheal lymph
node dissection

positive margin

> | Extranodal extension and/or

CRT 13

= | Other adverse features(+)

RT or consider CRT
13

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

Consider CRT#L2

Clinical trial
for function-preserving
surgical or nonsurgical
management

Induction Chemotherapy3

Follow-up, clinical assessment

CT or MRI (with contrast) of primary -

and neck

v

after 4-8 week as appropriate

See Response Assessment (Page 5)

* 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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Newly diagnosed (M0)T4b, NO-3;
Unresectable nodal disease;
Unfit for surgery

Treatment

Clinical trial preferred

PS 0-1#

Concurrent CR T2

\ 4

\ 4

Induction C/T#2 as indicated followed by RT or CRT#13

PS 2°

-+ RTx

\ 4

Concurrent CRT=:-2

PS 3%

Palliative RT=:

Y

# ECOG Performance Status 0-1&t6
* ECOG Performance Status 2
$ ECOG Performance Status 3

Single-agent systemic therapy=«

\ 4

\ 4

Best supportive care
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M1

disease at
initial
presentation

Treatment

\ 4

Clinical trial preferred

\ 4

Consider
locoregional
treatment
based on
primary site
algorithms

PS 0-1

Distant
metastases

v

v

PS 2

PS 3

—— | Best supportive care * Palliative RT=1!

—> | Combination systemic therapy=*

— > | Single-agent systemic therapy=*

Surgery or RT or CRT for selected patients

—1 | with limited metastases=!:3

5 | Best supportive care

— | Single-agent systemic therapy=t4

— | Best supportive care * Palliative RT=?!

— | Palliative surgery

— > | Palliative surgery

1. PS 0-1# 68450 » [ best supportive care 4o F% & systemic therapy, clinical trial or palliative RT
2. PS 2 single agent systemic therapy 754 B4R » [ best supportive care ¥MNE[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 Gyl/fraction)
*T1,NO : 63 - 66 Gy (2.0-2.25 Gyl/fraction) or 50 - 52 Gy (3.28-3.12 Gy/fraction)
* T2, NO : 65.25 - 70 Gy (2.0-2.25 Gyl/fraction)
«>=T2, N1 :
v' High risk : Primary tumor and involved lymph nodes
» 66 -70 Gy (2.0-2.2 Gyl/fraction) ; daily Monday-Friday in 6-7 weeks
» Concomitant boost accelerated RT
€ 72 Gy /6 weeks (1.8 Gy/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)
» 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 Gyl/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 Gyl/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#®> + 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/ m2) 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#> + 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) g3w 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
«Cisplatin(20mg/ m?) D1-D4

Fluorouracil (5-FU) (850mg/m?2) D1-D4
*Hydroxyurea 1CAP BID D1-D5



Carcinoma of the Glottis Larynx

3 | B RaEERl RS Ver.1.2022 Page 12 (Ref. 22-27)

Regimens of Chemotherapy Induction, adjuvant, #:#1-4cycles

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: 3-4 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

*Cetuximab(400mg/m?) loading dose first week, then weekly Cetuximab (250mg/ m?)
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Regimens of Chemotherapy Induction, adjuvant, #:#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
(Salvage or palliative CTH{E & Ei{tiv-formed 5-FU 2~ L &&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
5mqg) 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&5

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

*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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IR FHEE R4 1T AAE
axotere
- CEUEERE PSRN AR SEGE BRI FLIE S TR -
+ BCisplatin f5-FU (it » (B SERERTATS 6% - R FI T {E AR -

Cetuximab

o [REL S &R A e O AN [ P 2 IR ~ IR R isdes B8 > (3 AR DA
P28 KimE R LR - FRERIEEXL AR -

e MGz — -

1585 = 70 5%

2.Ccr <50ml/min

3.PESIMEREE (T Jl&kstE 2% fs500Hz ~ 1000Hz ~ 2000Hz ~EHFE /1355 K125 77 H)
4 fiA0 <z platinum-based {LELAHF -

o (R A7 FED AR 21855 R /B M UHSH BN AR ARt - HoR % HH ¥z cetuximab
ZIREEH - FEERIEAERSEN » (FRSERIELI8HE AR - FOREHEE—
TR LB TS H - (106/4/1)

Carboplatin
- PREF LhREA H (CCr < 60) g fEEE M=l EBFUIFR 2 e B (A -
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IR HEE R IR (I AE

Fembrolizumab ~ NIvolumab
* JeRTELSE A M platinum S EER G RERRTR - SOA B bHI1E 2 BERS I TR S @ AR A A
N BT o ANJHEE LB cetuximab (EREFE—{TH » H G RMEF A~ o] & -

* TFE NYIRM:

1R A S AR B4 (ECOG=1)

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

4.PD-L1 F3H&E TPS=250%

« FIXEHEFF L2 FRIR - BHERIF Rl LN &R - e it s - AWEC(PD-LL) R R R
s ~ AS RGN B4 (ECOGS1) Fut ISR E DiRE Z s &R ~ 775 I-RECIST EF&R Z s tnd kil
(A G 2 S (T HEE A BIFEPET) ~ SeRiE iz 2 ek Bl S B0, - (5 H ot A RE IR 2
JEPEETES (treatment protocol) ©

* FgElR R 12 S —2K > LUI-RECIST 2 mRECIST FEEESEERIE - (K IR -

| AR EE (PR K CRYGAEEEH

Il IR EYL(PD) IR T ~ BT EE ke dn 2 S8V 1 RS - JEIE (A

. Boip A8 EIRRE# (SD) > ATRFEF FHEE 4 3 > TR 4 BREREHS - EHFIGEHEE R PR CR & » 156
EEfEA 12 8 - 5155 SD 22 PD #& - JBEILEHA -
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Eastern Cooperative Oncology Group (ECOG) Performance Status
Grade Description Suggestion

0 Normal activity fully ambulatory (f#£5E/R) P IE A AR RS R BRAR o

Symptoms, but nearly fully ambulatory o R S T ——
b R et Apampe | O DREG AR
Some bed time, but needs to be in bed less
2 than 50% of normal daytime F DA AR A RS K7 PR o
(£ PR _-HYHF ] <50%)
Needs to be in bed more than 50% of normal

3 daytlme (%EEEJ:E/\]H%:‘FE%>50%) j?ﬁ E/R%ﬁ??ﬂi/ﬂ:%/m

4 Unable to get out of bed (£ H5E 4 EALR) T IHEE A

5 Dead
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