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® Work-up: 1. oral (p.10) 2.pharynx-oropharynx (p.13) 3. pharynx-
hypopharynx.larynx (p.17) 4. nasopharynx (p.21) 5. salivary gland (p.24)

® Treatment: 1.oral (p.11~12) 2.pharynx-oropharynx (p.14~16) 3. pharynx-
hypopharynx.larynx (p.18~20) 4. nasopharynx (p.22~23) 5. salivary gland (p.25~27)

® Follow-up: head and neck cancer (p.28~29)
® V\ery advanced head and neck cancer (p.30~33)
® AJCC Staging (p.34~51)
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CEASETXIC

Work-up
€ Indicated
¢ History & Physical examination
® Biopsy

¢ Chest x-ray or chest CT?
¢ Head and Neck CT or MRI (optional in
early cancer)

€ Optional

»Dental evaluation, Panoramic radiography

»Abdominal / Neck Sonography

»Esophagogastroduodenoscopy

>»Whole body bone scan

>»PET-CT( Advanced stage)

»Nutrition, speech and swallowing
evaluation/therapy

»Video fluoroscopic swallowing study

»Smoking cessation counseling

»Multidisciplinary consultation

»Preanesthesia studies

» Fertility/reproductive counseling

1. Chest CT should be considered for patients at high risk for thoracic metastases.

CLINICAL STAGING

T1-2,NO —» See Treatment of Primary and Neck (Ora-2)

T1-3, N1-3;

T3-4a, AnyN_> See Treatment of Primary and Neck (Oral-3)

T4b, any N,

or

unresectable nodal
disease

Or

Unfit for surgery

. See Treatment of Very Advanced Head
and Neck Cancer (ADV-1)

Metastatic (M1) disease

Ve _ ———» See Treatment of Very Advanced
initial presentation

Head and Neck Cancer (ADV-2)

10
Oral-1
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(cancer of the oral caV|ty) in Oncology, FEMH — V.1.2022

Buccal mucosa, floor of mouth, anterior tongue, alveolar ridge, retromolar trigone, hard palate,Lip

CLINICAL STAGING TREATMENT OF PRIMARY AND NECK
_ _ No positive nodes and
ReseCtlon of primary No adverse features
(without neck dissection) >
or One positive node without '
adverse features > RT (optional) "
Refsection of p_rimary + Extranodal extension Systemic Follow-up
T1-2 |ipsilateral or bilateral neck t Positive margin therapy/RT
NO dissec‘lriong (guide by > Risk Re-excision Or
tumor location Positive margins — NE°
) Neck features?! g Systemic therapy/RT_’
dissection
or if SLNpN+ | — | OrRT
or SLN .
) ) Y Other risk features —— RTor
Resection of primary + Identification Systemic
SLN biopsy unsuccessful therapy/RT
SLNpNO —» v
Recurrent or
persistent
Unresectable — RT ——» = disease

LAdverse risk features: extranodal extension, positive margins, pT3 or pT4 primary, pN2 or pN3 nodal disease, nodal disease in levels IV or V, perineural invasion,

vascular invasion, lymphatic invasion
11
Oral-2

» Chemotherapy can be given for disease control during pre-RT or OP period.
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Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

Buccal mucosa, floor of mouth, anterior tongue, alveolar ridge, retromolar trigone, hard palate,Lip
ADJUVANT TREATMENT

CLINICAL TREATMENT OF PRIMARY AND NECK
STAGING
No adverse features 1
Resection of primary
Resectable — Surgery — T ipsilateral,or bilatera
T1-2 N1-3: neck dissection
T3-4a, Any —
N
Adverse features?!
Selected
\Tv?]?) %?:ﬁrr:;s Systemic . See post Systemic therapy/RT or RT
surgery therapy/RT Neck Evaluation(FOLL-A 20of 2) —
T4b —>
M1 —»

RT
or

Observation

Extranodal
extension

* positive
margin

Positive
margin

Other risk
features

Systemic
therapy/RT

Systemic therapy/RT

—» Re-resection and
consider RT if
negative margins

RT or Systemic
therapy/RT

Recurrent or persistent

disease

LAdverse risk features: extranodal extension, positive margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal disease in levels IV or V,

perineural invasion, vascular invasion, lymphatic invasion
» Chemotherapy can be given for disease control during pre-RT or OP period.

» RT (optional)

—

FOLLOW-UP

—>

Follow-up ‘

Recurrent
or
persistent
disease

12
Oral-3
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(cancer of the pharynx- oropharynx)

Head and Neck Cancer
Clinical Guidelines
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Work-up
€ Indicated
e History & Physical examination
® Biopsy

e Tumor human papillomavirus(HPV) testing or

p16 immunohistochemistry (IHC)

¢ Chest x-ray or chest CT?

¢ Head and Neck CT or MRI (optional in early

cancer)

€ Optional

»Dental evaluation, Panoramic radiography

»Abdominal / Neck Sonography

»Esophagogastroduodenoscopy

>»Whole body bone scan

>»PET-CT( Advanced stage)

»Nutrition, speech and swallowing
evaluation/therapy

»Video fluoroscopic swallowing study

»Smoking cessation counseling

»Multidisciplinary consultation

»Preanesthesia studies

> Fertility/reproductive counseling

13
1. Chest CT should be considered for patients at high risk for thoracic metastases. .

CLINICAL STAGING

P16(-) T1-2, NO-1
P16(+) T1-2, NO-1
(single node<3cm)

—» See Treatment of Primary and Neck (ORPH-2)

P16(-) T3-4a,NO-1
P16(+) T3-4, NO-1 —> See Treatment of Primary and Neck (ORPH-3)
(single node<3cm)

P16(-) T1-4,N2-3
P16(+) AnyT,
N1(single
node>3cm/or 2 or
more ipsilateral
nodes <6 cm), cN2-3

— See Treatment of Primary and Neck (ORPH-4)

T4b, any N, or —» See Treatment of Very Advanced Head
unresectable nodal and Neck Cancer (ADV-1)
disease

Metastatic (M1) disease
initial presentation

See Treatment of Very Advanced
Head and Neck Cancer (ADV-2)

ORPH-1
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(cancer of the pharynx- oropharynx)

Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

Base of tongue/tonsil/posterior pharyngeal wall/soft palate
TREATMENT OF PRIMARY AND NECK ADJUVANT TREATMENT STAGING

CLINICAL

P16(-)
T1-2, NO-1

P16(+)
T1-2, NO-1

Definitive RT1

Or

Resection of
primary

and ipsilateral
or bilateral neck
dissection

Or

RT! + systemic therapy
(Only for N1)

v

> Recurrent or persistent

v

No adverse features?

Extranodal
extension *

Adverse Positive
margin
features? arg
Other risk
features
—

positive margin

P16(-):Systemic therapy/RT
P16(+):Systemic therapy/RT

or RT

Re-resection, if feasible
(preferred)
or
RT - 5
or
Systemic therapy/RT

RT or

Systemic therapy/RT —

disease
Recurrent
Foll or
ollow-up persistent
disease

Recurrent or persistent
disease

1.Adverse features: extranodal extension, positive margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal disease in levels IV or V, perineural invasion,
vascular invasion, lymphatic invasion (See Discussion).
» Chemotherapy can be given for disease control during pre-RT or OP period

14
ORPH-2
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(cancer of the pharynx- oropharynx)
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Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

Base of tongue/tonsil/posterior pharyngeal wall/soft palate
ADJUVANT TREATMENT

Recurrent
or

> persistent

disease

(See ADV-3)

CLINICAL TREATMENT OF PRIMARY AND NECK
STAGING
Concurrent .
Systemic See Follow-Up Recommendations Post , Recurrentor persistent
therapy/RT Chemoradiation or RT (FOLL-A, 2 of 2) disease (See ADV-3
or No adverse features? > RT >
Resection
of
P16() zggary Extranodal Follow-u
T3-4a.NO-1| |ipsilateral extension® Systemic therapy/RT > e FOEL-A)
or : |, |or bilateral positive margin (See FOLL-A
neck
P16(+) dissection Adverse
T3-4,N0-1 features?
or Other risk RT .
features or >
. Systemic therapy/RT*
Induction
chemotherapy
(category 3)
followed by RT __, See Follow-Up Recommendations Post » Recurrent or persistent
or systemic Chemoradiation or RT (FOLL-A, 2 of 2) disease (See ADV-3)
therapy/RT?

1.Adverse features: extranodal extension, positive margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal disease in levels IV or V, perineural invasion,

vascular invasion, lymphatic invasion (See Discussion).
» Chemotherapy can be given for disease control during pre-RT or OP period

o
ORPH-3
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(cancer of the pharynx- oropharynx)

Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

Base of tongue/tonsil/posterior pharyngeal wall/soft palate
TREATMENT OF PRIMARY AND NECK

CLINICAL
STAGING

P16(-)
T1-4,N2-3

P16(+)
T1-4,N2-3

T4b or M1 —

Concurrent
Systemic
therapy/RT

or

Induction
chemotherapy

| | (category 3)

followed by RT
or systemic
therapy/RT

or

Resection of
primary

and
ipsilateral

or bilateral
neck
dissection

No adverse
features?

Adverse
featuresl

ADJUVANT TREATMENT

Extranodal
extension *
positive margin

Other risk
features

Systemic
therapy/RT

RT

Or
Consider
Systemic
therapy/RT?

v

—

Follow-up

\ 4
Recurrent
or
persistent
disease

» Recurrent or persistent disease

1.Adverse features: extranodal extension, positive margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal disease in levels IV or V, perineural invasion,
vascular invasion, lymphatic invasion (See Discussion).
» Chemotherapy can be given for disease control during pre-RT or OP period

16
ORPH-4
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@ IE i A ,'f’: ? f;‘? (cancer of the pharynx- hypopharynx larynx) in Oncology, FEMH — V.1.2022

Work-up
€ Indicated
¢ History & Physical examination
® Biopsy

¢ Chest x-ray or chest CT?
e Head and Neck CT or MRI(optional in early
cancer)

€ Optional

»Dental evaluation, Panoramic radiography

»Abdominal / Neck Sonography

»Esophagogastroduodenoscopy

>»Whole body bone scan

>»PET-CT( Advanced stage)

»Nutrition, speech and swallowing
evaluation/therapy

»Video fluoroscopic swallowing study

See Treatment of Primary
T1-2, NO and Neck (pharynx-2)

T1-3,N0-3 | See Treatment of Primary
T4a,N0-3 and Neck (pharynx-3)

T4b, any N, or _ See Treatment of Very Advanced Head

unresectable nodal

di " and Neck Cancer (ADV-1)
isease

Metastatic (M1) disease . See Treatment of Very Advanced

. ) ) initial presentation " Head and Neck Cancer (ADV-2)
»Smoking cessation counseling
»Multidisciplinary consultation
»Preanesthesia studies
> Fertility/reproductive counseling
1. Chest CT should be considered for patients at high risk for thoracic metastases. 17
. Pharynx-1
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(cancer of the pharynx-hypopharynx,larynx)

Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

CLINICAL
STAGING
Excision of primary
tunilateral or bilateral
neck dissection
T1-2, NO —

Definitive RT

v

v

CCRT

No adverse

< features?

Adverse
features!

<

Extranodal Systemic

exte_nsmn £ ) therapy/RT
positive margin

Re-resection, if feasible
or
Positive RT
. —
margin or
Systemic therapy/RT
Other risk SrT
feat . :
eatures Consider Systemic
therapy/RT

——————» Observationor RT —»

v

Follow-up

v

Recurrent
or
persistent disease

Recurrent
or
persistent
disease

LAdverse features: extranodal extension, positive margins, pT3 or pT4 primary, N2 or N3 nodal disease, perineural invasion, vascular invasion,

lymphatic invasion

» Chemotherapy can be given for disease control during pre-RT or OP period

ul:
Pharynx-2
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@ I:' i A ,'f’: ? fi"i. (cancer of the pharynx- hypopharynx larynx) in Oncology, FEMH — V.1.2022

No adverse R

foaturest »  Observation or RT —
Excision of primary Follow-up
. . -
tunilateral or bilateral Extranodal (See FOLL-A)
neck dissection extension and/or Systemic therapy |_,
positive margin IRT
Adverse
features?
Recurrent or
T1-2,N+ Other risk RT persistent disease
T3-T4a,any N features or _ (See ADV-3)
Systemic therapy/RT
Induction » CT or MRI (with contrast) . See Response After Induction
chemotherapy of primary and neck Chemotherapy (Pharynx-4)
Concurrent systemic| . See Follow-Up Recommendations Post
therapy/RT | ~ Chemoradiation or RT (FOLL-A, 2 of 2)

TdborM1 —» £H (ADV-1)

LAdverse features: extranodal extension, positive margins, pT3 or pT4 primary, N2 or N3 nodal disease, perineural invasion, vascular invasion,

lymphatic invasion (See Discussion) 19
» Chemotherapy can be given for disease control during pre-RT or OP period .
Pharynx-3
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(cancer of the pharynx- hypopharynx larynx)

Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

Primary site:
Complete
response
(CR) and
stable or
improved
disease in
neck

Primary site:
Partial

| response
(PR) and
stable or
improved
disease in
neck

Response after
induction chemo-
therapy

Primary site:
<PRor
progression
in neck

DefinitiveRT
Or

systemic therapy/RT|

Systemic
therapy/RT
Or

RT

Or

Surgery __ 5

Surgery —»

Unresectable

nodal disease

No adverse
features?

Adverse
features?

Recurrent or
——| persistent disease

> RT

Extranodal

extension and/or

positive margin

Other risk
features

Systemic therapy/RT

RT

or
Consider
Systemic
therapy/RT

A 4

LAdverse features: extranodal extension, positive margins, pT3 or pT4 primary, N2 or N3 nodal disease, perineural invasion, vascular invasion,

lymphatic invasion.

» Chemotherapy can be given for disease control during pre-RT or OP period

Follow-up

Recurrent or
persistent
disease

)
Pharynx-4
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Head and Neck Cancer

@ IE i 8 ,’f’: ? fi"i. (cancer of the naSOpharynx) ﬁligiﬁgéggfig\eﬂz—v.1.2022
Work-up
€ Indicated
¢ History & Physical examination
® Biopsy

e Chest x-ray or chest CT?
e Head and Neck CT or MRI (optional in early cancer)

€ Optional

» Epstein-Barr virus (EBV)/DNA testing

»Dental evaluation, Panoramic radiography

»Abdominal / Neck Sonography

»Whole body bone scan

»PET-CT( Advanced stage)

» Nutrition, speech and swallowing
evaluation/therapy

» Video fluoroscopic swallowing study

» Ophthalmologic and endocrine evaluation

» Multidisciplinary consultation

» Preanesthesia studies

> Fertility/reproductive counseling

MO ——— See Naso-2

Ml ——— See Naso-3

1. Chest CT should be considered for patients at high risk for thoracic metastases.

ol
NASO-1
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Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

@ IE i A ,’f': ? fi"i. (cancer of the nasopharynx)

CLINICAL STAGING TREATMENT OF PRIMARY AND NECK

Definitive RT to

T1, NO, MO
— | nasopharynx and >

» See post Systemic Therapy/RT or RT

elective RT to neck

Neck Evaluation(FOLL-A, 2 of 2)

T2,NO, MO ——— > Definitive RT+ concurrent systemic therapyk if high-risk features

Concurrent systemic therapy/RT
>« Consider induction or adjuvant
chemotherapyk if high-risk featuresl

T1-2,N1,M0
or T3,NO,MO

— 5 See post Systemic Therapy/RT or

Recurrent or

persistent
disease

(See ADV-3)

RT Neck Evaluation(FOLL-A, 2 of 2)

Concurrent Systemic therapy/RT
followed by adjuvant chemotherapy
Or

T3-4,N1-3,M0 — Concurrent Systemic therapy/RT
or Any T,N2-3,M0 or

Induction chemtherapy followed by
chemo/RT

\4

» Chemotherapy can be given for disease control during pre-RT or OP period
» | High risk features include bulky tumor volume, high serum EBV DNA copy number.

uls
NASO-2
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Head and Neck Cancer
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in Oncology, FEMH - V.1.2022

@ .IE i A ,’f': ? fi"i. (cancer of the nasopharynx)

Systemic therapyk (if PS 0-1) followed
by RT or cisplatin/RT

Oligometastatic disease — or

A 4

Systemic therapyk (if PS 0-2)
or
Concurrent cisplatin + RTj (if PS 0-1)

T1-4,NO-3,M1

) _ Consider RTj if CR
Widely metastatic and Good PS (0-2) Systemic therapy or near CR after

systemic therapy

Widely metastatic and Poor PS (3—4)‘—» Best supportive care

» Chemotherapy can be given for disease control during pre-RT or OP period
> | High risk features include bulky tumor volume, high serum EBV DNA copy number.

Recurrent or

Follow-up persistent
(See FOLL-A1 disease (See

of 2)

ADV-3)

23
NASO-3
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Clinical Guidelines

(cancer of the salivary gland) in Oncology, FEMH — V.1.2022

Work-up
€ Indicated
¢ History & Physical examination
® Biopsy

¢ Chest x-ray or chest CT?
¢ Head and Neck CT or MRI(optional in early
cancer)

€ Optional

»Dental evaluation, Panoramic radiography

»Abdominal / Neck Sonography

>»Whole body bone scan

>»PET-CT( Advanced stage)

» Nutrition, speech and swallowing
evaluation/therapy

» Multidisciplinary consultation

» Preanesthesia studies

> Fertility/reproductive counseling

CLINICAL STAGING

— Salivary Gland — See Treatment of Primary and

Neck (Sali-2)

1. Chest CT should be considered for patients at high risk for thoracic metastases.

24
SALI-1
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@ I:' i X .’f’: ? f (cancer of the Sallvary Gland ) ﬁllglrfc?éggfﬂg\%—v.1.2022

PATHOLOGY RESULT

Follow-up as
clinically indicated

Benign >

or
If tumor spillage or

Lowgrade —— | perineural invasion, |[——»

c ot consider RT Recurrent or
. omplete Persistent
T1,T2i |—> resection Follow-up Disease (See
(See FOLL-A) SALI-4) T
Adenoid
cystic; — RT —
Intermediate or
high grade
Parotid
gland
T3Tda , Surgical . Cancer See Treatment
' evaluation site (SALI-3)
Other
salivary [—»
glands
. _ Definitive RT Eeercsl?;rtzwt o
Tab ».No resection possible or o| or _ Follow-up  _ o ce (See
resection not recommended Concurrent systemic See FOLL-A) SALI-4)

therapy/RT (category 2B)

Ml ————> ZEEL(ADV-2

» If incidental N+ diseaseis present go to SALI-3.

» Chemotherapy can be given for disease control during pre-RT or OP period . éiLI 5
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(cancer of the Sallvary Gland )

Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

CANCER SITE TREATMENT

Surgery with
complete resection
of tumor

* neck dissection

ClinicalNO  — [for high-grade
Major salivary and/or T3-4 tumors
gland (parotid,
submandibular,
sublingual)
Clinical N+ ——» Surgery +neck
dissection
- Complete tumor
ClinicalNO ——» resection —>
Minor
salivary
gland Complete tumor
o resection and
ClinicalN+ —— lymph node >
dissection®

» ilf incidental N+ diseaseis present go to

No adverse
features

Follow-up

Recurrent
or Persistent
Disease

Completel . .
resec?ted y Adenoid cystic > RT(category 2B)
A
Adverse features: .
* Intermediate or high grade ??Jel?\é?:]etd?zr
* Close or positive margins Sp stemic
* Neural/perineural invasion > oY
therapy/RT
* Lymph node metastases (category 2B)
* Lymphatic/vascular invasion gory
* T3—4 tumors
Resection,
if possible
Incompletely
resected, gross
residual disease Definitive RT
No further or Systemic

resection possible

» Chemotherapy can be given for disease control during pre-RT or OP period

»| therapy/RT
(category 2B)
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RECURRENCE

Locoregional
recurrence
without

prior RT

Locoregional
recurrence or
second primary
with prior RT

Follow-up

Distant
metastases

Resectable

Unresectable —»

Resectable ———n

Unresectable ———»

PS0-3 —m™M—

» ilf incidental N+ diseaseis present go to

TREATMENT FOR RECURRENCE

_, Completely
resected

Adverse features:

* Intermediate or high grade

* Close or positive margins

* Neural/perineural invasion

* Lymph node metastases

* Lymphatic/vascular invasion

RT or
Systemic therapy/RT (category 2B)

Surgery (preferred) or

Reirradiation £ systemic therapy, clinical trial preferred

v

Follow-up

Adjuvant RT

or

Consider systemic
therapy/RT (category 2B)

Reirradiation * systemic therapy, clinical trial preferred or
Systemic therapy (see Distant metastases pathway below)

Systemic therapy
or

Expectant management (with slow-growing disease)

or
Selected metastasectomy (category 3)
or

Best supportive care

» Chemotherapy can be given for disease control during pre-RT or OP period

PS = Performance Status (ECOG)
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Follow-up

® Physical exam:
(including local check-up)
»Year 1, every 1 -3mo
»Year 2, every 2-6 mo
»Year 3-5, every 4-8 mo
» >5yrs, every 12 mo
* Imaging:
» Chest imaging as clinically indicated for patients with smoking history
» Post-treatment, consider repeating pre-treatment baseline imaging of primary (and neck, if treated) within 6 mo of
treatment
» Further reimaging as indicated based on worrisome or equivocal signs/symptoms, smoking history, and areas
inaccessible to clinical examination.
» Routine annual imaging (repeat use of pretreatment imaging modality) may be indicated in areas difficult to visualize
on exam.
e Thyroid-stimulating hormone (TSH) every 6—12 mo if neck irradiated.
¢ Dental evaluation for oral cavity and sites exposed to significant intraoral radiation treatment.
e Consider EBV DNA monitoring for nasopharyngeal cancer .
e Supportive care and rehabilitation:
Speech/hearing and swallowing evaluation and rehabilitation as clinically indicated.
Nutritional evaluation and rehabilitation as clinically indicated until nutritional status is stabilized.
Ongoing surveillance for depression
Smoking cessation and alcohol counseling as clinically indicated.
Lymphedema evaluation and rehabilitation, as clinically indicated

VVYVYVY
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FOLLOW-UP RECOMMENDATIONS
POST CHEMORADIATION OR RT NECK EVALUATION

Assess extent of
disease or distant
Residual metastases: Confirmed Unresectable ’
fimar *Consider CT of residual or
persist)gnt primary and neck »| persistent
Sisease or and/or MRI with disease or Resection of residual
: contrast (4—8 wk) progression 4,‘ primary and/or neck
progression | \.consider FDG-PET/ Resectable ™) i section
CT
Assess extent of
After 4-8 weeks disease or distant FDG-PET/CT _ -
systemic clinical metastases: negative® — Observation >
therapy/RT assessment _ See
or RT as - FDG-PET/CT® at ‘ FDG-PET/ 4,{ Observation or | Follow-
1 minimum 12 wk CT equivocal I’epeat FDG PET/ . e
appropriate q CT at 3-6 Mo Biopsy —>-L
FDG-PET/ o . .
T post,\,el _’ CT or MRI Resection of primary (if =0lg)
or with contrast feasible) and/or neck
dissection if nodal
disease in neck (if
If response feasible)
- CT Ef pr(ijr;]arxﬂgrlm Imaging positive _ | Neck dissection or
neck and/or gingp >| Consider FDG-PET
with contrast at 8—
12 wk imaging at 12 wk
Imaging negative > Observation

8If a FDG-PET/CT is performed and negative for suspicion of persistent cancer, further cross-sectional imaging is optional.

9PET negative = No or low-grade uptake, felt not suspicious for disease.
10PET positive = PET suspicious for disease.
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Systemic therapy/RTa
PS0-1—|9" _
Induction Systemic therapy (category 3)
followed by RT or Systemic therapy/RT
Newly diagnosed (MO0)
Bi?ésggt:blgrnodal disease PS2 —» Definitive RT > Recurrgnt
+ concurrent systemic therapy > or persistent
or disease
Unfit for surgery
Palliative RT
ps3 — | ¥
Single-agent systemic therapy or >
Best supportive care
Newly
diagnosed
disease

M1 disease at |
initial |
presentation

v

PS = Performance Status
(Eastern Cooperative Oncology Group [ECOG])

aWhen using concurrent systemic therapy/RT, the preferred agent is cisplatin (category 1). See Principles of Systemic Therapy (CHEM-A). 30
» Chemotherapy can be given for disease control during pre-RT or OP period. ADV-1
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Metastatic (M1)
disease at initial
presentation

Consider
locoregional
treatment based
on primary site
algorithms

Distant metastases ——

\4

or

Surgery

or

PS0-1 —»RT

or

Systemic therapy/RT for selected
patients with limited metastases
or

Best supportive care

Single-agent systemic therapy?@
ps2  —»| o gle-ag Yy py

Best supportive care
*

Palliative RT

Or

Palliative surgery

Best supportive care
PS3 LoStsupp
Palliative RT
Or
Palliative surgery

aWhen using concurrnt systemic therapy/RT, the preferred agent is cisplatin (category 1).

Combination or Single-agent Systemic therapy

A\ 4

Systemic
therapy, or
Best

| supportive
care

or Palliative
RT

Best
supportive
care

or Alternate
singleagent
systemic
therapya

or Palliative RT

31
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DIAGNOSIS TREATMENT OF HEAD AND NECK CANCE
No adverse Follow-up

—»Observation —»

features?
Surgery < Extranodal _
extension and/or |—y Systemic therapy/RT
adverse ( |positive margin (category 1)
or features 2 : RT
Locoregional features or _
recurrence Consider systemic therapy/RT
without Concurrent systemic therapy/RT1 or ,
prior RT combination systemic therapy (category 3) gh erapy for pg_r3|ftznt
followed by RT or systemic therapy/RT ISease as indicate

Unresectable —

Resectable —— Surgery 1 postoperative reirradiation or systemic therapy/RT,

Recurrent Locoregional

or persistent recurrence or

disease second primary Reirradiation * systemic therapy

with prior RT
P Unresectable or .
Systemic therapy
or
Best supportive care
‘ Distant
metastases?

1.wWhen using concurrent systemic therapy/RT, the preferred agent is cisplatin (category 1).
2.Adverse features: extranodal extension, positive margins, pT3 or pT4 primary, N2 or N3 nodal disease, perineural invasion, vascular invasion,

lymphatic invasion 32
3.Consider palliative RT as clinically indicated (eg, bone metastases). . ADV-3
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DIAGNOSIS

Recurrent or
persistent

disease with
distant metastases

If locoregional failure, consider
locoregional treatment based on
disease extent and symptoms

Distant metastases onlyl

—

PS0-1 —
PS2 —
pPS3 —

1.Consider palliative RT as clinically indicated (eg, bone metastases)

TREATMENT

Combination systemic therapy or
Single-agent systemic therapy or
Surgery or RT or concurrent
systemic therapy/RT

for selected patients with limited
metastases or

Best supportive care

Single-agent systemic therapy
or

Best supportive care

*

Palliative RT

Or

Palliative surgery

Best supportive care
*

Palliative RT

Or

Palliative surgery

\ 4

PERSISTENT
DISEASE OR
PROGRESSION

Systemic
therapy

or

Best supportive
care

or Palliative RT

Best supportive care
or Alternate single-
agent systemic therapyj
or Palliative RT

33
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Table 1
American Joint Committee on Cancer (AJCC)
TNM Staging Classification for the Oral Cavity (including mucosa of lip) (8th ed., 2017)

(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage, mucosal melanoma, and cutaneous squamous cell carcinoma of the vermilion lip are not included)

Primary Tumor (T)

TX
Tis
T1
T2
T3

T4

T4b

Primary tumor cannot be assessed Carcinoma in Situ

Tumor <2 cm with depth of invasion (DOD* <5 mm Tumor <2
cm, with DOI* >5 mm

or tumor >2 cm and <4 c¢m, with DOI* <10 mm

Tumor >2 cm and <4 c¢cm, with DOI* >10 mm or
tumor >4 cm, with DOI* <10 mm

Moderately advanced or very advanced local disease

T4a Moderately advanced local disease

Tumor >4 cm, with DOI* >10 mm or tumor invades adjacent
structures only (eg, through cortical bone of the mandible or
maxilla, or involves the maxillary sinus or skin of the face)

Note: Superficial erosion of bone/tooth socket (alone) by a
gingival primary is not sufficient to classify a tumor as T4.

Very advanced local disease
Tumor invades masticator space, pterygoid plates, or skull base
and/or encases the internal carotid artery

*DOI is depth of invasion and not tumor thickness.

Regional Lymph Nodes (N)

Clinical N (cN)
N X Regional lymph nodes cannot be assessed No regional lymph node metastasis
NO Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension
N1 ENE(-)

Metastasis in a single ipsilateral node larger than 3 cm but not larger than 6 cm in
N2 greatest dimension and ENE( - ); or metastases in multiple ipsilateral lymph nodes,

none larger than 6 cm in greatest dimension and ENE( - ); or in bilateral or contralateral
lymph nodes, none larger than 6 cm in greatest dimension, and ENE( - )

N2a Metastasis in a single ipsilateral lymph node larger than 3 cm but not larger than 6
cm in greatest dimension, and ENE( - )

N2b Metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest
dimension, and ENE( - )

N2c Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm in
greatest dimension, and ENE( - )

Metastasis in a lymph node larger than 6 cm in greatest dimension and
N3 ENE(-); or metastasis in any node(s) and clinically overt ENE(+)

N3a Metastasis in a lymph node larger than 6 cm in greatest dimension and
ENE(-)

N3b Metastasis in any node(s) and clinically overt ENE(+)

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the
lower border of the cricoid (U) or below the lower border of the cricoid (L).
Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+).

(il
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Table 1 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging Classification for the Oral Cavity (including mucosa of lip) (8th ed., 2017)
(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage, mucosal melanoma, and
cutaneous squamous cell carcinoma of the vermilion lip are not included)

Regional Lymph Nodes (N)
Pathological N (pN)

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE( - )
N2 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+);

or larger than 3 cm but not larger than 6 cm in greatest dimension and ENE( - ); or metastases in
multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-); or in
bilateral or contralateral lymph node(s), none larger than 6 ¢cm in greatest dimension, ENE(-)
N2a Metastasis in single ipsilateral node 3 cm or smaller in greatest dimension, and ENE(+); or a single ipsilateral node larger
than 3 cm but not larger than 6 cm in greatest dimension and ENE( - )
N2b Metastases in multiple ipsilateral node(s), none larger than 6 cm in greatest dimension and
ENE()
N2¢ Metastases in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension, and ENE( - )

N3 Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(—); or metastasis in a single ipsilateral node
larger than 3 cm in greatest dimension and ENE(+); or multiple
ipsilateral, contralateral or bilateral nodes any with ENE(+); or a single contralateral node of any
size and ENE (+)
N3a Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-)

N3b Metastasis in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); or
multiple ipsilateral, contralateral or bilateral nodes any with ENE(+); or a single contralateral node
of any size and ENE (+)
Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U)
or below the lower border of the cricoid (L).
Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+).

Distant Metastasis (M)
MO  No distant metastasis

M1  Distant metastasis

Histologic Grade (G)
G X Cannot be assessed Well

G 1 (differentiated Moderately
G 2 differentiated Poorly
G3 differentiated

Prognostic Stage Groups

Stage 0 Tis NO MO

Stage | Tl NO MO

Stage I T2 NO MO
Stage llI T1,T2 N1 MO
T3 NO,N1 MO
Stage IVA T1 N2 MO
T2 N2 MO

T3 N2 MO

T4a NO,N1,N2 MO
Stage VB AnyT N3 MO
T4b Any N MO

Stage IVC  Any T Any N M1
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Table 3
American Joint Committee on Cancer (AJCC)

TNM Staging System for the Oropharynx (p16-) and Hypopharynx (8th ed., 2017)

(Not included: P16-positive (pl6+) oropharyngeal cancers and nasopharyngeal cancer)

Oropharynx (p16-)

X
Tis
T1
T2
T3

T4

T4a

T4b

Hypopharynx o
Primary tumor cannot be assessed Carcinoma in situ

Tumor 2 cm or smaller in greatest dimension
Tumor larger than 2 ¢cm but not larger than 4 cm in greatest dimension

Tumor larger than 4 cm in greatest dimension or extension to lingual
surface of epiglottis

Moderately advanced or very advanced local disease

Moderately advanced local disease

Tumor invades the larynx, extrinsic muscle of tongue, medial pterygoid,
hard palate, or mandible*

Very advanced local disease

Tumor invades lateral pterygoid muscle, pterygoid plates, lateral
nasopharynx, or skull base or encases carotid artery

*Note: Mucosal extension to lingual surface of epiglottis from primary tumors of the base of the
tongue and vallecula does not constitute invasion of the larynx.

X
Tis
T1

T2

T3

T4

Primary tumor cannot be assessed Carcinoma in situ

Tumor limited to one subsite of hypopharynx and/or 2 cm or smaller in
greatest dimension

Tumor invades more than one subsite of hypopharynx or an adjacent site,
or measures larger than 2 cm but not larger than 4 cm in greatest
dimension without fixation of hemilarynx

Tumor larger than 4 ¢cm in greatest dimension or with

fixation of hemilarynx or extension to esophageal mucosa

Moderately advanced or very advanced local disease T4a Moderately
advanced local disease

Tumor invades thyroid/cricoid cartilage, hyoid bone, thyroid gland,
esophageal muscle or central compartment soft tissue*

T4b Very advanced local disease

Tumor invades prevertebral fascia, encases carotid artery, or involves
mediastinal structures

*Note: Central compartment soft tissue includes prelaryngeal strap muscles and subcutaneous

fat.
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Table 3 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Oropharynx (p16-) and Hypopharynx (8th ed., 2017)
(Not included: P16-positive (pl16+) oropharyngeal cancers and nasopharyngeal cancer)

Regional Lymph Nodes (N)
Clinical N (cN) - Oropharynx (p16-) and Hypopharynx

NX
NO
N1
N2
N2a
N2b
N2c
N3
N3a

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and

ENE(-)

Metastasis in a single ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and
ENE( - ); or metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and
ENE();

or in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension

and ENE(-)

Metastasis in a single ipsilateral node larger than 3 cm but not larger than 6 cm in

greatest dimension and ENE(—)

Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension

and ENE(-)

Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest

dimension and ENE(-)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-);

or metastasis in any node(s) and clinically overt ENE(+)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-)

Note: A %é@naﬁ%@gﬁsmﬁig ilbfmmodﬁ(é} %@@&hrﬂﬁa&h& W@ﬁ?e@%%)ndicaw metastasis above the lower border of the cricoid (U)
or below the lower border of the cricoid (L).
Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+).
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Table 3— Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Oropharynx (p16-) and Hypopharynx (8th ed., 2017)
(Not included: P16-positive (pl6+) oropharyngeal cancers and nasopharyngeal cancer)

Regional Lymph Nodes (N):
Pathological N (pN) - Oropharynx (p16-) and Hypopharynx
N X

NO
N1

N2

N3

Regional lymph nodes cannot be assessed No regional lymph node metastasis

Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension

and ENE(—)

Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+); or larger
than 3 cm but not larger than 6 cm in greatest dimension and ENE(—); or metastases in multiple ipsilateral
lymph nodes, none larger than 6 cm in greatest dimension and ENE(—); or in bilateral or contralateral lymph
node(s), none larger than 6 cm in greatest dimension and ENE(-)

N2a Metastasis in single ipsilateral node 3 cm or smaller in greatest dimension and ENE(+); or a single
ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-)

N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension

and ENE(—)

N2c Metastases in bilateral or contralateral lymph node(s), none larger than 6 cm in

greatest dimension and ENE(—)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(—); or in a single ipsilateral
node larger than 3 cm in greatest dimension and ENE(+); or multiple ipsilateral, contralateral or bilateral
nodes, any with ENE(+);

or a single contralateral node of any size and ENE(+)

N3a Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-)

N3b Metastasis in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); or multiple
ipsilateral, contralateral or bilateral nodes, any with ENE(+) or a single contralateral node of any size and
ENE(+)

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the
cricoid (U) or below the lower border of the cricoid (L).
Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+).

Distant Metastasis (M) M0
No distant metastasis M1
Distant metastasis

Histologic Grade (G)

GX Grade cannot be assessed
G1 Well differentiated

G2 Moderately differentiated
G3 Poorly differentiated
G4 Undifferentiated

Prognostic Stage Groups

Stage 0
Stage |

Stagelll
Stagellll

Stage IVA

Stage IVB

Stage IVC

Tis NO MO
T1 NO MO
T2 NO MO
T3 NO MO
T1 N1 MO
T2 N1 MO
T3 N1 MO
T1 N2 MO
T2 N2 MO
T3 N2 MO
T4a NO,N1,N2 MO
T4b Any N MO
Any T N3 MO
Any T Any N M1
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Table 4
American Joint Committee on Cancer (AJCC)
TNM Staging System for HPV-Mediated (p16+) Oropharyngeal Cancer (8th ed., 2017)

(Not including: P16-negative (p16-) cancers of the oropharynx)

Primary Tumor (T)

TO No primary identified

T1 Tumor 2 cm or smaller in greatest dimension

T2 Tumor larger than 2 cm but not larger than 4 cm in greatest dimension

T3 Tumor larger than 4 cm in greatest dimension or extension to lingual surface of epiglottis
T4 Moderately advanced local disease

Tumor invades the larynx, extrinsic muscle of tongue, medial pterygoid, hard palate, or mandible or beyond*
Mucosal extension to lingual surface of epiglottis from primary tumors of the base of the tongue and vallecula does not
constitute invasion of the larynx.

Regional Lymph Nodes (N) Clinical N (cN)

NX Regional Ilymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 One or more ipsilateral lymph nodes, none larger than 6 cm N2 Contralateral
or bilateral lymph nodes, none larger than 6 cm N3 Lymph node(s) larger than 6
cm

Pathological N (pN)

NX Regional lymph nodes cannot be assessed

PNO No regional lymph node metastasis pN1 Metastasis in 4 or fewer lymph
nodes PN2 Metastasis in more than 4 lymph nodes

Distant Metastasis (M) MO No distant metastasis M1 Distant metastasis

Histologic Grade (G)
No grading system exists for HPV-mediated oropharyngeal tumors

Prognostic Stage Groups

Clinical
Stage | TO,T1,T2 NO,N1
Stage Il TO,T1,T2 N2
T3 TO,T1,T2,T3 NONI,N2 N3
Stagelll T4 NO,N1,N2,N3
Any T Any N
Stage IV w W
Pathological
Stage | TO,T1,T2 NO,N1 MO
Stage Il TO,T1,T2 N2 MO
T3,T4 NO,N1 MO
Stage lll  T3,T4 N2 MO
StagelV  Any T Any N M1
39
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Table 5

American Joint Committee on Cancer (AJCC) TNM Staging System for the Larynx (8th ed., 2017)
(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone and cartilage, and mucosal melanoma of the lip and oral cavity are not included)

Glottis

Primary Tumor (T)

TX  Primary tumor cannot be assessed
Tis Carcinoma in situ

Supraglottis

T1

T2

T3

T4

Tumor limited to one subsite of supraglottis with normal vocal
cord mobility

Tumor invades mucosa of more than one adjacent subsite of
supraglottis or glottis or region outside the supraglottis (eg,
mucosa of base of tongue, vallecula, medial wall of pyriform
sinus) without fixation of the larynx

Tumor limited to larynx with vocal cord fixation and/ or
invades any of the following: postcricoid area, preepiglottic
space, paraglottic space, and/or inner cortex of thyroid cartilage
Moderately advanced or very advanced T4a ~ Moderately
advanced local disease

Tumor invades through the outer cortex of the thyroid cartilage
and/or invades tissues beyond the larynx (eg, trachea, soft
tissues of neck including deep extrinsic muscle of the tongue,
strap muscles, thyroid, or esophagus)

T4b Very advanced local disease

Tumor invades prevertebral space, encases carotid artery, or
invades mediastinal structures

T1

T2

T3

T4

Tumor limited to the vocal cord(s) (may involve anterior or posterior commissure)

with normal mobility
Tla Tumor limited to one vocal cord

T1b Tumor involves both vocal cords

Tumor extends to supraglottis and/or subglottis, and/or with impaired vocal cord mobility
Tumor limited to the larynx with vocal cord fixation and/or invasion of

paraglottic space and/or inner cortex of the thyroid cartilage Moderately advanced or very
advanced

T4a Moderately advanced local disease

Tumor invades through the outer cortex of the thyroid cartilage and/or invades tissues beyond the
larynx (eg, trachea, cricoid cartilage, soft tissues of neck including deep extrinsic muscle of the
tongue, strap muscles, thyroid, or esophagus)

T4b Very advanced local disease

Tumor invades prevertebral space, encases carotid artery, or invades mediastinal structures

Subglottis

T1 Tumor limited to the subglottis

T2 Tumor extends to vocal cord(s) with normal or impaired mobility

T3 Tumor limited to larynx with vocal cord fixation and/or inner cortex of the
thyroid cartilage

T4

Moderately advanced or very advanced
T4a Moderately advanced local disease

Tumor 1nvades cricoid or thyroid cartilage and/or invades tissues beyond the larynx (eg,
trachea, soft tissues of neck including deep extrinsic muscles of the tongue, strap muscles,

thyroid, or esophagus)
T4b Very advanced local disease

Tumor invades prevertebral space, encases carotid artery, or invades mediastinal structures
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Table 5 — Continued
American Joint Committee on Cancer (AJCC) TNM Staging System for the Larynx (8th ed., 2017)
(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage are not included)

Regional Lymph Nodes (N) Clinical N (cN)

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension ENE( - )

N2 Metastasis in a single ipsilateral node, larger than 3 cm but not larger than 6 cm in greatest dimension and ENE( - );

or metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and ENE( - );
or metastasis in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE( - )

N2a  Metastasis in a single ipsilateral lymph node, larger than 3 cm but not larger than 6 cm in greatest dimension and ENE( - )

N2b  Metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and ENE( - )
N2c¢  Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE( - )

N3 Metastasis in a lymph node, larger than 6 cm in greatest dimension and ENE( - );
or metastasis in any lymph node(s) with clinically overt ENE(+)
N3a Metastasis in a lymph node, larger than 6 cm in greatest dimension and ENE(-)
N3b  Metastasis in any lymph node(s) with clinically overt ENE(+)
Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U) or below the lower

border of the cricoid (L)
Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+)
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Table 5 — Continued
American Joint Committee on Cancer (AJCC) TNM Staging System for the Larynx (8th ed., 2017)
(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage are not included)

Pathological N (pN) Distant Metastasis (M) MO
N X Regional lymph nodes cannot be assessed No regional lymph node metastasis No distant metastasis M1
N O Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension ENE( - ) Metastasis in a Distant metastasis
N 1 single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+); or larger than 3 cm but not
N2 larger than 6 cm in greatest dimension and ENE(-); Histologic Grade (G)
or metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(—); or in GX Grade cannot be assessed
bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension and ENE(—) G1 Well differentiated

G2 Moderately differentiated

. . L : ) . o i G3 Poorly differentiated
N2a Metastasis in a single ipsilateral node, 3 cm or smaller in greatest dimension and ENE(+); or metastasis in a single

ipsilateral node, larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(—) Prognostic Stage Groups
N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and Stage 0 Tis NO MO
ENE() o ' Stage | Tl NO MO
N2c Metastases in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest Stage |l W) NO MO
dimension and ENE(_) Stage i T3 NO MO
N3 Metastasis in a lymph node, larger than 6 cm in greatest dimension and ENE(-); T1 N1 MO
or metastasis in a single ipsilateral node, larger than 3 cm in greatest dimension and ENE(+); or multiple ipsilateral, T N1 MO
contralateral, or bilateral lymph nodes and any with ENE(+); or a single contralateral node of any size and ENE(+) T3 N1 MO
N3a Metastasis in a lymph node, larger than 6 cm in greatest dimension and ENE(—) Stage VA Tl N MO
N3b Metastasis in a single ipsilateral node, larger than 3 cm in greatest dimension and ENE(+); or multiple ipsilateral, ™ N MO
contralateral, or bilateral lymph nodes any with ENE(+); or a single contralateral node of any size and ENE(+) T 2 MO
T4a NO,N1,N2 MO
StagelVB AnyT N3 MO
*Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U) T4b Any N MO
or below the lower border of the cricoid (L) Stage IVC AnyT AnyN M1

Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+)
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Table 6

American Joint Committee on Cancer (AJCC)
TNM Staging System for the Nasal Cavity and Paranasal Sinuses (8th ed., 2017)
(Mucosal melanoma of the nasal cavity and paranasal sinuses are not included)

Primary Tumor (T)

TX
Tis

Primary tumor cannot be assessed
Carcinoma in situ

Maxillary Sinus

T1

T2

T3

T4

Tumor limited to maxillary sinus mucosa with no erosion or destruction of bone

Tumor causing bone erosion or destruction including extension into the hard palate
and/or middle nasal meatus, except extension to posterior wall of maxillary sinus and
pterygoid plates

Tumor invades any of the following: bone of the posterior wall of maxillary sinus,
subcutaneous tissues, floor or medial wall of orbit, pterygoid fossa, ethmoid sinuses

Moderately advanced or very advanced local disease T4a Moderately advanced local

disease
Tumor invades anterior orbital contents, skin of cheek, pterygoid plates,
infratemporal fossa, cribriform plate, sphenoid or frontal sinuses

T4b Very advanced local disease

Tumor invades any of the following: orbital apex, dura, brain, middle cranial fossa,
cranial nerves other than maxillary division of trigeminal nerve (V2), nasopharynx,
or clivus

Nasal Cavity and Ethmoid Sinus

T1

T2

T3

T4

Tumor restricted to any one subsite, with or without bony invasion
Tumor invading two subsites in a single region or extending to
involve an adjacent region within the nasoethmoidal complex, with
or without bony invasion

Tumor extends to invade the medial wall or floor of the

orbit, maxillary sinus, palate, or cribriform plate

Moderately advanced or very advanced local disease T4a

Moderately advanced local disease
Tumor invades any of the following: anterior orbital contents, skin
of nose or cheek, minimal extension to anterior cranial fossa,
pterygoid plates, sphenoid or frontal sinuses

T4b Very advanced local disease

Tumor invades any of the following: orbital apex, dura, brain,
middle cranial fossa, cranial nerves other than (V2), nasopharynx,
or clivus
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Table 6 — Continued
American Joint Committee on Cancer (AJCC)
TNM Staging System for the Nasal Cavity and Paranasal Sinuses (8th ed., 2017)

(Mucosal melanoma of the nasal cavity and paranasal sinuses are not included)

Regional Lymph Nodes (N) Clinical N (cN)

NX
NO
N1
N2

N3

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U) or below the lower border of
the cricoid (L).

N2a

N2b
N2c

N3a
N3b

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE( - )

Metastasis in a single ipsilateral lymph node larger than

3 cm but not larger than 6 cm in greatest dimension and ENE( - );

or metastases in multiple ipsilateral lymph nodes, none larger than 6 ¢cm in greatest dimension and ENE( - );
or in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE( - )

Metastasis in a single ipsilateral node larger than
3 c¢cm but not larger than 6 cm in greatest dimension and ENE( - )

Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and ENE( - )
Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE( - )

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE( - );
or metastasis in any node(s) with clinically overt ENE(+)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE( - )
Metastasis in any node(s) with clinically overt ENE (ENE )

Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+).
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Table 6 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Nasal Cavity and Paranasal Sinuses (8th ed., 2017)
(Mucosal melanoma of the nasal cavity and paranasal sinuses are not included)

Regional Lymph Nodes (N) Pathological N (pN)

NX
NO
N1
N2

N3

N2a

N2b
N2c

N3a
N3b

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE( - )

Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+);

or larger than 3 cm but not larger than 6 cm in greatest dimension and ENE( - );

or metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-);

or in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension and ENE( - );
Metastasis in single ipsilateral node 3 cm or less in greatest dimension and ENE(+);

or a single ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-)
Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and ENE( - )

Metastases in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension and ENE( - )
Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(—); or in a single ipsilateral node larger than 3 cm in greatest

dimension and ENE(+); or multiple ipsilateral, contralateral or bilateral nodes, any with ENE(+);
or a single contralateral node of any size and ENE(+)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE( - )

Metastasis in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+);
or multiple ipsilateral, contralateral or bilateral nodes, any with ENE(+);
or a single contralateral node of any size and ENE(+)

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U) or below the lower border of the cricoid

D).

Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+).
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Table 6 — Continued
American Joint Committee on Cancer (AJCC)

TNM Staging System for the Nasal Cavity and Paranasal Sinuses (8th ed., 2017)
(Mucosal melanoma of the nasal cavity and paranasal sinuses are not included)

Prognostic Stage Groups

Stage 0
Stage |

Stage |l
Stage lll

Stage IVA

Stage IVB

Stage IVC

Tis

T1

T2

T1

T2

T3

T1

T2

T3
T4a
Any T
T4b
Any T

NO

NO

NO

N1

N1

NO, N1
N2

N2

N2
NO,N1,N2
N3
Any N
Any N

MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
M1

Distant Metastasis (M)
MO No distant metastasis (no pathologic MO; use clinical M to complete stage group)

M1

Distant metastasis

Histologic Grade (G)

GX
Gl
G2
G3

Grade cannot be assessed
Well differentiated
Moderately differentiated
Poorly differentiated
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Table 7
American Joint Committee on Cancer (AJCC)
TNM Staging System for Cervical Lymph Nodes and Unknown Primary Tumors of the Head and Neck (8th ed., 2017)

(Squamous cell carcinoma and salivary gland carcinoma of all head and neck sites except HPV-related oropharynx cancer, nasopharynx cancer, melanoma, thyroid carcinoma, and
sarcoma. Staging of the patient who presents with an occult primary tumor and EBV-unrelated and HPV-unrelated metastatic cervical lymphadenopathy is also included.)

Regional Lymph Nodes (N)
Clinical N (cN): For patients who are treated with primary nonsurgical treatment without a cervical lymph node dissection.

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(-)

N2 Metastasis in a single ipsilateral lymph node larger than 3 ¢cm but not larger than 6 cm in greatest dimension and ENE(-); or metastases in multiple

ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-); or in bilateral or contralateral lymph nodes, none larger than 6 cm in
greatest dimension, ENE(-)
N2a Metastasis in a single ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-)

N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and ENE(-)
N2c¢ Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-)
N3 Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-); or metastasis in any node(s) with clinically overt ENE(+) (ENEC)2
Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-)
N3a
N3b  Metastasis in any node(s) with clinically overt ENE(+) (ENEC)2
IMidline nodes are considered ipsilateral nodes.

2ENEc is defined as invasion of skin, infiltration of musculature, dense tethering or fixation to adjacent structures, or cranial nerve, brachial plexus,
sympathetic trunk, or phrenic nerve invasion with dysfunction.

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U) or below the lower
border of the cricoid (L). Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+)."

47
ST-15



Head and Neck Cancer

® Tizafn FE RS $ 5]

Table 7 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for Cervical Lymph Nodes and Unknown Primary Tumors of the Head and Neck (8th ed., 2017)
(Squamous cell carcinoma and salivary gland carcinoma of all head and neck sites except HPV-related oropharynx cancer, nasopharynx cancer, melanoma, thyroid carcinoma, and

sarcoma. Staging of the patient who presents with an occult primary tumor and EBV-unrelated and HPV-unrelated metastatic cervical lymphadenopathy is also included.)

Regional Lymph Nodes (N)

Pathological N (pN): For patients who are treated surgically with a cervical lymph node dissection.

NX

NO

N1

N2
N2a
N2b
N2¢

N3
N3a
N3b

Regional lymph nodes cannot be assessed Stage lll TO
No regional lymph node metastasis Stage IVA TO
Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(-) Stage IVB TO

Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+); of larger than 3 cm but ~ Stage IVC TO
not larger than 6 cm in greatest dimension and ENE(-); Oor metastases in multiple ipsilateral lymph node(s), none larger than

6 cm in greatest dimension and ENE(-); or in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest

dimension and ENE(-)

Metastasis in a single ipsilateral node 3 cm or less in greatest dimension and ENE(+); or a single ipsilateral node larger

than 3 cm but not larger than 6 cm in greatest dimension and ENE(-)

Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and ENE(-)

Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-); or metastasis in a single ipsilateral node
larger than 3 cm in greatest dimension and ENE(+); or multiple ipsilateral, contralateral, or bilateral nodes any size and
ENE(+) in any node; or a single contralateral node of any size and ENE(+)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(—)

Metastasis in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); or multiple ipsilateral,
contralateral, or bilateral nodes any size and ENE(+) in any node; Or a single contralateral node of any size and ENE(+)

IMidline nodes are considered ipsilateral nodes.

2ENE detected on histopathologic examination is designated as ENEmi (microscopic ENE < 2 mm) or ENEma (major ENE > 2 mm). Both ENEmi and ENEma
qualify as ENE(+) for definition of pN.

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U)

or below the lower border of the cricoid (L). Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+).

N1
N2
N3
Any N
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Table 8

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Major Salivary Glands (8th ed., 2017)

(Parotid, submandibular, and sublingual)

Primary Tumor (T)

TX
TO
Tis
T1

T2

T3

T4

Primary tumor cannot be assessed No evidence of primary
tumor Carcinoma in situ

Tumor 2 ¢cm or smaller in greatest dimension without
extraparenchymal extension®

Tumor larger than 2 cm but not larger than 4 cm  in greatest
dimension without extraparenchymal extension®

Tumor larger than 4 cm and/or tumor having
extraparenchymal extension*®

Moderately advanced or very advanced disease T4a
Moderately advanced disease

Tumor invades skin, mandible, ear canal, and/or facial nerve
T4b Very advanced disease

Tumor invades skull base and/or pterygoid plates and/or
encases carotid artery

Note: Extraparenchymal extension is clinical or macroscopic evidence of invasion of
soft tissues. Microscopic evidence alone does not constitute extraparenchymal
extension for classification purposes.

Regional Lymph Nodes (N)

Clinical N (cN)
N X Regional lymph nodes cannot be assessed No regional lymph node metastasis
N O Metastasis in a single ipsilateral lymph node, 3 cm or smaller in  greatest dimension
N1 and ENE(-)

Metastasis in a single ipsilateral lymph node, larger than 3 cm but not larger than 6 cm
N2 in greatest dimension and ENE(-); or metastases in multiple ipsilateral lymph node(s),

none larger than 6 cm in greatest dimension and ENE(-); or in bilateral or contralateral
lymph nodes, none larger than 6 cm in greatest dimension and ENE(-)

N2a Metastasis in a single ipsilateral node larger than 3 cm but not larger than 6 cm in
greatest dimension and ENE(-)

N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest
dimension and ENE(-)

N2c Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm in
greatest dimension and ENE(-)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-); or
N3 metastasis in any node(s) with clinically overt ENE(+)

N3a Metastasis in a lymph node larger than 6 cm in greatest dimension
and ENE(-)

N3b Metastases in any node(s) with clinically overt ENE(+)

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the
lower border of the cricoid (U) or below the lower border of the cricoid (L).
Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+)
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Table 8 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Major Salivary Glands (8th ed., 2017)
(Parotid, submandibular, and sublingual)

Regional Lymph Nodes (N)
Pathological N (pN)

N X
NO
N1

N2

N3

Regional lymph nodes cannot be assessed No regional lymph node metastasis
Metastasis in a single ipsilateral lymph node, 3 ¢cm or less smaller in greatest dimension and ENE(-)

Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+); or
larger than 3 ¢cm but not larger than 6 cm in greatest dimension and ENE(—); or metastases in multiple
ipsilateral lymph node(s), none larger than 6 cm in greatest dimension and ENE(-); or in bilateral or
contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-)

N2a Metastasis in a single ipsilateral lymph node 3 cm or smaller in greatest dimension and ENE(+) or
a single ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-)
N2b Metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and
ENE(-)

N2c Metastases in bilateral or contralateral lymph node(s), none more than 6 cm in greatest dimension
and ENE(-)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-); or

in a single ipsilateral node larger than 3 ¢cm in greatest dimension and ENE(+);

or multiple ipsilateral, contralateral, or bilateral nodes any with ENE(+); or a single contralateral node
of any size and ENE(+)

N3a Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-)

N3b Metastasis in a single ipsilateral node larger than 3 ¢cm in greatest dimension and ENE(+); or
multiple ipsilateral, contralateral, or bilateral nodes any with ENE(+); or a single contralateral node of
any size and ENE(+)

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the
cricoid (U) or below the lower border of the cricoid (L). Similarly, clinical and pathological ENE should be recorded as ENE(—)

or ENE(+)

Distant Metastasis (M)
MO  No distant metastasis

M1  Distant metastasis

Anatomic Stage/Prognostic Groups

Stage 0
Stage |

Stage I
Stage llI

Stage IVA

Stage IVB

Stage IVC

Tis NO

T1 NO

T2 NO

T3 NO
TO,T1,T2,T3 N1

TO N2

T1 N2

T2 N2

T3 N2
T4a NO,N1,N2
Any T N3
T4b Any N
Any T Any N
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Table 9
American Joint Committee on Cancer (AJCC)
TNM Staging System for Mucosal Melanoma of the Head and Neck (8th ed., 2017)

Primary Tumor (T) Distant Metastasis (M) MO No distant metastasis M1
T3

Tumors limited to the mucosa and immediately underlying soft tissue, regardless of Distant metastasis
thickness or greatest dimension; for example, polypoid nasal disease, pigmented or
nonpigmented lesions of the oral cavity, pharynx, or larynx Histologic Grade (G)
T4 Moderately advanced or very advanced There is no recommended histologic grading system at this time.

T4a Moderately advanced disease

Tumor involving deep soft tissue, cartilage, bone, or overlying skin Prognostic Stage Groups

Currently, there 18 no clear ability to determine

T4b Very advanced disease } . L
Y prognosis based on histologic differences.

Tumor involving brain, dura, skull base, lower cranial nerves
(IX, X, XI, XII), masticator space, carotid artery, prevertebral space, or mediastinal
structures

Regional Lymph Nodes (N)

NX  Regional lymph nodes cannot be assessed

NO  No regional lymph node metastases

N1 Regional lymph node metastases present
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1. >E M kbR T s % 5 it 7 > (Unstable angina ~ recent myocardial infarction ~ decompensated heart failure ~
COPD FEV1<50%) ~ "% =# it % 2> (Ccr<30 - cirrhosis child C) ~ ¢ Rk {sperformance status# (ECOG 3-4)
& #£>T0/k 2 5 g 33 7z (ECOG3-4) chp;

PR L »Pﬁlf’ff'
G 7 i 2 2 ¢ liver cirrhosis# 3k 5 -] % 7 & ~ PT ~ APTT prolonged %
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Cachexia/Severe weight loss:BWL >5% in one month ~ BWL >10% in two to six month
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® Cachexia/Severe weight loss:BWL >5% in one month ~ BWL >10% in two to
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1. Leukopenia or Neutropenia: WBC < 1000/mm3 or absolute neutrophil count <500 mm3
© ZRBE

e XA v nIfd LEF

TR RAEHE

2. Anemia: Life-threatening consequences; urgent intervention indicated

© EHRBE

. ﬁ,;.l '

. TR AEHE

3. Thrombocytopenia: Platelet <25000/mm3

© ZRBE

. #Fuﬂ:ifvﬁr%%},aﬁiﬁi

. TR RREHE

4.  Liver function abnormality: AST/ALT >20 x ULN, Total bilirubin >10 x ULN

© EREE
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5.

Renal function abnormality: Cr >6.0 x ULN

HrHE T RJLF R o ok SRR

B URERTH AN RN AL 2 DR RV AR R
REAHEF

Vomiting: Life-threatening consequences; urgent intervention indicated

i

ke E

¥R

Diarrhea: Life-threatening consequences; urgent intervention indicated
ERBE
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Ko g AL

Rl ¥ ST

A B HgRF] KPR R

Mucositis: Life-threatening consequences; urgent intervention indicated
ERiBE
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8. Mucositis: Life-threatening consequences; urgent intervention indicated
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9. Skin rash: Life-threatening consequences
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10. Neuropathy: Life-threatening consequences; urgent intervention indicated
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Common Terminology Criteria for Adverse Events (CTCAE) v5.0
National Comprehensive Cancer Network. Hematopoietic Growth Factors (Version 2.2020)

National Comprehensive Cancer Network. Antiemesis (Version 2.2020)

A W

P Bossi, et al. Diarrhoea in adult cancer patients: ESMO Clinical Practice Guidelines. Ann Oncol. 2018 Oct;29. Suppl

4:iv126-iv142.

5. D E Peterson, et al. Management of oral and gastrointestinal mucosal injury: ESMO Clinical Practice Guidelines for
diagnosis, treatment, and follow-up. Ann Oncol. 2015 Sep;26 Suppl 5:v139-51.

6. B Jordan, et al. Systemic anticancer therapy-induced peripheral and central neurotoxicity: ESMO-EONS-EANO Clinical

Practice Guidelines for diagnosis, prevention, treatment and follow-up. Ann Oncol. 2020 Oct;31(10):1306-1319.
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Alissa Visram, et al. “Defining and grading HBV reactivation” AASLD, 2015
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w oo r/%*&ﬁ#? LB /A L ARES N2 Fent LT RL > ERAIIREE 75 EFSMR
tF R 0 Fet 21986# W ) A JF,Z » % 1£15%~20% = B33 R ¥ f :ff’wr EELMTh"RERB o
C. ]B”—& (Resolved hepatitis B)&_% 5 g 4 EB»Fa2td X g = HBsAQ(-) ~ Anti-HBclgG(+) - %
3 fgkaﬁ/% iR “']B’”‘%Jz ¥ BIANt-HBSAb&_A %8 §_F ;‘}'B’H:‘f?:]-‘i- A A GE A i Flr EFAN-
HBSAD(+) » Bt} B¥ 4 £ 3 b " #iS ¥ & 2 FANL-HBsAD(-) » Hp B4 £ i 1 b &

o

<

m

2. RETE
a. MBI F R R LR S HBYDNALY A E B @ o AL APrdlf 2 T ’ja ¥4 % 3 70% o
b. B AIBIR 8 TR 5 HBs Agie 15 (reversion) & & @ HBV DNAHI IR o & f R Fril iz ™ > 41
FFH541.5% -

ik




SF 57 By oAk 4p 5
- K \E’ Head and Neck Cancer

Clinical Guideli
*P‘&K B?}i ﬁ‘ 7 /F" & W B > Cﬁ] ”’ /r' % m'g'ﬁ?mo;“y,igﬁi —-V.1.2022

€5

3. B HAL
a. &4 ¥ (silent reactivation): FIL A drd] c PN opE BB A A A ¢ R G 2 ¥ ek
P
b. AN R (HBV associated hepatitis): . EFrdlF 2B K 1s » L F LB BRR > T RAITEF IR L
SEURCLEANE S NI S o S FLRGR S LR A
C. FREF X (fulminant haptic fallure) LA A P i B 3 B EMFUFA, s A EWFmer- s n v
HBV DNAZ % ”'a‘ﬁ@:« My b Ao i RS IR G R MM R ”"«’&5«‘/}%% S o ¥
Bk = Fvzde Lo
4. RER &
a. B4R 3% b & 22 BIFR Ak A 0 TR

Pz = MEZFRE PR S 4G THPT &S
= E HBsAg(+), Anti-HBc(+), Anti-HBs(-) y i3
o i HBsAg(-), Anti-HBc(+), Anti-HBs(-) 75

BV T HBsAg(-), Anti-HBc(+), Anti-HBs(+) P




@@

57 57 Ry Tk 4 3
TRE&L&FHR Farmplyionss. cam- T T-

Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH - V.1.2022

b. BYRERGE LAIFIESF AR PR O G
bo'gF BRI ER e R B
FeZ g iR
3R b % £ B dmre | B (dorituximab) & 3 p b B Frd ] A ZE e o
P BAEHEM (Fp 1020 T b ) ¥ A AR 45
EX ¥ SR
B4 AN R E g Prdla 2 ke 25 (4oTNF-o therapy, cytokine inhibitor,
YRR integrin inhibitor, TKI % %)
i R £ SR FIER (& p 2 10F 5 ) RISHFFERLIN4IE -
wppe |7 EPMEEAR R 1
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18 MBAT BB & BAAIBAT &% /\
e s | 7% 3
BE N

_ Anti-HBsAb(+)| | Anti-HBsADb(-)
= B %.9% T AR ELE %,
BB E R BB E WATBB Y AGirAng
BiR#E A s8REH
| ‘ l #3%
a‘m}%# Xz wan | B1-3EAK
ki — {3|HBV DNA, WITR &
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Calse i
fon# s CAPF Y LW N p AL o TRk L FER B R M KA 0 B4 CAE LR

I i¥ % (Drug- drug interaction) % & #. % - )ﬁa AOE TR A TRk o 3 T LR AR (T
s 22y T CMFL R E R ’/r)ﬁcﬂ]”"\]@ﬂdﬁ% 3 oni% gk Rt

S CAPF L dE v o BT ieF w0 b 73X CRF

g T H4E > B4R
o % 5 2014E > 7 JRCIFZ 4 12 4
PRZ8-12% - e ST A R o B AT FIR RS 2 8
Kok fw iR o AR C] R o B RIS R

T e i T 2. CRF L3P i B In R i AT

v

SASEA B & : . (+) ﬁﬁi%% 8 HCV RNA, R X
Al Anti-HCV . ,
S AT AIANt e AST, ALT %

L

PR ALT 8 % o ¢ Ati-HCV 8 HCVRNA 5 B 2% -

I




:E «"F %T&'}% # Head and Neck Cancer
® TAEAFB gmrantiinis. Ly ”«w& o e v.1.202

P S )I%

1. J.S.Lubel, A. G. Testro, et al. “Hepatitis B virus reactivation following immunosuppressive therapy: guidelines for
prevention and management” Internal Medicine Journal 37 (2007) 705712

2. Anthony Myint, M.D., Myron J. Tong, M.D., Ph.D. and Simon W. Beaven, M.D., Ph.D. “Reactivation of Hepatitis B
Virus: A Review of Clinical Guidelines” Clinical Liver Disease, VOL 15, NO 4, APRIL 2020

3. Makoto Oketani, Akio Ido, et al. “Prevention of hepatitis B virus reactivation in patients receiving immunosuppressive
therapy or chemotherapy” Hepatology Research 2012; 42: 627-636

4. Terrault NA, Lok ASF, McMahon BJ, et al. “Update on prevention, diagnosis, and treatment of chronic hepatitis B:
AASLD 2018 hepatitis B guidance.” Hepatology 2018;67:1560-1599.




‘EE §E :% T\?’& #F] 5 l Head and Neck Cancer

@ TAEATFR AurABTEARLALRR

-~ & ERAZETI0R o R K2 (ECOG) grade 3-4
Z it
1. % J% (Comorbidity) : %< CCI (Charlson Comorbidity Index) % I L 27 57 /& B Fj i3k > w5 2 i g 2 2 (
Unstable angina ~ recent myocardial infarction ~ decompensated heart failure ~ COPD FEV1 <50%) ~ 3+% % it &
7 2 (Ccr <30 ~ cirrhosis child C) s & isk § L 4rir & -
O CHTAR A CHIEE P FF R RSN FERBARERE 4 F W ER
® EINEE L Arn PR 2 R o eI R R X o i TR R Y B R s 0 T MIn R
h'g S ALTREBUIIR A LR E T L2 bR
@ FH A > IARERT B EISRSORY S VEEER BT T B Y o taxaned IR L 4 i B
FAWBEAE  TREPCRIT S pRERY BERITH L BFLERWM K FEFTREE B
ﬁ%%ﬁi§ﬁwu%ﬁﬁﬂ%ﬁfho
® T i EHEH T Kcisplatind # 5 carboplatin > 4e G ATt & BNk 0 T ¥ R 0 v PRUfurst ¥4
o ZF 47 cetuximab B~ % @ LLit Frcisplatin o VARG EH E st A AR LRk T g 2 T

EitH AT oOhY% LT E &S,

N
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¥ % (Nutrition) :

12 BMI (Body Mass Index) % :761 * #8 & & "%k ini= i F R K& o

ELFAFEFRELER BHFPUYRA LEITRRY > R KR ORE D FENMFTER AL o
SRR R LR SR o R T BEAIE R ¢ A 2 IR iR mﬁ T o

SR TR R A kD BRI AR B AR FREBHLALS B
BREFEEANRE > TREEVREQAE  F R RREFE A 2 AT ET T Q&iﬁ_jypg@go

\91

L &4 - [N
TR oA R FUS

=

O
\mL

5 %+ (Polypharmacy) :

RABRT » (2 F B a e BP BRI i ) PRLEF AR SE F
WAL H Hgrr FA Y B nn o B2 23 (7% (drug-drug interaction) - AL § B B EF R FIER o
et ¢ 5 4% (Social support) :

BRI LG A HEF S bR M R LS - A L RS R R R
PO R G e A AE kS Dol BB R B IRE R AR~ o AR LR o B AALT 0

[ 4t g o
TR R R T L R

FAFFRFB L AR LG ERM R A H SRR AR T REF A AR R B RNAR
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Hb A AR IR B AT R PR EL LR R RBIB A R R L B F AR
2. & jF !
OF FAEMTALT T Ijri- Y £ FRFFERFELOIFE RTEMA/ET SN Y ARE

Ot DAL PR LTh "G > MARM R & E £ 877K (&4-ACS NSQIP Surgical Risk Calculator,

American College of Surgeons National Surgical Quality Improvement Program Surgical Risk Calculator) -

3. s R -

® o T EmE R R s TR RS R 2 JIE s BT R E T HER

O Tiin AR T A AR B TIRE T

® FFRIICKEFLATUNEAL A DAREF RN 0T ERARRF RIS Rp LT ER
TR W14030-02-002:8 A B PBE > » FE 3 ST RAHAIEFRALEFA > DlacE g 5§ F
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cisplatin -

® F#T RS2 HR 0 FF TR AT sdkpalliative treatment fo ¥ % o & ELE fpinsdis g o

® + % Cancer and Aging Research Group Chemo Toxicity Calculator+f & j & 4% it & /5% ¥ i & 2 grade 3-57]
RS W RN AR LA AT N= R AT

® ~ATRAFRT FEFRFEERE VA LAFTHTEREEEFLRI AR IR OERY 0 LR

s TR BT AL B o
® i< £ K AR & TF* (immune-related adverse event, irAE) e 4 > B 4 183 R E K PR SE FR i *
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%45 I L B 57 % B 1R A3% 0 37 5 Unstable angina ~ recent myocardial infarction ~ decompensated heart failure

COPD FEV1 <50% ~ Ccr < 30 ~ cirrhosis child C -

1, NN E%:}fi }l% .

[ ]
2.
[ ]
o
3.
o

ﬁ /T NN p%pﬁ_)g’_}'_g; Flﬁ %gﬁ.ﬂ;gj"—f'é, NN B%Ié ;E )
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HRIEE B RF § A

355 50 A N

FEFFH R RW AT AT Bd® 2 {525 Gldedk HBAF N CAPF LS T 0 A %3 %L% ———
BROF L B AR T o

P A 1 2 R

7 fp B 45 2% 5 R (portal hypertension) i3 & Ap $f e /e » b4 & 5 #7% & SR (7 9 FIRN RS R
R B B AR PR Y o N EBAR TR BB o TERE Y sk EH ¢ o cisplatinz
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® &} 53 v jicisplatin  #% 5 carboplatin o 4e % stk & BN 0 T 4 R 0 1R Ee B fecetuximab & B Ak s S

S HRARFRENT TE (P ZALMAELPILR PR B FREFTFEATF AR FE T Fan

Eo Lkt B2 %3 8% (drug-drug interaction) » AR € B EEFE (TG o
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® TR kR o wdfluid overload -

@ il MEPBCHEDYY > FF § L S H LR AL -

2. W IR B B
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Updated on 2017-1-16

Pharynx-1:T1-4aN0O-N2 Unresectablel,2+: » Chemotherapy can be given for disease control during
preRT waiting period.

Pharynx-2 :T4b or N3 CCRT2.3 /RT or cetuximab/RT3+: » Chemotherapy can be given for disease
control during pre-RT waiting period.

Updated on 2018-11-19

Oral-3:ix BENCCN& F 2 37 » CCRT or Definitive RT (only for lip)

Oral-4:i% FENCCNE | i3 37

J & & Fedp slpharynx3t 4 - ik R NCCNzE 2 #-pharynxt 4 4 = Oropharynx % hypopharynx and larynx &
13

Orph-1:i%& e NCCNzE 3 work up3® 4 4c » Nutrition, speech and swallowing evaluation/therapy as
indicated

Orph-2~4:i2 xNCCNE % - 2 #-P16(+) % P16(-)is % & # & 3R i~ fedp 3

Pharynx-1:work up<® 4 4r » Nutrition, speech and swallowing evaluation/therapy as indicated and
Consider pulmonary function tests for conservation surgery candidates

Pharynx-2:ix BENCCN 2 37 » No adverse features— * [ ;5 0bservation or RT

Pharynx-3:i& fENCCNi2 37 » No adverse features— & [xi% 25 0bservation or RT

Pharynx-4:ix gNCCNi2 = » T1-2,N+;T3,any N > =B [}it#~ #only RT

Naso:work up: & 3% 4c + Consider Epstein-Barr virus (EBV)/DNA testinge - Consider ophthalmologic and
endocrine evaluation as clinically indicated ~ Nutrition,speech and swallowing evaluation/therapy as
indicated
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Updated on 2018-11-19
Naso 1: % e NCCN:E 2% i2 :7:M1—Platinum-based combination chemotherapy—RT to primary and neck
or Chemo/RT as clinically indicated

Sali-work up: & e NCCNz& zxwork up<® 4 4 » Nutrition, speech and swallowing evaluation/therapy as
indicated

Sali-1:Parotidectomy with complete resection of tumor + neck dissection for high-grade and/or T3-4
tumors

Follw-A: iz e NCCN AT

ADV1~4: % e NCCNz& 3% 375
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Updated on 2019-05-13
Oral-1:CLINICAL STAGING:T4b, any N, or unresectable nodal disease *: _} Unfit for surgery

Oral-2:T1-2,NO, ix e NCCNzZ 3% 2 :zResection of primary + SLN biopsyis & #Neck dissectiong
if SLN pN+ or SLN identificationunsuccessful 2 SLNO » & & B /2L 5 { % ©

Oral-3:Clinical staging T1-2,N1-3;T3-4:x = T4a -

ORPH-1: Clinical staging % = 7|P16(-) AnyT #z = T1-4,N2-3
ORPH-2:Transoral or open resection of primary+ neck dissectioniz e NCCN:z = Resection of

Primary and ipsilateral or bilateral neck dissection - For T1-2,N1 only RT+systemic therapy:z == T2 only
ORPH-3:Transoral or open resection of primary+ neck dissectioniz fENCCN:z = Resection of
Primary and ipsilateral or bilateral neck dissection -

ORPH-4: Clinical staging P16(-) anyT:z = T1-4 - Transoral or open resection of primary+ neck dissection

% P NCCN:z = Resection of Primary and ipsilateral or bilateral neck dissection -
Naso-1:AnyT,anyN,M1%73 4« RT or surgery in select patients with oligometastatic disease -
SALI-1:T1,T2# 3k Adenoid cystic;Intermediate or high grade- z_& RT -

103



Head and Neck Cancer

® TRz sFR 55 R Ve 47 3

Updated on 2020-05-04

[ Oral-1.ORPH-1.Pharynx-1.Naso-1.SALI-1] Work up:#73 Smoking cessation counseling -
Fertility/reproductive counseling

[ Oral-3] :#7# One positive node without adverse features—RT or Observation

[ ORPH-2]) :® ¥ P16(-)T3-4a,NO-13_i& i /o B JT o

[ ORPH-3] :
(1) /& £ T2 only:CCRT - i :x = T1-2,N1 only:RT1 + systemic therapy
(2) Resection of primary and ipsilateral or bilateral neck dissection—Adverse featurest —Extranodal
extension + positive margin —P16(-):Systemic therapy/RT > P16(+):¥ CCRT or RT

[ ORPH-4] :
(1)#r = & &5 5 P16(+),T1-2,N1(single node>3cm/or 2 or more ipsilateralnodes <6 cm), cN2-3,T3-4,NO-
3o
(2)Resection of primary and ipsilateral or bilateral neck dissection—p16(-):N2a-b, N3 ;P16(+):[F A E
N1-N3 > 4 ENO-N3(unilateral) -

(3)Resection of primary and ipsilateral or bilateral neck dissection—P16(-)N2c P16(+)N2-N3(bilateral)
—Resection of primary and bilateral neck dissection(i¥%fjjand=£HR) -
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Updated on 2020-05-04

[ FOLL-A 20F 2] :
(1)Residual primary - persistent disease or progression—assess extent of disease or distant
metastases:Consider CT of primary and neck and/or MRI with contrast (4—8 wk) Consider FDG-PET/
CT —If diagnosis confirmed or progression{Z4 kConfirmed residual or persistent disease or
progression o
(2)If response —assess extent of disease or distant metastases:FDG-PET/CT at minimum 12 wk—
FDG- PET/CT negative:Observation; FDG- PET/CT equivocal:Observation or repeat FDG PET/ CT at
3—6 mo ;FDG- PET/CT Postive:CT or MRI with contrast—Biopsy Or Resection of primary (if feasible)
and/or neck dissection if nodal disease in neck (if feasible) -
(3)CT of primary and neck and/or MRI with contrast/ or PET (optional) at 8-12 wk— Imaging
positive—Neck dissection orfifliz FNA or fili_I-Consider=-if FDG-PET imaging at 12 wk -

[ ADV-2] :PS 0-1-Systemic therapy+: + Combination or Single-agent

[ ADV-3] :Locoregional recurrence without prior RT —Resectable —Concurrent systemic
therapy/RT1{ffi[#Induction systemic therapyf& ik combination systemic therapy (category 3) followed
by RT or systemic therapy/RT -

[ ADV-4] : If locoregional failure, consider locoregional treatment based on disease extent and
symptoms—PS 0-1 —systemic therapy/RTgujj[[J:concurrentaﬁﬁjﬁ%ﬁunf slba (AR Ped) o

53R {1x#2AJCC 8th updata V.3 iR EST45HA -
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Updated on 2020-12-28

[ Oral-3]) :#t¥N3 -3~ 2 (ADV-1)

[ Oral-4] :##4T4b or M1 —3% 52 (ADV-1)

[ ORPH-2] :P16(+)T1-2, NO-1{ifif#(single node<3cm) - ik &% T1-2,N1A4 =E]|CCRT -

[ ORPH-3]) :P16(+)T3-4,NO-1 - fflf&single node<3cm

[ ORPH-4] :

(1)P16(+),fiHEET1-2,N1(single node>3cm/or 2 or more ipsilateral nodes <6 cm), cN2-3 » T3 T1-4,NO-3

(2)Resection of primary and ipsilateral or bilateral neck dissection{ [EZ&N+AVE /- THER » B REREA S
Rl e

()t T4b or M1 —3:¥ 8 (ADV-1)

[ Pharynx-2] : T1-2,NO#73 CCRT/EE XA

[ Pharynx-3]) : T1-2,N+,T3-T4a,any Nz H = A &R T » AConsider Systemic therapy/RT » R
Consider -

[ Pharynx-4] :CR1£&#$2DefinitiveRT or Consider systemic therapy/RT - {if{zConsider -

[ Salivary Gland ] 55 AR AE—H » RETHE5 [ RREMETR =H -

[ SALI-2 ] :

(D)T1-2 - FradfEF:1f incidental N+ disease is present go to SALI-3 -

(2)#H M1 -8 (ADV-1)

[ SALI-4 ) L E @ > follow upZiE Arecurrence—Distant metastases —fffjf#Clinical trial preferrediz
I o

» CCRT{ /& Systemic therapy/RT

> HHETEERE (RS RERE R ] 108
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Updated on 2021-07-05

[ Work up] :47FEkIndicated 5z Optional -

[ ORPH-2] :RT+ systemic therapy:only for N1 -

[ Naso-2]) :TO(EBV+)-T1, N1-3;T2-4, any N NO-371&4&;&%:1.Concurrent Systemic therapy/RT

followed by adjuvant chemotherapy 2.Concurrent Systemic therapy/RT 3.Induction chemtherapy
followed by chemo/RT -

[ Naso-2] :Any T, any N, M1k T1-4,NO-3,M1 - {848 ;&% Platinum-based combination
Chemotherapy -

— Y15 Systemic therapy/RT as clinically indicated=—iL{;Locoregional treatment to
oligometastatic sites °

[ FOLL-A 2 OF 2] 2% CT=MRI 8-12iH > ff&PET (optional) -

[ ADV-2] :PS2-3¥ri+Palliative RT Or Palliative surgery -

[ ADV-4] :PS2-3¥ri+Palliative RT Or Palliative surgery -
> {#52F:Chemotherapy can be given for disease control {ffifduring pre-RT waiting period -
> [EEEEZEER]) FribEE>705% 5B & I9E(ECOG3-453) MK A -
g it N SN R el

Updated on 2021-12-06

o (iTPage. 7R BN AS ik S E B
© g Estt ELI SRS ER TR S T A
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Updated on 2022-06-20

[ ORAL-3] :{ili#One positive node without adverse features

[ ORAL-3] :Hi¥Selected T4a patients who decline surgery

[ ORAL-4] fiERELE

[ Pharynx-1] : 73HAAT2-304 6K T1,N0-3 » T3-4¢K T4a,NO-3

[ Pharynx-4] : Response after induction chemo- therapy—Primary site: < PR or progression in
neck —#Fr@Unresectable nodal disease —(See ADV-1)

[ Naso-1] : "2 MO.M1 % %]

[ Naso-2] : #iET2, NO, MO — Definitive RT+ concurrent systemic therapyk if high-risk features
[ Naso-2] :TO(EBV+)-T1, N1-3;T2-4, NO-3R%T1-2,N1,MO0 or T3,NO,M0 —Concurrent systemic
therapy/RT - Consider induction or adjuvant chemotherapyk if high-risk featuresl

[ Naso-2]) :T1-4,NO-3,M1 [ T3—4,N1-3,M0 or Any T,N2—-3,MO

[ Naso-3] LBty

[ FOLL-A 2 OF 2] :#i¥Lymphedema evaluation and rehabilitation, as clinically indicated

[ ADV-2] :PS0O-1 &% 1&HHY Palliative RT

[ ADV-2] :PS3 » ;& it a]{iAlternate single-agent systemic therapyj or Palliative RT

[ ADV-4] :PSO-1 - J&#{&#Y Palliative RT

[ ADV-4]) :PS3 » J&%1% Frhd t o] figAlternate single-agent systemic therapyj or Palliative RT

® (HFREPA(RI(E L2 B H))- 2022 B SRR @ 8 B T A EPARR
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