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Work-up

® H&P
® Biopsy
e Chest x-ray or chest CT!
¢ As indicated for evaluation
»CT or MRI (optional in early cancer)
»Panorex (optional)
»Abdominal sono (optional)
»Whole body bone scan (optional)
»PET CT (optional)
e Examination under anesthesia(EUA) with
endoscopy,if indicated
® Preanesthesia studies
¢ Dental evaluation
¢ Multidisciplinary consultation as indicated
e Nutrition, speech and swallowing
evaluation/therapy as indicated
e Smoking cessation counseling
¢ Fertility/reproductive counseling

1. Chest CT should be considered for patients at high risk for thoracic metastases. . 10

CLINICAL STAGING

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

T1-2, N1-3;

T3-4, Any N — 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
initial presentation

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

Oral-1
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CLINICAL STAGING

Resection of primary
(without neck dissection)

or

Resection of primary +
T1-2 |ipsilateral or bilateral neck

NO dissectiong (guide by
tumor location)

or

Resection of primary +
SLN biopsy

Unresectable — RT

Neck
dissection

if SLN pN+
or SLN
Identification
unsuccessful

SLN pNO

A 4

—>

TREATMENT OF PRIMARY AND NECK

No positive nodes and

No adverse features

One positive node without
adverse features

Extranodal extension

* Positive margin
Risk

features? Positive margins

Other risk features

— RT (optional)

A 4

Follow-up
—» CCRT — | (See
FOLL-A)
Re-excision
or CCRT/RT

—» RTorCCRT —

v

Recurrent or

See Follow-Up Recommendations Post > p_ersistent
Chemoradiation or RT (FOLL-A, 2 of 2) disease (See
ADV-3)

L Adverse 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

» Chemotherapy can be given for disease control during pre-RT waiting period.

i
Oral-2
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Buccal mucosa, floor of mouth, anterior tongue, alveolar ridge, retromolar trigone, hard palate,Lip

CLINICAL

STAGING

T1-2, N1-3;

T3-4a, Any
N

—»

TREATMENT OF PRIMARY AND NECK

Resectable — Surgery — * ipsilateral,or bilateral

CCRT or
Definitive RT
(only for lip)

For N3 only —»

Resection of primary

neck dissection

No adverse features 1

ADJUVANT TREATMENT

RT

One positive node without or _
Observation

adverse features

Adverse features!

» Treatment of Primary and Neck (Oral-4)

#F5(ADV-1)

Extranodal
extension
T positive
margin

Positive
margin

Other risk
features

CCRT

CCRT or
Re-resection and
consider RT if
negative margins

RT or CCRT

» RT (optional)

—

FOLLOW-UP

Follow-up

—| (See FOLL-

A)

Recurrent

or

persistent
disease
(See ADV-3)

1Adverse 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 waiting period.

12
Oral-3
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CLINICAL STAGING:
T3, T4a, NO; Any T, N1-3

Definitive RT
or Systemic
therapy/RT

T4b or M1 —»

FDG-PET/CT
(preferred) of
primary and
neck

or CT of
neck (with
contrast)

#FFL(ADV-1)

TREATMENT OF PRIMARY AND NECK FOLLOW-UP
Primary site:
Complete clinical .| Follow-up
response " | (See FOLL-A)
(NO at initial staging)
Primary site: Recurrent
Complete See Follow-Up Recommendations Post O
clinical Chemoradiation or RT (FOLL-A, 2 of 2) " persistent
response (N+ at disease
initial staging) (See ADV-3)

‘| Follow-up

Primary site:

< complete Surgery + neck

clinical i i indi
dissection as indicated

response

» Chemotherapy can be given for disease control during pre-RT waiting period.

7| (See FOLL-A)

13
Oral-4
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Work-up

e Tumor human papillomavirus(HPV) testing by

p16 immunohistochemistry (IHC) requireda
e H&P
® Biopsy
e Chest x-ray or chest CT?
¢ As indicated for evaluation
>»CT or MRI (optional in early cancer)
»Panorex (optional)
»Abdominal sono (optional)
>»Whole body bone scan (optional)
>»PET CT (optional)
e Examination under anesthesia(EUA) with
endoscopy,if indicated if indicated
¢ Preanesthesia studies
¢ Dental evaluation
e Multidisciplinary consultation as indicated
e Nutrition, speech and swallowing
evaluation/therapy as indicated
e Smoking cessation counseling
e Fertility/reproductive counseling

CLINICAL STAGING

P16(-) T1-2, NO-1
P16(+) T1-2,NO-1 _, See Treatment of Primary and Neck (ORPH-2)
(single node<3cm)

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)

s
ORPH-1




@Eﬁ

Tix&Fx

57 37 B TRHk 3p 5|

(cancer of the pharynx- oropharynx)

Head and Neck Cancer
Clinical Guidelines
in Oncology, FEMH —V.2.2020

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

[

See Follow-Up Recommendations Post

,  Recurrent or persistent

Definitive RT?

Or

Resection of
primary

and ipsilateral
or bilateral neck
dissection

Or

RT1 + systemic therapy

Chemoradiation or RT (FOLL-A, 2 of 2)

v

No adverse features?

Extranodal
extension *

Adverse Positive
margin

features? arg
Other risk
features

positive margin

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

Re-resection, if feasible
(preferred)
or

RT -

or
Systemic therapy/RT

RT or

Systemic therapy/RT —

See Post Systemic Therapy/RT or RT

Neck Evaluation (FOLL-A, 2 of 2)

disease (See ADV-3)

Recurrent
Follow-up of
L 5 - persistent
(See ADV-3)

Recurrent or persistent
disease (See ADV-3)

L. 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 waiting period.

15
ORPH-2
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Base of tongue/tonsil/posterior pharyngeal wall/soft palate

FoIIow up
(See FOLL-A)

CLINICAL TREATMENT OF PRIMARY AND NECK ADJUVANT TREATMENT
STAGING
Concurrent See Follow-Up Recommendations Post
Systemic Chemoradiation or RT (FOLL-A, 2 of 2)
therapy/RT
or No adversefeatures? > RT >
Resection
of
516 gz(rjnary Extranodal
% ipsilateral extension £ Systemic therapy/RT >
T3-4a,N0-1| -|IPSratera ositive margin Y by
or or bilateral p g
neck
P16(+) dissection Adverse
T3-4,NO-1 features!
or Other risk RT -
features or "
: Systemic therapy/RT1
Induction
chemotherapy
(category 3)
See Follow-Up Recommendations Post
followed by RT? —» —
or systemic Chemoradiation or RT (FOLL-A, 2 of 2)
therapy/RT?!

. Recurrent or persistent
" disease (See ADV-3)

Recurrent

or
—|persistent
disease
(See ADV-3)

» Recurrent or persistent

disease (See ADV-3)

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 waiting period.

of
ORPH-3
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Base of tongue/tonsil/posterior pharyngeal wall/soft palate
TREATMENT OF PRIMARY AND NECK

CLINICAL
STAGING

P16(-)
T1-4,N2-3

P16(+)
T1-4,NO-3

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

T4bor M1 —> =£ER(ADV-1)

See Follow-Up

Recommendations Post

ADJUVANT TREATMENT

Chemoradiation or RT

(FOLL-A, 2 of 2)

No adverse
features!

Adverse
featuresl

v

Extranodal
extension *
positive margin

Other risk
features

Systemic
therapy/RT

RT

Or
Consider
Systemic
therapy/RT?*

—

Follow-up
(See FOLL-A)

v
Recurrent

or

persistent
disease
(See ADV-3)

» Recurrent or persistent disease (See ADV-3)

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 waiting period.

17
ORPH-4
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Work-up

® H&P
® Biopsy
¢ Chest x-ray or chest CT?
¢ As indicated for evaluation
>»CT or MRI (optional in early cancer)
»Panorex (optional)
»Abdominal sono (optional)
»Whole body bone scan (optional)
»PET CT (optional)
e Examination under anesthesia(EUA) with
endoscopy,if indicated
¢ Preanesthesia studies
¢ Dental evaluation
e Multidisciplinary consultation as indicated
eNutrition, speech and swallowing
evaluation/therapy as indicated
eConsider pulmonary function tests for
conservation surgery candidates
eSmoking cessation counseling
e ertility/reproductive counseling

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

T1-2,N+ | See Treatment of Primary
T3-T4a,any N and Neck (pharynx-3)

T4b, any N, or
unresectable nodal
disease

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

!\/I.e.tastatic (Ml)_ disease . See Treatment of Very Advanced
initial presentation Head and Neck Cancer (ADV-2)

gl
Pharynx-1
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CLINICAL
STAGING
No adverse ——————» Observationor RT —»
features!
. : Extranodal Systemic
Excision of primary extension t therapv/RT Follow-up
tunilateral or bilateral > positive margin Py (See FOLL-A)
neck dissection
Re-resection, if feasible
or
iti RT
Adverse POSItl'Ve
features? margin or
Systemic therapy/RT v
T1-2, NO —>
RT Recurrent
Other risk or or
features . . i i
eatu Consider Systemic E)géseli%rl}_g)lsease
therapy/RT —
Definitive RT > (I?recurrent
See Follow-Up Recommendations Post > | versistent
Chemoradiation or RT (FOLL-A, 2 of 2) P!
> disease
CCRT (See ADV-3)

1.Adverse 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 waiting period.

i
Pharynx-2
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€3

No adverse

featurest »  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+ 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)

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

ul
Pharynx-3
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Response after
induction chemo-
therapy

Primary site:

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

Primary site:

Partial

| response

(PR) and
stable or
improved
disease in
neck

Primary site:

<PR or
progression
in neck

DefinitiveRT
Or

systemic therapy/RT|

Systemic
therapy/RT
Or

Surgery

Or

RT

—» Surgery

See Follow-Up Recommendations Post

Chemoradiation or RT (FOLL-A, 2 of 2)

No adverse
features?

Adverse
features?

> RT

Extranodal

extension and/or

positive margin

Other risk
features

Systemic therapy/RT

RT

or
Consider
Systemic
therapy/RT

L. Adverse 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 waiting period.

A 4

Recurrent or
——| persistent disease
(See ADV-3)

Follow-up
(See FOLL-A)

Recurrent or
persistent
disease

(See ADV-3)

oK
Pharynx-4
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Work-up
e H&P
® Biopsy

¢ Chest x-ray or chest CT?
¢ As indicated for evaluation
>»CT or MRI (optional in early cancer)
»Panorex (optional)
»Abdominal sono (optional)
»Whole body bone scan (optional)
>»PET CT (optional)
e Examination under anesthesiaanesthesia(EUA)
with endoscopy, if indicated
® Preanesthesia studies
¢ Dental evaluation
e Multidisciplinary consultation as indicated
e Consider Epstein-Barr virus (EBV)/DNA testinge
¢ Consider ophthalmologic and endocrine evaluation
as clinically indicated.
e Nutrition, speech and swallowing evaluation
/therapy as indicated
e Smoking cessation counseling
e Fertility/reproductive counseling

See Treatment of Primary and
Neck (Naso-1)

— Nasopharynx ——

o IEIiSO-l
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CLINICAL STAGING

T1, NO, MO — » | nasopharynx and

T1, N1-3;
T2-4, any N

Any T, any N, M1—»

TREATMENT OF PRIMARY AND NECK

Definitive RT to

See Follow-Up Recommendations Post

elective RT to neck

Concurrent chemo/RT

followed by adjuvant chemotherapy

Or

Concurrent chemoradiation (CCRT)

or

Induction chemtherapy followed by

CCRT

Platinum-based
combination _—
Chemotherapy

Chemoradiation or RT (FOLL-A, 2 of 2)

See Follow-Up Recommendations

— > Post Chemoradiation or RT (FOLL-

RT

or

Chemo/RT as clinically
indicated

or

Locoregional treatmentto
oligometastatic sites

or

Observation

» Chemotherapy can be given for disease control during pre-RT waiting period.

A, 2 0of 2)

— Follow-up (See FOLL-A) —»

Recurrent or
persistent
disease
(See ADV-3)

23
NASO-2
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Work-up CLINICAL STAGING

e H&P

® Biopsy

e Chest x-ray or chest CT!

¢ As indicated for evaluation
>»CT or MRI (optional in early cancer)
»Panorex (optional)

— Salivary Gland — See Treatment of Primary and

»Abdominal sono (optional) Neck (Sali-2)
»Whole body bone scan (optional)
»PET CT (optional)

¢ Nutritional evaluation as clinically indicated
¢ Preanesthesia studies

¢ Dental evaluation

e Multidisciplinary consultation as indicated
e Smoking cessation counseling

e Fertility/reproductive counseling

24
SALI-1
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(cancer of the Sallvary Gland )

PATHOLOGY RESULT

. . Follow-up as
Benign " clinically indicated
or
If tumor spillage or
Low grade —— | perineural invasion, |[——
c ot consider RT Recurrent or
. omplete Persistent
T1,T2 | > resection Follow-up Disease (See
(See FOLL-A) SALI-4)
Adenoid
cystic; ——— RT (category 2B for T1) —>
Intermediate or
high grade
Parotid
gland
T3Tda , Surgical ,. Cancer See Treatment
' evaluation site (SALI-3)
Other
salivary [—»
glands
Definitive RT necurrent o
Tab ,.No resection possible or or 4,| Follow-up Disease (See
resection not recommended Concurrent systemic (See FOLL-A) SALI-4)

M1 —> =R(ADV-1)

IIf incidental N+ disease is present go to SALI-3.

therapy/RT (category 2B)

25
SALI-2
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CANCER SITE TREATMENT
Recurrent
No adverse __ Follow-up or Persistent
features (See FOLL-A) Disease (See
SALI-4)
Surgery with
complete resection Completely
of tumor Adenoid cystic » RT(category 2B
Clinical NO T neck dissection resected ( gory 28)
inica — |[for high-grade A .
and/or T3—4 tumors Adverse features: Adjuvant RT

Major salivary
gland (parotid,
submandibular,

sublingual)
Clinical N+ ———
ClinicalNO ———»
Minor
salivary
gland

Clinical N+ —_—

Surgery + neck
dissection

Complete tumor

. —>
resection

Complete tumor
resection and
lymph node

dissection®

* Intermediate or high grade
* Close or positive margins Svstemic
* Neural/perineural invasion —> thyera RT

* Lymph node metastases (cate pgr 2B)
* Lymphatic/vascular invasion gory

* T3-4 tumors

(preferred) or

Resection,
if possible
Incompletely
resected, gross
residual disease Definitive RT
No further _|or Systemic
»|therapy/RT

resection possible (category 2B)

"
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RECURRENCE

Resectable

Locoregional
recurrence
without

prior RT

Unresectable

Resectable

TREATMENT FOR RECURRENCE

v

Follow-up (see FOLL-A)

_, Completely

resected Adverse features:

* Intermediate or high grade

* Close or positive margins

* Neural/perineural invasion

* Lymph node metastases

» Lymphatic/vascular invasion

Adjuvant RT

or
Consider systemic
therapy/RT (category 2B)

RT or
Systemic therapy/RT (category 2B)

—_—

Surgery (preferred) or

Locoregional Reirradiation + systemic therapy, clinical trial preferred
Follow-up recurrence or
(See FOLL-A) second primary
with prior RT _ . . . .
P Unresectable Reirradiation + systemic therapy, clinical trial preferred or
' Systemic therapy (see Distant metastases pathway below)
Systemic therapy
. or
Distant PS0-3 ——m Expectant management (with slow-growing disease)
metastases or
Selected metastasectomy (category 3)
or
Best supportive care

in Oncology, FEMH —V.2.2020

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 .
® 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.

vVVYVYY
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After
systemic

therapy/RT

or RT

Residual
primary,
persistent
disease or
progression

4-8 weeks

clinical

assessment

as

appropriate

If response

FOLLOW-UP RECOMMENDATIONS
POST CHEMORADIATION OR RT NECK EVALUATION

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

Assess extent of
disease or distant
metastases:

* FDG-PET/CT?® at
minimum 12 wk

or

Confirmed
residual or
»| persistent

disease or
progression

Resection of residual
Resectable primary and/or neck

Unresectable —» See ADV-3

dissection

dissection if nodal
disease in neck (if
feasible)

* CT of primary and
neck and/or MR
with contrast/ or
PET (optional) at
8-12 wk

Imaging positive

. | Neck dissection or
" | Consider FDG- PET‘

imaging at 12 wk

Imaging negative

v

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.

29
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FDG-PET/CT
negative® — Observation >
| See
FDG-PET/ Observan%n or > Follow-
i repeat FDG PET .

CT equivocal Cr 2t 3.6 o Biopsy _’%OLL—
| FDG-PET/ o . . A

CT postiveld CT or MRI Resection of primary (if :

with contrast feasible) and/or neck 10f2)




EF «‘F }%' ﬁ')ﬂ\‘ # 5 l Head and Neck Cancer
- > ini ideli
@ik i g 3 (very advanced head and neck cancer) O blooy EEMIH —v.2.2020
CCRT?2 or
PS 0-1—» Induction chemotherapy (category 3)

Newly diagnosed (MO)
T4b, any N or
Unresectable nodal disease PSs2 —»
or

Unfit for surgery

PS3 —

Newly
diagnosed
disease

M1 disease at |
initial | > (See ADV-2)
presentation

followed by RT or CCRT

Definitive RT
+ concurrent systemic therapy

Palliative RT
or

See Follow-Up
. Recurrent
- Recommendations .
> or persistent
Post .
o . disease (See
Chemoradiation or ADV-3)
RT (FOLL-A, 2 of 2) E—

Single-agent systemic therapy or
Best supportive care

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 waiting period

ADV-1
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Combination or Single-agent Systemic therapy

Metastatic (M1)
disease at initial
presentation

Distant metastases

or
Surgery
Consider or
locoregional PS0-1 —»RT
treatment based or
on primary site > CCRT for selected
algorithms patients with limited metastases
(See Table of or _
Contents) Best supportive care

ps2 —p| Single-agent systemic therapy?
or

Best supportive care

PS3 —» Bestsupportive care

aWhen using concurrnt systemic therapy/RT, the preferred agent is cisplatin (category 1). See Principles of Systemic Therapy (CHEM-A).

Systemic
therapy, or
——»| Best
supportive
care

Best
supportive
care

31
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DIAGNOSIS TREATMENT OF HEAD AND NECK CANCE
DR —opsenaion {0
(See FOLL-A)
Surgery < Extranodal _
extension and/or |—y Systemic therapy/RT
adverse ( |positive margin (category 1)
or features? \ o : RT
. > ther risk
Locoregional Resectable g features or
recurrence Consider systemic therapy/RT
without Concurrent systemic therapy/RTL or ,
prior RT combination systemic therapy (category 3) Therapy for persistent

followed by RT or systemic therapy/RT disease as indicated

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

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

Recurrent Locoregional
or persistent recurrence or
disease second primary Reirradiation *+ systemic therapy
with prior RT or
_> i
Unresectable Systemic therapy (see ADV-4)
or
Best supportive care
‘ Distant —» See (ADV-4)
metastases?

1.When 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
3.Consider palliative RT as clinically indicated (eg, bone metastases). :,%AZDV 3
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DIAGNOSIS TREATMENT PERSISTENT
DISEASE OR
PROGRESSION
Combination systemic therapy or Svatemi
[ - i stemic
If locoregional failure, consider Single-agent systemic therapy or Y
| onal treatment based PS0.1 — | Surgery or RT or concurrent .| therapy
(;)_coreglon? rtea rgen eise on systemic therapy/RT > or
éseaZ(aDi:/xgen and symptoms for selected patients with limited Best supportive
(See ADV-3) metastases or care
Best supportive care
Recurrent or Single-agent systemictherapy ~|— Best supportive care
persistent PsS2 — |or
disease with Best supportive care
distant metastases
Distant metastases onlyl ~————; PS3 — Best supportive care

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

33
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Table 1

American Joint Committee on Cancer (AJCC)
THNM Staging Classification for the Oral Cavity (including mucosa of lip)
(Monepithelial 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)

T : [BEERA MDHRIERERE Clinical

T Category T Criteria

N : EE#H B EaEiEER Clinical

M Category M Criteria

TX

Primary tumor cannot be assessed

NX

Regional lymph nodes cannot be assessed

Tis

Carcinoma in situ

MO

Mo regional lymph node metastasis

T

Tumor < 2 am, £ 5 mm depth of invasion

(D not tumaor thickness)

N1

Metastasis in a single ipsilateral lymph node,
== 3 cm in greatest dimension and EME [ )

T2

Tumor < 2 am, DOl = 5mm

OR tumar = 2 comand < 4 an with DO < 10 mm

T3

Tumor = 2 crmand < 4 ame with DO = 10mm

OR tumor = 4om with DO < 10 mm

M2

Metastasis in a single ipsilateral iymph node,
= 3 am but<= 6 cm in greatest dimension
and EME(-); o

OR Metastasis in multiple |i:|5|_lal|:ral_ lymph
nodes, <= 6 cm in greatest dimensian and
EMNE{—)

OR Metastasis in bilateral or contralateral
lymph nodes, <= 6 cm in greatest dimension
and EME {-)

T4

Moderately advanced or very advanced local disease

Metastasis in single ipsilateral lymph node =
N2a 3 cm but == 6 cm in greatest dimension and
ENE (-]

Moderately advanced local disease

OR Tumnor invades adjacent structures only (2.g.
through cortical bone of the mandible or maxilla, or
involves the maxillary sinus or skin of the face)
Mote: Superfidal erosion of boneftooth socket
(alone) by a gingival primary is not suffident to
classify a tumaor

as T4

Metastasis in multiple ipsilateral lymph
szpﬁ?':?" ] & cm in greatest dimension and

Metastasis in Dilateral or contralateral Tyrmph
M2c nodes, <= 6 cm in greatest dimension and
EME (-]

N3

Metastasis in a lymph node = & cm in
greatest dimension and ENE { - ); _
OR metastasis in any lymph node(s) with
clinically overt ENE { +)

Metastasis in a lymph node = 6 cmiin
N3a greatest dimension and EME {-)

Very advanced local disease

T40 Tumor invades masticator space, ptenygoid plates,

or skull base and/or encases internal carotid artery

Metastasis in any lymph node(s) with
N3I:'|:I'|ni+r.all'3.f overt ENE [ + )
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Table 1 — Continued
American Joint Committee on Cancer (AJCC)

TNM Staging Classification for the Oral Cavity (including mucosaof lip)

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

N : El#HEEAEER Pathologic

M Category N Criteria

MNX

Regional lymph nodes cannot be assessed

MNO

Mo regional hmph node metastasis

N1

Metastasis in a single ipsilateral ymph node, 3
crmoor smaller in greatest dimension with no extra
nodal extension EME(-)

N2

& single ipsilateral node larger than 3 cm but not
larger than & cm in greatest dimension and

MZa EME(-); ar

Metastasis in a single ipsilateral mph node, 3
cm or smaller in greatest dimension and EME(+)

Metastasis in multiple ipsilateral nodes, none

M2b larger than & cm in greatest dimension and

ENE{-)

Metastasis in bilateral or contralateral lymph

MN2C node(s). none larger than & cm in greatest

dimension and EME-)

N3

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

N3b

Metastasis in a single ipsilateral node larger than
3 am in greatest dimension and EME(+)or
Multiple ipsilateral, contralateral, or bilateral
nodes any with ENE(+); or

A single contralateral node of any size and
ENE(+)

Oral cancer Prognostic Stage Groups

T N M GROUP
Tis NO MO 0
T NO MO |
T2 NO MO |
T3 NO MO Il
TIT273 N1 MO Il
T4a NONT MO VA
T1T2.T3T4a N2 MO VA
Tab Any N MO VB
Any T N3 MO VB
Any T Any N M1 VT
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Table 2

American Joint Committee on Cancer (AJCC)
TNM Staging System for the Nasopharynx

(The following types of cancer are not included: Mucosal melanoma, lymphoma, sarcoma of the soft tissue, bone and cartilage.)

T BEfRAX IS INEE Clinical

T Category T Criteria
TX Primary tumor cannot be assessed
T0 Mo tumor identified, but EBV-positive cervical node
mvolvement
Tis Carcinoma in situ
Tumor confined to nasopharyny, or extends to
T oropharynx and/or nasal cavity without
parapharyngeal involvement
lumor with parapharyngeal extension, and/o
T2 adjacent soft tissue involvernent (mec fial or Iat[ra
pterygoid, and/or pre-vertebral muscles)
Tumor invades bony structures of skull base, cervical
T3 vertebra, pterygoid structures, and/or paranasal
sinuses
Tumor with intracranial extensive, involvement of
T4 cranial nerves,hypopharynx,orbit, parotid gland,and/
Or extensive soft tissue infiltration beyond the lateral
Surface of the lateral pterygoid muscle
M Category M Criteria
MNX Regional lymph nodes cannot be assessed
NO Mo regional lymph node metastasis
Unilateral metastasis in cervical lymph node(s) ,and/or
unilateral or bilateral metastasis in retropharyngea
M1 ymph node(s) 6 cm or smaller in greatest
dimension above the caudal border of cricoid
cartilage
Bilateral metastasis in cervical lymph node(s), 6 crmoor
N2 smaller in greatest dimension ,above the caudal
border of cricoid cartilage
Unilateral or bilateral metastasis in cervical lymph
N3 node(s) larger than 6 cm in greatest

dimension ,and/or extension below the caudal border
of cricoid cartilage

MNasophyaryngeal Prognostic Stage Groups

T N M GROUP
Tis NO MO 0
T1 NO MO |
T0 NI M0 I
T1 N1 MO I
T2 NO M0 I
T? NI MO I
T0 NZ? MO I
T1 N2 MO Il
T? N2 M0 Il
T3 NO MO i
T3 N1 MO i
T3 N2 MO i
T4 NO MO VA
T4 N1 MO VA
T4 NZ MO VA

Any T N3 MO VA
Any T Any N M VB
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Table 3
American Joint Committee on Cancer (AJCC)
TNM Staging System for the Oropharynx (p16-) and Hypopharynx

(Mot included: P16-positive (p16+) oropharyngeal cancers and nasopharyngeal cancer)

Oropharynx (p16-)

™
Tis

T
T2

TS

T4

*Mote: Mucosal extension to lingual surface of epiglottis from primary tumors of

T4a

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 orextension
to lingual surface of epiglottis

Moderately advanced or very advanced local disease

Moderately advanced local disease
Tumor invades the laryny, extrinsic muscle of tongue,
medial pterygoid, hard palate, or mandible®

T4b Very advanced local disease

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

the base of the tongue and vallecula does not constitute invasion of the lanynz.

Hypopharynx
™ Primary tumor cannot be assessed
Tis Carcinoma in situ
™ Tumor limited to one subsite of hypopharyn: and/or 2 cm
or smaller in greatest dimension
T2 Tumor invades more than one subsite of hypopharynx or
an adjacent site, or measures largerthan 2 cm but not
larger than 4 cm in greatest dimension without fixation of
hemilarynx
T3 Tumor larger than 4 cm in greatest dimension or with
fixation of hemilarynx or extension to esophagus
T4 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

*Mote: Central compartment soft tissue includes prelaryngeal strap muscles
and subcutaneous fat.

Continued
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Table 3

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Oropharynx (p16-) and Hypopharynx
(Not included: P16-positive (p16+) oropharyngeal cancers and nasopharyngeal cancer)

Oropharynx{p16-)
T: EE/ B NEE Clinical

Hypopharynx

T Category T Criteria

T Category T Criteria

Primary tumor cannot be assessed

Carcinoma in situ

Tumor 2cm or smaller in greatest dimension

T
Tis
T

T2

Tumaor larger than 2 cm but not larger then 4 cm
in greatest dimension.

13

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

T4

Maoderately advanced or very advanced local
diseas

T4a

Moderately advanced local disease

Tumor invales the larynx extrinsic muscle of
tongue ,medial pterygoid Jhard palate ,or
mandible

Tdb

Very advanced local disease

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

TX Primary tumor cannot be assessed
Tis Carcinoma in situ
Tumaor limited to one subsite of hypopharynx
T : ) :
and/or 2cm or smaller in greatest dimension
Tumor invales more than one subsite of
hypopharynx or an adjacent site ,or measures
T2 larger than 2 cm but not larger then 4 cm in
greatest dimension without fixation of
hemilarynx
Tumor larger than 4 cm in greatest dimension or
T3 with fixation of . hemilarynx or extension to
esophagus
T4 Maoderately 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
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Table 3— Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Oropharynx (p18-) and Hypopharynx

(Not included: P16-positive (p16+) oropharyngeal cancers and nasopharyngeal cancer)

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

NX
NO
N1

N2

N3

M2a

MN2b

M2C

M3a
M3k

Regional lymph nodes cannot be assessed

Mo regional lymph node metastasis

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

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

orin 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 largerthan 6cmin
greatest dimensionand ENE(-)

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

Metastasis 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 & cm in greatest dimension and ENE(-)
Metastasis in any node(s) and clinically overt ENE(+)

TA 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 EME should be recorded as ENE(-) or ENE(+).

Continued
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Table 3 — Continued
American Joint Committee on Cancer (AJCC)
THNM Staging System for the Oropharynx (p16-) and Hypopharynx

(Mot included: P16-positive (p16+) oropharyngeal cancers and nasopharyngeal cancer)

N : FRist i EEFENR Clinical

N Category N Criteria

NX

Regional lymph nodes cannot be assessed

MNO

No regional lymph node metastasis

N1

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

N2

Metasstasis in a single ipsilateral node larger
than 3cm but not larger then 6 cm in greatest
dimension and EME(-); or metasstasis in multiple
ipsilateral lymph node ,none larger than 6 cm in
greatest dimension and EMNE(-) ;or in bilateral or
contralateral lymph nodes, none larger than 6
cm in greatest dimension and ENE(-)

Metasstasis in a single ipsilateral node larger
N2a than 3cm but not larger then & cm in greatest
dimension and ENE(-)

Metasstasis in multiple ipsilateral node,none
MN2b larger than 6 cm in greatest dimension and
EME(-)

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

N3

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

Metastasis in a lymph node larger than 6 cm in

Noa greatest dimension and EMNE(-)

b Metasstasis in any node(s) and clinically overt

N3b eEcs)

N EREEEAEEER Pathalogical

M Category

M Criteria

MNX

Reqional lymph nodes cannot be assessed

MO

Mo regional lymph node metastasis

M1

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

M2

Metastasis in a single ipsilateral lymph node, 3
cm or smaller in greatest dimension and EME{+);
Or larger than 3 cm but not larger than & cmiin
greatest dimension and ENE(-};

or metastases in multiple ipsilateral lymph
nodes, none larger than & cm in greatest
dimension and EMNE[-};

or in bilateral or coniralateral kmph nodes,
none larger than & cm in greatest dimension
and EME(-)

M2a

Metastasis in single ipsilateral node 3 cm or
smaller ingreatest dimension and ENE{+];

or a single ipsilateral node Larger than 3 cm but
not larger than & om in greatest dimension and
EME(-)

M2k

Metastases in multiple ipsilateral nodes, none
larger than & cm in greatest dimension and
EME()

MZ2c

Metastases in bilateral or contralateral lymph
nodes, none larger than & cm in greatest
dirmension and EME(-)

M2

Metastasis in a ymph node larger than 6 cm in
greatest dimension and EME(-};

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

or multiple ipsilateral, contralateral or bilateral
nodes, any with ENE{+]

or a single contralateral nodes of any size and
EME[+)

M3a

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

M3k

Metastasis in a single ipsilateral node larger than

3 cm in greatest dimension and EME{+);

Or multiple ipsilateral, contralateral or bilateral 40
nodes,  amy with EME(+)

Or a singhe contralateral nodes of any size and

EME[+]

in Oncology, FEMH —V.2.2020
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Table 3— Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Oropharynx (p16-) and Hypopharynx

(Mot included: P16-positive (p16+) oropharyngeal cancers and nasopharyngeal cancer)

Clinical & Pathological Prognostic Stage Groups Distant Metastasis (M)
MO Mo distant metastasis
T M I GROUP M1 Distant metastasis
Tis NO MO 0 Histologic Grade (G)
GX Grade cannot be assessed
N NO Mo | G1 Well differentiated
T2 MO MO I G2 MﬂderatE"Y dlﬁerer‘matelj
G3 Poorly differentiated
T3 MO MO lm G4 Undifferentiated
T1-T3 N1 MO I
T4a NO-NT MO VA
T1-T4a N2 MO IVA
Any T N3 MO VB
T4b Any M MO VB
Any T Any N 1 WC
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Table 4

American Joint Committee on Cancer (AJCC)
TNM Staging System for HPV-Mediated (p16&+) Oropharyngeal Cancer

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

T EfEAFZEEILEE Clinical

T Category T Criteria

T0 Mo evidence of primary tumor

T Tumor 2cm or smaller in greatest dimension

2 Tumor larger than 2 cm but not larger then 4 cm
n greatest dimension.

13 lumor larger than 4 cm in greatest dimension or
extension to lingual surface of epiglotiis
Moderately advanced local disease

T4 Tumor invades the larynx extrinsic muscle of

tongue medial pterygoid hard palate ,or
mandible or beyond

N o ik E A WiER Clinical

M Category N Criteria

NX Regional lymph nodes cannot be assessed

MO Mo regional lymph node metastasis

N1 Cne or more ipsilateral lymph nodes, none
arger then 6 cm _

ND Contralateral or bilateral lymph nodes, none
arger than & cm

N3 Lymph node(s) larger than & cm

N ;i E SN B MR Pathological

M Category N Criteria

MX Regional lymph nodes cannot be assessed
MO Mo regional lymph node metastasis
pM1 metastasis in 4 or fewer lymph nodes

pMNZ2

metastasis in more than 4 lymph nodes

Distant Metastasis (M)
MO Mo distant metastasis

M1 Distant metastasis

Clinical Prognostic Stage Groups

p16/HPV(+)

1] M b GROUP
T0. T1.T2 MO-M1 MO I
TO.T1.T2 M2 MO I
13 MO-M2 MO I
TO.TLT2.T3.T4 M3 MO 1]
T4 MO-M3 MO 1]
Any T Any M M1 v

Pathological Prognostic Stage Groups

1] N M GROUP
T0. .12 MO-M1 D I
TO.T1LT2 M2 MO I
T3.74 MO-M1 D I
T3.T4 M2 MO 1l
Any T Any M M1 v
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Table 5

American Joint Committee on Cancer (AJCC) TNM Staging System for the Larynx
(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone and cartilage, and mucosal melanoma of the lip and oral cavity are notincluded)

Primary Tumor (T)
TX  Primary tumor cannot be assessed
Tis Carcinoma in situ

Supraglottis

T

T2

T4
T4a

T4b

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 (eq, 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
Moderately advanced local disease

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

Very advanced local disease

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

Glottis
T Tumor limited to the vocal cord(s) (may involve anterior or posterior
commissure) with normal mobility
T1a Tumor limited to one vocal cord
T1b Tumor involves both vocal cords

T2 Tumor extends to supraglottis and/or subglottis, and/or with impaired vocal
cord mobility

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

T4 Moderately advanced or very advanced

T4a Moderately advanced local disease
Tumor invades through the outer cortex of the thyroid cartilage and/orinvades
tissues beyond the lanmx (eg. trachea, cricoid cartiage, soft tissues of neck
including deep extrinsic muscle of the tongue, strap muscles, thyroid, or
esophagus)

T4bVery advanced local disease; Tumor invades preveriebral space, encases
carotid artery, or invades mediastinal structures

Subglottis

T Tumor limited to the subglottis

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

T2 Tumor limited to larynx with vocal cord fixation and/or inner cortex ofthe
thyroid cartilage

T4 Moderately advanced or very advanced

T4a Moderately advanced local disease
Tumor invades cricoid or thyroid cartilage and/or invades tissues beyond
the larynx (eg, trachea, soft tissues of neck including deep extrinsic

muscles thhetongiue, strap muscles, thyroid, or esoghagus
T4b Very advanced local disease; Tumor invades prevertebral space, encases

carotid artery, or invades mediastinal structures

Continued
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Table 5

American Joint Committee on Cancer (AJCC) TNM Staging System for the Larynx
(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone and cartilage, and mucosal melanoma of the lip and oral cavity are notincluded)

T s aEnEE

T Criteria

Primary turnar canniot be assessed

Caranoma in situ

Tumor limited to the subglottis

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

Tumor limited to larynx with vocal cord fikation
and/or invasion of paraglottic space and/or inner
cortex of the thyroid cartilage

Moderately advanced or very advanced

Moderately advanced local disease. Tumor invades
cricoid or thyroid cartilage and/or invades tissues
beyond the lary ynx (e.g. trachea, soft tissues of neck
including deep extrinsic muscles of the tongue, strap
miusdes,

thyroid or esophagus)

Very advanced bocal disease. Tumor invades
prevertebral space, encases carotid artery, or irvades
mediastinal structures

supraglottis glottis subglottis
T Cﬂtﬁ}]ﬁf T Criteria T Eategu:r,' T Criteria T Eatcgn::-r'_.,r
™ Primary tumor cannot be assessed TX Primary tumnar cannot be assessed :"'{
is
Tis Carcinoma in situ Tiz Carcinoma in situ =
T Turnor limited to one subsite of supraglottis with Tumnor limited to the wocal cord(s) (may invohe .
nomal vocal cord mobility T anterior or posterior commissure) with normal T2
- o miability
Tumor invades mucosa of more than one
adjacent subsite of supraglottis or glottis or Ta Tumor limited to ane vocal cord E]
2 region outside the supraglottis (e.g. mucosa of — —
base of tongue, vallecula, medial wall of pyriform Mo Tumor involves both vocal cords -
sinus) without fixation of the laryn 13 Tumnor extends to supraglottis and/or subglottis,
and/or with impaired vocal cord mobility
Turnor limited to laryr with wocal cord fixation T4a
3 and/or invades any of the following: postoricoid Tumor limited to the laryr with vocal cord
’ area, preepiglottic space, paraglottic space, 13 fixation andjfor invasion of paraglottic space,
and/or inner cortex of thyroid cartilage and/or inner cortex of thyroid cartilage
T4 Moderately advanced or very advanced
T4 Moderately advanced or very advanced
Moderately advanced local disease. Tumor 140
invades through the outer cortex of the thyroid
Mnderatcl:,. advanced local disease. Tumor [43 cartilage and/or invades tissues beyond the
invades through the outer cortex of the thyroid laryrix [e.q. trachea, soft tissues of nedk induding
T4 © cartilage and/or invades tissues beyond the deep extrinsic muscle of the tongue, strap
laryrix (e.g. trachea, soft tissues of neck induding musdes, thyroid or esophagus)
deep extrinsic musde of the tongue, strap
muscles, thyroid or esophagus)
Very advanced local disease. Tumnor invades
r4p Prevertebral space, encases carotid artery, or
very advanced local disease. Tumor invades invades
T4b prevertebral space, encases carotid artery, ar mediastinal structures

irvades mediastinal structures
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Table 5§ — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Larynx )

(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage are notincluded)

Regional Lymph Nodes (N)*

Clinical N (cN)

NX Regional lymph nodes cannot be assessed

NO Mo 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(—)

NZc Metastasis in bilateral or contralateral lymph nodes, none larger than 6 cmin 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 & cm in greatest dimension and ENE(-)

MN3b Metastasis in any lymph node(s) with clinically overt ENE(+)

*Mote: A designation of “U” or *L” may be used for any M category to indicate metastasis above the lower border of the cricoid (U)
or below the lower border ofthe cricoid (L)
Similarly, clinical and pathological EME should be recorded as EME(-) or ENE[+)

Continued
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Table 5— Continued

American Joint Committee on Cancer (&JCC)
TMM Staging System for the Larynx
{(Monepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage are notincluded)

N: EFiiEEn@BER Pathologic
. N Category M Criteria
Clinical MX Regional lymph nodes cannot be assessed I
N Category N Criteria Wi Mo regional lymph node metastasis
-y
MK Regional lymph nodes cannot be assessed N _f'-'ldﬂﬂfﬂii "i a single iFHiLaElf:"Eﬂ ymph node, <= 3 em !
- - in greatest dimension an [
MO Mo regional ymph node metastasis - -
M1 Mdas_t? Elst ::T 4 5'”9'6 Ipméa:(ri:?l ,ll’lmph node, <=3 cm Metastasis in a single ipsilateral mph node, <= 3 cm |
In greatest dimension an (- in greatest dimension and ENE | + )
OR mets in single ipsilateral lymph node, > 3 em but |
N3 & cm in greatest dimension and ENE [ — J; )
Metastasis in a single ipsilateral lymph node, = 3 cm OR mets in multiple ipsilateral lymph nodes, <- 6cm
but <= & cm in greatest dimension and ENE [ — ); in greatest dimension and ENE [ - .
. OR mets in multiple ipsilateral lymph nodes, <= 6 cm OR mets in bilateral or contralateral lymph nodes, <
M in greatest dimension and ENE ( — ); 6 cm in greatest dimension and ENE { — )
OFR mets in bilateral or contralateral lymph nodes, <
& cm in greatest dimension and ENE [ - )
Metastasis in single |p:_||al“ra|rr node <= 3 cmiin
Nza I 2atest dimension and EME { + J;
OR metastasis in a single |pﬁ|ldte~ral node, = 3 cm but |
& cm in greatest dimernsion and ENE [ — J;
N5 Metastasis in single ip;ilatcr?l lymph node = 3 £m but
<= 6 cm in greatest dimension and ENE ( - ) Nt Metastasis in multiple ipsilateral kmph nodes, <= 6
? cm in greatest dimension and EME { — }
Metastasis in multiple ipsilateral lymph nodes, <=6 “.{,(:Mdz!sta.ﬂi.s in I:ilatsrral.nr t:-::r.'lralah::ral I}-n'!r.-h .r'nd-:e:.
M2b cm in greatest dimension and EME [ — ) <= & cm in greatest dimension and EME [ - )
L Metastasis in a lymph node = 6 an in greatest
N Metastasis in bilateral or contralateral I'}frr]ph nodes, dimension and EME { — );
<= 6 cm in greatest dimension and ENE ( — ) - R metastasis in a single ipsilateral node = 3 cmand |
- — - - - ’ EME [+ ; :
I‘-..'!ctdsta.l SIS I 2 li"mp'_-' node > & om in greatest DR metastasis in multiple ipsilateral, contralateral, or
M3 dimension and EME { - }; bilateral kymph node(s) and any with EME [+ ’
OR metastasis in any lymph node(s) with dinically
overt EME [ +) . Metastasis in a mph node = & om in greatest
N3, Metastasis in a hymph node = & cm in greatest dimensian and ENE { — )
38 Simension and ENI (-] M-.':1a'=:ta.~:is. ina ::.ir'-_:jl-: ipsilateral node = 3 emin
Metastasis in any lymph node(s) with clinically overt P Freatest 'j'""‘_'”"_"":'" “"!d EME [+ 46
M3k EME ( + ) OR metastasis in multiple ipsilateral, contralasteral, or ¢

bilateral kymph node(s) and any with ENE [+]
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Table 5 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Larynx

(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage are notincluded)

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 ENE(—)
N2 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and

ENE(+); orlarger 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(-); orin bilateral or contralateral lymph node(s), none larger than 6 cm
in greatest dimension and ENE(-)

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(-)

NZ2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and
EME(-) N2c Metastasis

N2c Metastasis in bilateral or contralateral lymph node(s), none larger than 6 cmin greatest
dimension and EME(-)

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

MN3a 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 lymph nodes any with ENE(+); or a single
contralateral node of any size and ENE(+)

*Mote: A designation of *U” or *L" may be used for any M 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 EMNE should be recorded as ENE(-) or ENE(+)

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

Histologic Grade (G)
GX Grade cannot be assessed

G1 Well differentiated
G2 Moderately differentiated
G3 Poorly differentiated

Prognostic Stage Groups

Stage0 Tis MO MO
Stage | T1 MO MO
Stage |l T2 MO Mo
Stagelll T3 MO Mo
T1 M MO
T2 M1 MO
T3 M1 MO
StagelVA T1 M2 MO
T2 M2 MO
T3 M2 MO T4a

MO, N1, N2 MO Any T
StagelVB N3 MO

T4b Any N MO
StagelVC Any T  Any N M1

Continued
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Table 5 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Larynx

(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage are notincluded)

Larynx Prognostic Stage Groups
Distant Metastasis (M)
MO Mo distant metastasis

T MN M GROUP M1 Distant metastasis
Tis NO MO 0 Histologic Grade (G)
GX Grade cannot be assessed
T1 NO MO | G1 Well differentiated
G2 Moderately differentiated
T2 NO MO I G3 Poorly differentiated
T3 MNO MO 11
T1.T2.73 N1 MO I
T4a NO.N1 MO VA
T1.T2.T3.T4a N2 MO VA
Any T N3 MO VB
T4b Any N MO VB
Any T Any N M1 IVC
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Table 6

American Joint Committee on Cancer (AJCC)
TNM Staging System for the Nasal Cavity and Paranasal Sinuses

(Mucosal melanoma of the nasal cavity and paranasal sinuses are notincluded)

Primary Tumor (T)

TX
Tis

Primary tumor cannot be assessed
Carcinoma in situ

Maxillary Sinus

T

T2

T4
T4a

T4b

Tumor limited to maxilary 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
Moderately advanced local disease

Tumor invades anterior orbital contents, skin of cheek, pterygoid plates,

infratemporal fossa, cribriform plate, sphenoid or frontal sinuses

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 (WV2), nasopharyn, or clivus

Nasal Cavity and Ethmeoeid Sinus

™ Tumor restricted to any one subsite, with or without
bony invasion
T2 Tumor invading two subsites in a single region or

extending to involve an adjacent region within the
nasoethmoidal complex, with or without bony invasion

T3 Tumor extends to invade the medial wall or floor of the
orbit, maxillary sinus, palate, or cribriform plate
T4 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
(W2), nasopharyr, or clivus

Continued
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Table 6 — Continued

American Joint Committee on Cancer(AJCC)

TNM Staging System for the Nasal Cavity and Paranasal Sinuses
(Mucosal melanoma of the nasal cavity and paranasal sinuses are notincluded)

Regional Lymph Nodes (N)
Clinical N (cN)

NX
NO
N1
N2

N3

N2a

N2b
N2¢

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 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) 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)

Note: Adesignation of “U” or °L" may be used for any N category to indicate metastasis above the lower border of the cricaid (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 6 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Nasal Cavity and Paranasal Sinuses

(Mucosal melanoma of the nasal cavity and paranasal sinuses are notincluded)

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 smalier 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 largerthan 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 with ENE(+);or a single contralateral node 3 cm or smaller 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 2 cm or smaller and ENE(+)

Note: Adesignation 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, dinical and pathological ENE should be recorded as ENE(-) or ENE(+).
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Table 6 — Continued

American Joint Committee on Cancer (AJCC)

TMNM Staging System for the Nasal Cavity and Paranasal Sinuses

(Mucosal melanoma of the nasal cavity and paranasal sinuses are notincluded)

Prognostic Stage Groups Distant Metastasis (M)
Stage 0 Tis MO MO MO Mo distant metastasis (no pathologic MO; use clinical M to complete stage group)
Stagel T1 MO MO M1 Distant metastasis
Stagell T2 MO MO
Stage T1 M MO Histologic Grade (G)
T2 M MO GX Grade cannot be assessed
T3 MO, N1 MO G1 Well differentiated
Stage IVA T1 N2 MO G2 Moderately differentiated
T2 M2 MO G3 Poorly differentiated
T3 N2 MO
T4a MO, N1, N2 MO
StagelVEB AnyT M3 MO

T4b Any N MO
StageIVC AnyT  AnyN M1

Continued
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Table7

American Joint Committee on Cancer(AJCC)

TNM Staging System for Cervical Lymph Nodes and Unknown Primary Tumors of the Head and Neck

(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 occuit 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 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 |n 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 metastases in any node(s) with clinically
overt ENE(+) (ENE,)*
N3a Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-)
N3b Metastasis in any node(s) with clinically overt ENE(+) (ENE,)™

*Midline nodes are considered ipsilateral nodes.

**ENEc 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(+)

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 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 occuilt 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. Anatomic Stage/Prognostic Groups

NX Regional lymph nodes cannot be assessed Stage lll T0 N1 MO
NO No regional lymph node metastasis Stage IVA T0 N2 MO
N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(-) Stagelve 1O N3 MO
N2 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+); Stage IVC TO AnyN M1

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 cmin greatest dimension and ENE(-); orin
bilateral or contralateral lymph nodes, 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 Metastasesin 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 metastasis in a single ipsilateral node larger

N3
than 3 cm in greatest dimension and ENE(+) or multiple ipsilateral, contralateral, or bilateral nodes in any size with ENE(+) in

any node;or a single contralateral node 3 cm or smaller and ENE(+)

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

N3D 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 3 cm or smaller and ENE(+)

*Midline nodes are considered ipsilateral nodes
**ENE 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(+). Continued

Used with permission of the American College of Surgeons, Chicago, lllinois. The original source for this information is the AJCC Cancer Staging Manual, Eighth Edition
(2017) published by Springer International Publishing. (For complete information and data supporting the staging tables, visit www.springer.com.) 54




Head and Neck Cancer

HLAELFR BR 57 ® Tk dp 3

Table 8

American Joint Committee on Cancer (AJCC)

THM 5taging System for the Major Salivary Glands
{(Parotid, Submandibular, and Sublingual}

Primary Tumor(T) Regional Lymph Nodes [N)
™ Primary tumor cannot be assessed Clinical N (cN)
TO Mo evidence of primary tumor NX Regional lymph nodes cannot be assessed
Tis Carcinoma in situ NO Mo regional lymph node metastasis
T Tumor 2 cm or smaller in greatest dimension N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in
without extraparenchymal extension* greatest dimension and ENE(-)
Tumor larger than 2 cm but not larger than 4 cm N2 Metastasis in a single ipsilateral lymph node, larger than 3 cm but not
in greatest dimension without extraparenchymal larger than & cm in greatest dimension and ENE(-); or metastases in
extension multiple ipsilateral lymph node(s), none larger than 6 cm in greatest
T3 Tumor larger than 4 cm and/or tumor having dimension and ENE(-); orin bilateral or contralateral lymph nodes,
extraparenchymal extension* none larger than & cm in greatest dimension and ENE(-)
T4 Moderately advanced or very advanced disease N2a Metastasis in a single ipsilateral node larger than 3 cm but not larger
T4a Moderately advanced disease than & cm in greatest dimension and ENE(-)
Tumor invades skin. mandible. ear canal. and/or N2b Metastasis in multiple ipsilateral nodes, none larger than 6 cm in
T4b Very advanced disease MN2c Metastasis in bilateral or contralateral lymph nodes, none larger than
Tumor invades skull base and/or pterygoid plates 6 cm in greatest dimension and ENE(-)
and/or encases carotid artery N3 Metastasis in a lymph node, more than & cm in greatest dimension
and ENE(-); or metastases in any node(s) with clinically overt ENE(+)
"Mote: Extraparenchymal extension is clinical or macroscopic N3a Metastasis in a lymph node larger than 6 cm in greatestdimension
evidence of invasion of soft tissues. Microscopic evidence alone does and ENE(-)

not constitute extraparenchymal extension for classification purposes. N3b Metastasis in any node(s) with clinically overt ENE(+)

Mote - A designation of “U” or °L” may be used for any M 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 EME should be recorded as ENE(-) or EMNE(+)

Continued
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Table 8

American Joint Committee on Cancer (AJCC)

THM 5taging System for the Major Salivary Glands
{Parotid, Submandibular, and Sublingual}

T : BRI/ IR

T Category T Criteria

N: BEHESHEEHER

Clinical

M Category N Criteria

M Regional lymph nodes cannot be assessed
MO Mo regional lymph node metastasis

TX Primary tumor cannot be assessed
TO Mo evidence of primary tumor
Tis Carcinoma in situ

Metastasis in a single ipsilateral lymph node, 3 cmoor

M smaller in greatest dimension and EME(-)

Tumor 2 cm or smaller in greatest dimension

T without extraparenchymal extension*
Tumor larger than 2 cm but not larger than 4 cm
T2 in greatest dimension without extraparenchymal
extension®
3 Tumor larger than 4 cm and/or tumor having

extraparenchymal extension*

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

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

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

N2

T4 Moderately advanced or very advanced disease

Moderately advanced disease. Tumor invades

Tda . . s
skin, mandible, ear canal, and/or facial nerve

Metastasis in a single ipsilateral node larger than 3 cm
M2a but not larger than 6 cm in greatest dimension and
EME(-)

Metastases in multiple ipsilateral nodes, none larger

N2b than 6 cm in greatest dimension and ENE(-)

Very advanced disease. Tumaor invades skull base
Tdb and/or pterygoid plates and/or encases
Carotid artery

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

Metastasis in a lymph node larger than 6 cmiin
greatest dimension and EME(-);

or metastasis in any node(s) with clinically overt
EME[+]

N3

Metastasis in a lymph node larger than 6 cmiin

N3a greatest dimension and ENE(-) 56

M3b Metastasis in any node(s) with clinically overt ENE(+)
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Table 8 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Major Salivary Glands
{Parotid, Submandibular, and Sublingual)

Regional Lymph Nodes (N) Distant Metastasis (M)
Pathological N (pN) MO No distantmetastasis
NK REQiDnal |‘_-{ﬂ’|p-h nDdES Eann[}t DE EISSESSECI M"l Distant metastasis
NO Mo regional lymph node metastasis
N1 Metastasis in a single ipsilateral lymph node, 3 cm or less smaller in greatest Anatomic Stage/Prognostic Groups
N2 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest Stace Il . NO MO
dimension and ENE(+); or larger than 3 cm but not larger than 6 cm in greatest age
dimension and ENE(-); or metastases in multiple ipsilateral lymph node(s). none Stage lll T3 NO MO
larger than & cm in greatest dimension and ENE(-); orin bilateral or contralateral TO. T1. T2.T3 M MO
lymph nodes, none larger than 6 cm in greatest dimension and ENE(-) stage IVA To N2 MO
N2a Metastasis in a single ipsilateral lymph node 3cm or smaller in greatest dimension
and ENE(+) or a single ipsilateral node larger than 3 cm but not larger than 6 cm T N2 Mo
in greatest dimension and ENE(-) T2 N2 MO
M2k Metastasis in multiple ipsilateral lymph nodes, none larger than & cm in greatest T3 M2 MO
NZc Metastasis in bilateral or contralateral lymph node(s). none more than 6 cm in
greatest dimension and ENE(-) StageIVB Any T N3 MO
N3 Metastasis in a lymph node, more than & cm in greatest dimension and ENE(-) or T4b Any N MO
in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); Stage IVC Any T Any N M1

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(-)

M3b Metastasis in a single ipsilateral node larger than 3 ¢cm in greatest dimension and
EME(+); or multiple ipsilateral, contralateral, or bilateral nodes any with ENE(+);
or a single contralateral node of any size and ENE(+)

Mote : A designation of U or °L™ may be used for any M 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 EME(-) or ENE(+) %
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Table 8 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for the Major Salivary Glands
{Parotid, Submandibular, and Sublingual)

Pathologic
M Category M Criteria
X Regional lymph nodes cannot be assessed i
N Mo regional lymph node metastasis !
Metastasis in a single ipsilateral ymph node, 3 cmoor .
N1 aller i et o I
smaller in greatest dimension and ENE(-) l
Metastasis in a single ipsilateral ymnph node, 3 cmoor

smaller in greatest dimension and EME(+);
aor larger than 3 cm but not larger than & crmin
greatest dimension and ENE(-);

N2 or metastases in multiple ipsilateral lymph nodes,
none larger than & cm in greatest dimension and
ENE(-);
aor in bilateral or contralateral lymph nodes, none
larger than 6 cm in greatest dimension and EME(-)

Metastasis in single ipsilateral node 3 cm or smaller in
Nz reatest dimension and ENE(+)
or a single ipsilateral node larger than 3 cm but not

larger than 6 cm in greatest dimension and ENE(-)

wazh Metastases in multiple ipsilateral nodes, none larger
“ than & cm in greatest dimension and ENE(-) I

Metastases in bilateral or contralateral hmph nodes,
MZ2c none larger than & cm in greatest dimension and
EME(-)
Metastasis in a lymph node larger than & cm in ;
greatest dimension and EME(-J,or in a single ipsilateral '
node larger than 3 am in greatest dimension and
M3 EME(+);
or multiple ipsilateral, contralateral. or bilateral nodes |
any with ENE(+); [
ar a single contralateral node of any size and EME(+)
Metastasis ina ymph node larger than & cm in
greatest dimension and EMNE(-)
Metastasis in a single ipsilateral node larger than 3 cm
in greatest dimension and EME(+); .
M3k or multiple ipsilateral, contralateral, or bilateral nodes |
any with ENE(+); :
ar a single contralateral node of any size and EME(+)

M3a

Distant Metastasis (M)
MO Mo distant metastasis
M1 Distant metastasis

Major Salivary Glands Prognostic Stage Groups

T N M GROUP
Tis NO MO 0
T1 NO MO |
T2 NO MO I
T3 NO MO I
TO.T1T2.T13 N1 MO I
T4a NO.N1 MO VA
TOT1.T2.T3.T4a N2 MO VA
Any T N3 MO VB
T4b Any N MO VB
Any T Any N M1 IVC

|-
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FUS LA B 7 S SR S R AL

D S RIS =~z BRIk
(Simultaneous integrated boost, SIB) (Sequential)
CTV_H : 2~2.2 Gy/fx, t0 69.3~72.6 Gy B FE - % (Phase 1)
CTV_M : 1.8 Gy/fx, t0 59.4~63 Gy PR 4t 4~ ] : CTV_H+CTV_M+CTV_L
CTV_L : 1.6~1.8 Gy/fx, to 50.4~56 Gy DR A 2 dd~50 Gy
P bt=x #c t 32~35=x > & p 1t o F B b5t o | HX HPR22~25=% o F p 1=t o
B P = % (Phase 2) Eore = % (Phase 2)

pe St 45 : CTV_H R bt 1) -
LHHE 1 66~72Gy  |[CTV_H+CTV._M
% 44 £ 41 : 54~60 Gy

EI# = % (Phase 3)
P 544§ CTV_H
% 4% £ # : 66~72 Gy

## %8 ¥= & 77 (clinical target volume, CTV) : " 2 B ¥ it ik )° 2 5 F o
PR R % ehE ¥ A 5 CTV.H~CTV._MZ2 CTV. L -
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=T V1 B SR R 2 S in i A2 R

CTV_M : 1.8 Gy/fx, to 54~59.4 Gy
CTV_L : 1.6~1.8 Gy/fx, to 50.4~56 Gy

Pe bt =% #c : 30~33=x » & p 1=kt o & ¥ 5= o

P\?-ﬁ}f/rb dv & B R o~ BRI
(Simultaneous mtegrated boost, SIB) (Sequential)
CTV_H : 2~2.2 Gy/fx, to 60~66 Gy B ¥ - % (Phase 1)

F‘@ﬂ#gﬁaﬁﬁ :CTV_H+CTV_M+CTV_L
D E A 2 Ed4~50 Gy
i K&TE{SZZ ~25=% » & p l=x o

= Iy

Ez" %% ﬁ,ﬂ

= % (Phase 2) B g = % (Phase 2)

P ﬁ#% Fl:CTV_H  |[BstFEm:

: 60~66 Gy CTV_H+CTV M
A f = A& - 54~60 Gy

B FF = % (Phase 3)
Pe st lFl : CTV_H
% 4 £ A : 60~66 Gy

LIS B G AR N A LS

\4

Rofk =

Rl

’

A fis ¢ 5 PR 54#| £ 1 70~74Gy -

# % ¥ 5 27 (clinical target volume, CTV) : *ai#z 2 B ¥ it & j= 2 =) o
i Bt 0% T 1A 5 CTV_H -~ CTV_M2 CTV L
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& & B F (organs at risk) 2 & £ *T+4

PERAR & AR A

FERR & | % #.< 64 Gy (point dose < 1cc)
ROEA AR S KA AR BB A £ <54 Gyt 1% f # 423560 Gy
WE % A £ < 60 Gy~ 1%48 ## # 42 565 Gy
L £ % % 5.<54 Gy

# BB £ #3151 < 50 Gy

PR I £ #[35T < 35 Gy

PR 3foR S R R EAF R12GY

9:}1% £ #3591 <26 Gy

SMETHE T € & B B<T70Gy:' 1 ccirif ff B4 7 75 Gy
oy 1§ 2 £ A5 50 Gy

4 B § W38T < 45 Gy

& i i g F E #5235 Gy

A 30Gy = 4% > 4 £ 2 62.5%

REA & B & #|< 66 Gy

ek WS A ERF 2L KM R ME R PRS2
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DEAEEFR AN AL P Oneology. FEVH ~.2:2020

PHSEER AR AT ~ U A aRE ~ (BEaR B E - SN E 1 PRVEATE - SWADIRERF SRR MA N EIGR EEE -

LUNFIH Z & BN T - nTRefE iR Al i e = B 20 e e T 5= iR AVERY TilnE R BER S EE S 0 aR - BU2E

JafR AN b = s R SR T TR AT - B R L B G AIIEEZ nT RE B A SE L

1. 2B ERE - OHTEE RN 2 (Unstable angina ~ recent myocardial infarction ~ decompensated heart failure

+ COPD FEV1 <50%) -~ HF&EIhEEf~ 2 (Ccr<30 ~ cirrhosis child C) -~ f1fE &performance statusz®% (ECOG 3-

4)

RS >855%

IR FH o2 P U

BEIHEEARN £ ¢ liver cirrhosisEZ /MR A & ~ PT ~ APTT prolonged=s

HeE e R 2R B BB E MEP I BR A - tongue ~ tongue base ~ mouth floor ~ hypopharynx ~ larynxZE izt s & i B R e

» KK (TAb) A RIRE G R M IR E BA A -~ i B Y SHEREERS (N 3b) A WPk i BA A il » 559N NG B A B EE TR 152

[REZGEE N - DB SR B0 TRV RE VIR i < EENE -

6. RMEEANZEZCEEMEHMmER @ EREEIUMESERN - B2 ER5EITRME (tumor engage common carotid
artery, T4b) -

7. EEIR

® Cachexia/Severe weight loss:BWL >5% in one month ~ BWL >10% in two to six month

® HiithEssscalel-577 » (Him AMKIBEERHSESSIE - BW—{EFSFE NF>2% » —{EHASE ~F>5% -

o & WD
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1
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o
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2
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3
R SR ST
2. TRERBwEH N FEG (trial swallow) @ & & % fi\»:ﬁ,is S LAAE IR X A ¥
R R Er e A FMEY > AR FIEERY FREINE 050
s B R BPER - 8 554 (residue) '«r\}’h\’ﬁ“*l TR e AL o
3. RB¥ L e 7 ALY X5%ER (Videof luoroscopic swallowing study) ~
Brap 45k 4 (Fiberoptic Endoscopic Examination, FEES) e

(= ) B RBAPIER S 7

[N KPR S E éggg%#@%\%@ ﬁﬁu5%§@%£%
2. UOREHIFER T L B~ F o~ BF o rEFRE ORI 04 § 2 AV AR
e

3. B

COFEST PRE RS Lo St SRl E v
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(6)Masako & w2 @ =it LFFicH v ok o FH AFRRTagad £ -

4, FER grepg 1) (Deep pharyngeal neuromuscular stimulation) .
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i1, 2019-05 3 2020-08 combineizﬁy};‘s A2

Name Chart No. Dept. WS Diagnosis Diagnosis date OPD date

$#0O&  J70415 05 EEiE(REH R'tmandible gingiva SCC 2019/03/26  2019/04/02
EH(O3E  G41918 0S5 I[EEAE[EEE Rtlower gingival SCC, p 2019/05/01  2019/05/02
BIOFE  YH3605 0SS S[EE/fTEE Rtbuccal SCC, s/p OP & RT, with Rtman  2019/04/25
#OE 1067881 0S BEE:T/EEEE Multiple teeth fracture and mandible fractul ER 2019/05/3
EOME, s08121 0S8 {REEAREEE Lower lip SCC, pT2NOMC 2019/05/01  2019/05/09
BO%  M78386 0S5  #=EE/EH Rtmandible gingival SCC 2019/05/22  2019/05/27
O R92214 0S8 S/ EE Rt mandible gingival SCC 2019/06/13 2019/06/13
EEO)E  s92329 0S FHREE IS/ % R'tbuccal SCC, pT4aNOMB, s/p OP, s/p C  2019/07/02
H(OEE 1075212 ENT  EEE/AE[E# Rtbuccal SCC, pT4aN2t 2019/07/12  2019/07/11
FHOE  S30695 0SS HEE/EEESE Rtbuccal SCC, pT2N1MB, s/ip OP, s/p CC 2019/07/26
VR 896326 0S #HEIE/SEIIE L'tbuccal SCC, pT4aN2b 2019/08/08 2019/08/13
FOBE  F53357  ENT  [Eir A/fF%EZ Ribuccal SCC, pT2N2al 2019/07/25 2019/08/13
B 707158  ENT EEEMAE[EE L'tupper gingival SCC, p 2020/04/01  2020/04/02
BOT  G43182 0S8  MHEE/EEE tongu SCC, pT4aNOMO, < 2020/03/30  2020/04/07
BHOHES 1128041 0S  #=E/E4#H L'ttongue SCC, pT4aN3t 2020/04/22  2020/04/24
ELOEE 362261 0S  SFEmE/MTE# Rtlower gingival SCC, p 2020/04/23  2020/04/28
FOIE 1131738 05 #H=E/AEE[E L't soft palate SCC, pTINOMO, stage | 2020/05/15
ECOEE 1135125 ENT I E/AEE8 Tongue SCC, pT4aNOMO 2020/06/30  2020/07/07
BO%E  A03930  ENT  EE57 M /REE4 RtRMT SCC, cT4bN2bM 2020/05/25 2020/06/03
BHO®E 460523 0S5 #REEEEIEE R'tbuccal SCC, pTANOM 2020/06/04  2020/06/08
BEOBE w6531 0SS  #REE/[aiEfs Right RMT SCC, pT4aN0 2020/06/17  2020/06/29
FOsk 501679 ENT  FEEE/[TE4 oral ca, s/p OP, with trisumus 2020/07/14
BOEF 632122 0S8 MHSEE/EEE Left lower gingiva SCC p 2020/08/06  2020/08/06
FHAOFE  M52614 0SSO EE/GEESE R'tbuccal SCC, pT4aN2t 2020/07/14  2020/07/16

OP date
2019/05/06
2019/05/27
2019/06/03
2019/06/06
2019/06/12
2019/06/19
2019/07/01
2019/07/10
2019/07/25
2019/08/01
2019/08/28
2019/08/28
2020/05/04
2020/05/06
2020/05/13
2020/05/25
2020/06/04
2020/07/13
2020/07/13
2020/07/23
2020/07/29
2020/08/03
2020/08/12
2020/08/10

average

09:00
12:25
13:40
08:45
11:30
10:20
11:10
12:12
09:25
09:10
12:30
11:05
09:15
08:45
12:35
09:30
10:55
11:35
11:05
09:20
10:00
11:25
12:00
09:40
22.33333333
average

OP time (start) OP waing fime(min)

60
265
340

45

75

45

275

90

175

215

185

80

120

205

240

100
163.2083333

163.2 min

frgigEICcy

for teeth extraction and commsuroplasty

IR E

for trismus
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1. Leukopenia or Neutropenia: WBC < 1000/mm3 or absolute neutrophil count < 500 mm3
. EHRBE

e XA v mzkd kR

» TRLEAEHE

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

. @?J 0

© TR FEBERE

3. Thrombocytopenia: Platelet < 25000/mm3

. R E

o A M3 g

o T it }%ﬁ«afg,ﬁ.i

).

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

2 2D e
 ZFRieHE

5. Renal function abnormality: Cr >6.0 x ULN
Hite ¥ 2 F] 2 > bk ~ R AFE

aF
C RILUETH A K AL TR Y A LA

6. \Vomiting: Life-threatening consequences; urgent intervention indicated
© ERBE

- S

B s:
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7. Diarrhea: Life-threatening consequences; urgent intervention indicated
. B

- ?%%ﬁ’%ﬁ’%ﬁ?iﬁ

o kA A s w 3

. %%ﬁ#@%

s APBHEHIGRTF LT H%KE R

8. Mucositis: Life-threatening consequences; urgent intervention indicated
© EREE

© BT RJEE RFFCOIRER

LA I i e

COHEAE FRGERF LS

_—

| s




EE?E:}%’T‘?'}% #F] 5 ] ngd and Necl_< Cancer
@LHAEAEAFKR FERTLYz5plit? AR o e v 22020

9. Skin rash: Life-threatening consequences
. ERBE

G BAER

10. Neuropathy: Life-threatening consequences; urgent intervention indicated
R F
c HPEH B R T
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P = i -
5 PR
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

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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- ~ A

TE O FICEILRESZ A AR GREN 0 £ F PR 2 (Immunosuppressive
therapy) § i coAB %t > X m > BNER 4 LEF IO G > TRALE AP BAE %
Aops o B R TR ARG F L A R A T R SR S
%’?3@@’&€Qé%%‘%&fﬁﬁ@€%”°ﬂw’&%ﬁﬁﬂﬁﬁ“

e o R R AR N A FARBE A FFBCAPFUS B2 HE ARG
LoE R T g e EFFI“’L”"\#m}ﬁ%%%—*JPF 7 R A rq/r'/%‘la‘g\'”"\}ﬁ’v%/r
B oMgar g g it HITFRREFLA G AR o
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%, T 40 %1

: : (Immunosuppression)

HBV DNA Il

| \
: |
: |
| l '
| l '
| l '
| ' |
ALT :
| |
! |
9% 7t 5 o 90 2 I AL R A ?B”"é%?‘é?;?

Alissa Visram, et al. “Defining and grading HBV reactivation” AASLD, 2015
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o NORY] [ ini ideli
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S Bi‘] BRI ,’\

1 g Ak

d.

FASEAERg 26 R (HBsAg) ~ % & #4 (Anti-HBs) ~ fi~#ll (
Anti-HBcIgG) - & # @B et » 2 g i k& 5 A R4 & A4 0 2 Ant-
HBchG?;rs gL EHBHE -

B BFF R # (chronic hepatitis B) & 2R EBMARES B - 21986 F %5
304 2> G %w;chM—gza o LAY LBIERA B RS A (s e

+ 23 g% ﬁﬁﬁlié% g7 5 %~ REd Rg o Flt 1986F w4 2
» F215%~20%5 B RE o mE R F b RS
) X7} 3]89*-& % (Resolved hepatltls B)E % SR 4 EB&F2LA R > = HBsAg(-)

» Anti-HBCIgG(+) » 323 B R 3IBM & % - e RIANt-HBsAbE_* 1 £ 7 B
A A4 L4 o Tt FAN-HBSAD(H) o Bt B A £ R
e Sk 2 F Anti-HBsAD(-) > R BiFpma £ 51 b "G eF -
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2. TE
a. '&'f?—B”"‘%Vﬁ!—*ﬁ: BF T & 5 HBVDNALF ZAZEHREE o L EFrdlRZ2T o
RS eE70% -
b. BH BRI L& 5 HBs Agip 15 (reversion) &t i ¥ HBV DNAI R
g TR ] /%w ’ 1;1’%#&4 341 5% o
3. B R AL
a. ‘1488 ¥ (silent reactivation): F) & & Frd o k8P :pfai TR s e f gV
IR R R LW N aEsc e
b. X 45 #p (HBV associated hepatitis): & & fr4| 2 B &k {6 » £ & & LB ok
o XRIREER LT o TR AL oI R
ﬁm%m@o
C. BBy (fulmlnant haptic failure): > 354 5 4 RI7 0 &8 3 B E "7+ X2
, X 3@ = > n ¢ HBV DNAM % sx—;}ﬁgiﬂ te b2, i gwq‘—s%gi LB
@ﬁ’mmﬁﬂﬁﬂﬁ~W%@%~ﬂlﬂu£¢i&# = Fvgde &

o
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4. R b
a. BRI b 'k 2 BMFR LR O TR
e 1 MBS TR A4S (TR T

1= T HBsAg(+), Anti-HBc(+), Anti-HBs(-)

ol HBsAg(-), Anti-HBc(+), Anti-HBs(-)

o | B | Al

(& i fw HBsAg(-), Anti-HBc(+), Anti-HBs(+)

b. B 3 b "6 LA I EH AT 8 ¥ g F B G

JEf = B Sy ISR B Ep ]

AL B AR

B2 B 4HREH I (20 rituximab) S 5asi te T 2 -
SRR | EEEEER (FH 10-20 27l E) HIARIFEA 4
Pl

P E RS

Pz A4 BU B S B T I RE JT AR SR S ((0TNF-o
HFREEERE  [therapy, cytokine inhibitor, integrin inhibitor, TKIZE45)
i AEAEHER (FH/NA 10 Z5%) H)aERIFERT 48 -

{58 I AR E SR E R e R/ NN 1 4
{50 FH 5 R ] e (S 7 SR P A AU

B e
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HBsAQ(-)

5. Ml ief w22 BRI IEE BN AR
BER EE
B2 LR
I AR A R #:A|HBsAQ#=
Anti-HBcAb
HBsAQ(+), HBsAg(-),
Anti-HBcAb(+) Anti-HBcAb(+)
12 MBI H R & B 45 AIBRT &

HRERY
6

I

o
7

NN\
A

» %

§ ¥
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1T o

5 o

N =
% ¢

AR T R EBAPFL A R E
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_ Anti-HBsADb(+)

BRABAR | | TEARE

wagE | | REHBRE | mrene
BiR#EA

2 | B1-3E AR
— #/HBV DNA,
HBsAg, ALT
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L
E
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o R o WEF CAPF LI ISk ang it HEE BH ‘% nﬂ* (Drug-drug interaction)
WERE AR o AR ORI o fTF 0 20148 2 AT
CIRCHFES R R o ey T O R aE Y o yr%]C AFL A L HFEF 7 2 n g
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Ry AR CAPF LR 0 B fiRIe R o

P

2. WhEie R 2 CRIF R RE B R AR

SASEA B : . (+) %ﬁiﬁ’rﬂé ¥ A HCV RNA, Yok & 4
i . o 44 a]Anti-HCV . . , )
B LA A 3% B PR AST, ALT 74 i

Pav iR ALT B2 ¥ > ¥ Anti-HCV &2 HCVRNA = : B 4 iﬂ” °
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®LTAeEFIx BF 3 2% ToAk 4 5

Updated on 2017-1-16

Pharynx-1:T1-4aNO-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:& FENCCNE . 12 37 » CCRT or Definitive RT (only for lip)

Oral-4:i% PENCCNE . 13 37

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

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

Orph-2~4:& NCCNzE % - ¥ #-P16(+)% P16(-)ic f & & & R e~ Fedp 51

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

Pharynx-2:# feNCCN 2 37 » No adverse features— # [xi% :x0bservation or RT

Pharynx-3: & feNCCN 2 37 » No adverse features— # [xi% :x0bservation or RT

Pharynx-4:iz BNCCNi2 = » T1-2,N+;T3,any N » @B 53t~ ¥ only RT

Naso:work up: & 3% 4 + 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 3% i2 37 :M1—Platinum-based combination chemotherapy—RT to primary and neck

or Chemo/RT as clinically indicated
Sali-work up: iz fe 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 73
ADV1~4:ix e NCCNZE ;% 734
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®LiEAFR TR TR 1 5] Cinca Sutlne o
Updated on 2019-05-13

Oral-1:CLINICAL STAGING:T4b, any N, or unresectable nodal disease +: } Unfit for surgery

Oral-2:T1-2,NO, iz P NCCN:z£ 3% 2 :cResection of primary + SLN biopsy{s » #Neck dissectiong
if SLN pN+ or SLN identificationunsuccessful SLNO » & & §& /S 5 { % ©

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

ORPH-1: Clinical staging % = 7|P16(-) AnyT:c = 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 dissection iz e NCCN: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
iz 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: 3% Adenoid cystic;Intermediate or high grade- = & RT -
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Updated on 2020-05-04

[ Oral-1.O0RPH-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] :¥ g P16(-)T3-4a,NO-14_:% i i 5 B4 o

[ ORPH-3] :
(1) /7 £ ET2 only:CCRT » 2 :2 = T1-2,N1 only:RT1 + systemic therapy
(2) Resection of primary and ipsilateral or bilateral neck dissection—Adverse features! —Extranodal
extension + positive margin —P16(-):Systemic therapy/RT > P16(+):¥ CCRT or RT

[ ORPH-4] :
(1)# w] & & 5 P16(+),T1-2,N1(single node>3cm/or 2 or more ipsilateralnodes <6 cm), cN2-3,T3-4,NO-3 -
(2)Resection of primary and ipsilateral or bilateral neck dissection—p16(-):N2a-b, N3 ;P16(+):[F A FEN1-
N3 - & ¢NO-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(¥%fjjand==ig) -
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®LTREAFR R TEA 15 5]

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{fZ¢kConfirmed residual or persistent disease or progression -
(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 fji_=Consider=HE 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 therapy4 i 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/RTHif_-concurrent—ffiEEE Rk Ex (A Fr i) o

73HA HRAJCC 8th updata V.3 i EE] 773 -
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Updated on 2020-12-28

[ Oral-3]) N3 —3 %L (ADV-1)

[ Oral-4]) 3t T4b or M1 —3% 5L (ADV-1)

[ ORPH-2] :P16(+)T1-2, NO-1{ffi§i(single node<3cm) - {56 T1-2,N14 G CCRT -

[ ORPH-3] :P16(+)T3-4,NO-1 - {ifi#single node<3cm

[ ORPH-4] :

(1)P16(+),filsET1-2,N1(single node>3cm/or 2 or more ipsilateral nodes <6 cm), cN2-3 » T3 [ T1-4,N0O-3

(2)Resection of primary and ipsilateral or bilateral neck dissectionfz & N+AVE rHE: - BEEREE G
A+ -

(3)FrtET4b or M1 —3% 5 (ADV-1)

[ Pharynx-2] : T1-2,NO#73 CCRTFEE X EHE

[ Pharynx-3] : T1-2,N+,T3-T4a,any N{ZHE A @l R T » AXConsider Systemic therapy/RT - 5 MR
Consider -

[ Pharynx-4]) :CR{&#2DefinitiveRT or Consider systemic therapy/RT - {ififzConsider -

[ Salivary Gland ] #8551 ARAS—H - FAEETfa5 | KREMET R =H -

[ SALI-2 ) :

(1)T1-2 > FriEJfF=E:1f incidental N+ disease is present go to SALI-3 -

(2)#EM1 -8 (ADV-1)

[ SALI-4 ) :FLE#g > follow upZi% Arecurrence—Distant metastases —fffjf#Clinical trial preferrediz
I o
TSR [SekiEn A RE R ERBREIEE  BEREEER] BRI
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