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(Cancer of the Head and Neck)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

Hi# (Index)

B (p.2)
EEEEEREZERERK(p.7)

BRSREERRE S|
Work-up:

1.

i A W N

6.

oral (p.9)
oropharynx (p1l6-negative) (p.12)

oropharynx (p16 [HPV]-positive) (p.16)

pharynx-hypopharynx.larynx (p.20)

nasopharynx (p.24)

salivary gland (p.27)

Treatment:

1.

i A W N

6.

oral (p.10~11)

oropharynx (p16-negative) (p.13~15)
oropharynx (p16 [HPV]-positive) (p.16~19)
pharynx-hypopharynx.larynx (p.21~23)

nasopharynx (p.25~26)

salivary gland (p.28~30)

Follow-up: head and neck cancer (p.31~32)

Advance: Very advanced head and neck cancer (p.33~36)
AJCC Staging (p.37~56)
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@ (Cancer of the Oral cavity)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

Work-up
€ Indicated
¢ History & Physical examination
® Biopsy
e Chest x-ray or chest CT?
¢ Head and Neck CT or MRI (optional in
early cancer)
»Dental evaluation
€ Optional
»Abdominal / Neck Sonography
»Esophagogastroduodenoscopy
>»Whole body bone scan
>»PET-CT( Advanced stage)
»Nutrition, speech and swallowing

evaluation/therapy

»Video fluoroscopic swallowing study
»Smoking cessation counseling
»Multidisciplinary consultation

(CardioOncology)
»Preanesthesia studies

CLINICAL STAGING

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

T3NO;
T1-3,N1-3
T4a,NO-3

—>» See Treatment of Primary and Neck (Oral-3)

T4b, NO-3

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)

> Fertility/reproductive counseling <«
» Screening for hepatitis B BACK
1. Chest CT should be considered for patients at high risk for thoracic metastases. 9
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(Cancer of the Oral cavity)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

CLINICAL STAGING

Resection of primary |
(without neck dissection)‘

\ 4

or

Resection of primary +
T1-2 |ipsilateral or bilateral
NO neck dissectiong (quide >
by tumor location) Neck
dissection
or if SINpN+ | —»
or SLN
Resection of primary + Identification
SLN biopsy unsuccessful
SLNpNO —>

Unresectable —— RT ————» See Follow-Up Recommendations Post

TREATMENT OF PRIMARY AND NECK

No positive nodes and

No adverse pathologic features

One positive node without
adverse pathologic features

Extranodal

extension

+ Positive
Adverse margin
pathologie—»
features!

Bridge
therapy |—

\

Positive
margins

Other risk
features

— RT (optional)

v

v

Systemic Follow-up
> therapy/RT (See FOLL-A)

Re-excision Or —»
— Systemic therapy/RT

OrRT
RT or

Systemic
therapy/RT

A

Recurrent or

Chemoradiation or

RT (FOLL-A, 2 of 2)

LAdverse pathologic features: extranodal extension, positive margins, close margins, pT3 or pT4 primary, N2

perineural invasion, vascular invasion, lymphatic invasion

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

> Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT

[
|

persistent disease

(See ADV-3)

<«=
BACK

10

ORAL-2
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(Cancer of the Oral cavity)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

ADJUVANT TREATMENT

CLINICAL
STAGING

T1-3NO;
T1-3,N1-3 |—
T4a,NO0-3

Selected
patients who
decline or are
unfit for
surgery

T4b —> FER(ADV-1)

TREATMENT OF PRIMARY AND NECK

No adverse features 1

Resection of primary
Resectable % Surgery - = ipsilateral,or bilateral
neck dissection

Adverse
features?

Bridge
therapy

—> Very Advanced Head and Neck Cancer (ADV-1)

M1 — ¥ RE(ADV-2)

RT
or

Extranodal
extension
* positive
margin

Positive
margin

Other risk
features

Observation

Systemic
therapy/RT

Systemic therapy/RT

or

Re-resection and
consider RT if
negative margins

RT or Systemic
therapy/RT

1-Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease, perineural
invasion, vascular invasion, lymphatic invasion

» Chemotherapy can be given for disease control during pre-RT or OP period.
» Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT

» RT (optional) —»

FOLLOW-UP

Follow-up

(See FOLL-
A, lof

—>

Recurrent
or
persistent
disease

(See ADV-3)

BACK

11

ORAL-3
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(cancer of the oropharynx)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

Work-up
4 Indicated
e History & Physical examination
* Biopsy

e Tumor human papillomavirus(HPV) testing or
pl6 immunohistochemistry (IHC)

e Chest x-ray or chest CT?

e Head and Neck CT or MRI (optional in early
cancer)

»Dental evaluation

4 Optional

»Abdominal / Neck Sonography

»Esophagogastroduodenoscopy

»Whole body bone scan

»PET-CT( Advanced stage)

»Nutrition, speech and swallowing

evaluation/therapy

»Video fluoroscopic swallowing study

»Smoking cessation counseling

»Multidisciplinary consultation
(CardioOncology)

»Preanesthesia studies

»Fertility/reproductive counseling

»Screening for hepatitis B

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

CLINICAL STAGING

pl16-
negative

pl6 (HPV)-
positive

TREATMENT
T1-2No- > See ORPH-2
T3-4a,N0-1 » See ORPH-3
T4b,NO-3 » | See Treatment of Very

Advanced Head and
Neck Cancer (ADV-1)

Unresectable or unfit for surgery —»

Or See Treatment

Metastatic (M1) disease initial presentation —» of Very
Advanced Head

and Neck
Cancer (ADV-2)

T61-2,NO » See ORPHPV-1

» See ORPHPV-2

T0-2,N1 (single node <3 cm)

T0-2,N1 (single node >3 cm, or 2
or more ipsilateral nodes <6 cm),
or T1-2,N2 or T3,NO-2

—»See ORPHPV-3

TO-3,N3 or T4,NO-3 »See ORPHPV-4

<«=
BACK

12

ORPH-1
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(cancer of the oropharynx)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

CLINICAL TREATMENT OF PRIMARY AND NECK ADJUVANT TREATMENT STAGING
Definitive RTL . See Follow-Up Recommendations Post , Recurrent or persistent
Chemoradiation or RT (FOLL-A, 2 of 2) disease (See ADV-3)
pNO and no
adverse >
Or pathologic
features?
Resection of pN1 without —>  Consider RT >
primary —p other adverse
iDSi i Recurrent
ang_;psnatleral K Feﬂ?uorfglc Extranodal or
T1-2, NO-1 or bilateral nec extension +  —»Systemic therapy/RT Follow-up ;
dissection i : L5 persistent
positive margin (See FOLL-A) disease
Re-resection, if feasible (See ADV-3)
Adverse - Positive or —
. Bridge (—» ) —» | RT
]E)athologllc—> therapy margin or
eatures Systemic therapy/RT
Other risk
Or features —» | RTor —
Systemic therapy/RT _
For T1-2,N1 only: See Post Systemic Therapy/RT or RT R’_ecurrent or persistent
’ : — : disease (See ADV-3)
Concurrent systemic therapy/RT Neck Evaluation (FOLL-A, 2 of 2)

1.Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease, perineural

invasion, vascular invasion, lymphatic invasion

» Chemotherapy can be given for disease control during pre-RT or OP period
2.Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT

BACK

13
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ST W A [ = Head and Neck Cancer
. EEEY R ] Clinical Guidelines in
pl6-negative (cancer of the oropha rynx ) Oncology,FEMH-V.2.2025

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

@

Concurrent .
; See Follow-Up Recommendations Post » Recurrent or persistent
Systemic - disease (See ADV-3)
therapy/RT Chemoradiation or RT (FOLL-A, 2 of 2)
or No adverse pathologic > RT >
1
Resection features
of
primary Extranodal Recurrent
and i : Follow-u or
. extension + Systemic therapy/RT > 0 P .
|pS|I<_51teraI positive margin }_' Y by _>gSee FOLL-A) - persistent
T3-4a.NO-11»{°" bilateral disease
S?Ck . Ad‘;]eflse_ Bridge (See ADV-3)
issection  pathologic - therapy
features?! -
or Other risk
features or >
Systemic therapy/RT:
Induction
chemotherapy
followed by RT?
or systemic See Follow-Up Recommendations Post » Recurrent or persistent
therapy/RT? Chemoradiation or RT (FOLL-A, 2 of 2) disease (See ADV-3)
1.Adverse pathologic features: extranodal extension, positive margins, close margins, pT3 or pT4 primary, N2 or N3 nodal disease, perineural invasion, m
vascular invasion, lymphatic invasion BACK
» Chemotherapy can be given for disease control during pre-RT or OP period
2.Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT 14

ORPH-3
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(cancer of the oropharynx)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

CLINICAL
STAGING

[r1-4an2:3] —>

T4b or M1 —

1.Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease, perineural

TREATMENT OF PRIMARY AND NECK

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

R (ADV-1)

See Follow-Up

Recommendations Post

ADJUVANT TREATMENT

Chemoradiation or RT

(FOLL-A,

2 of 2)

No adverse
pathologic

features?

Adverse
pathologic -

featuresl

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

2.Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT

Bridge
therapy

<

Extranodal
extension *
positive margin

Other risk
features

\ 4

Systemic
therapy/RT

RT

Or
Systemic
therapy/RT*

__, Follow-up

(See FOLL-A10f 2)

-

» Recurrent or persistent disease (See ADV-3)

Recurrent
or
persistent
disease

(See ADV-3)

<«=
BACK
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Head and Neck Cancer

ET=R{(=D = E =
EE%E‘F"E'EMEETagl Clinical Guidelines in
(cancer of the oropharynx) Oncology, FEMH-V.2.2025

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

@

CLINICAL TREATMENT OF PRIMARY AND NECK ADJUVANT TREATMENT STAGING

Definitive RTL > See Follow-Up Recommendations Post , Recurrentor persistent
Chemoradiation or RT (FOLL-A, 2 of 2) disease (See ADV-3)
No adverse
or pathologic >
features?!
Resection of
primary
and ipsilateral Recurrent
T0-2,NO | —»| or bilateral neck Extranodal Follow-up or
dissection extension + Systemic therapy/RT — (See FOLL-A g_ersstent
ositive margin or RT ’ Isease
g J 1of2) (See ADV-3)
Adverse Bridge N Re-resection, if feasible
pathologic—+» —> Positive or -
thera . —
features? P margin ErT
Systemic therapy/RT
Other risk RT or
features —>] _—
Systemic therapy/RT
==
BACK

1.Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease,

perineural invasion, vascular invasion, lymphatic invasion
» Chemotherapy can be given for disease control during pre-RT or OP period 1 6
> Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT ORPH-5
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(cancer of the oropharynx)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

CLINICAL TREATMENT OF PRIMARY AND NECK ADJUVANT TREATMENT STAGING
Definitive RT1 >
o See Follow-Up Recommendations Post _ Recurrentor persistent
r Chemoradiation or RT (FOLL-A, 2 of 2) disease (See ADV-3
Concurrent Systemic therapy/RT
Or No adverse
pathologic -
features?
— —> .
T0-2,N1 Resection of
(single node | | Pr'Mary Extranodal Systemic therapy/RT
<3cm) and ipsilateral extension + [~ RT Recurrent
or bilateral neck o ;
) : positive margin Follow-up or
dissection L, ,
(See FOLL-A , persistent
Re-resection, if feasible 10f2) disease
, .y or (See ADV-3)
Adverse Bridge Positive __ |RT
pathologic =~ therapy margin or
featurest Systemic therapy/RT
Other risk RT or
features Systemic therapy/RT <«
BACK
1.Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease,
perineural invasion, vascular invasion, lymphatic invasion
» Chemotherapy can be given for disease control during pre-RT or OP period 1 7
2.Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT ORPH-6
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(cancer of the oropharynx)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

CLINICAL
STAGING

TO2,N1
(single
node >3 cm,
or2 or
more
ipsilateral
nodes <6
cm),

or
TO0-2,N2
or
T3,N0-2

>

1.Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease, perineural invasion,

TREATMENT OF PRIMARY AND NECK

}_.

Concurrent
Systemic
therapy/RT

or

Resection
of

primary
and
ipsilateral
or bilateral
neck
dissection

or

Induction
chemotherapy

or systemic
therapy/RT12

followed by RT?

ADJUVANT TREATMENT

See Follow-Up Recommendations Post

»

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

No adverse pathologic

features!

Extranodal
extension * — Systemic therapy/RT
positive margin

Adt\;]erlse' > Bridge

pathologic therapy

features?
Other risk RT
features > or

Consider Systemic therapy/RT!

See Follow-Up Recommendations Post

Recurrent or persistent

disease (See ADV-3)
Recurrent
. | Follow-up or
> (See FOLL-A persistent
FOLL-1 of 2 , disease
FOLL-10f2) (See ADV-3)
e ——

»
»

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

vascular invasion, lymphatic invasion
» Chemotherapy can be given for disease control during pre-RT or OP period
2.Surgical intervention may be an option for select patients with disease that does not respond to induction chemotherapy

3.Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT

Recurrent or persistent

disease (See ADV-3

<«
BACK

18
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(cancer of the oropharynx)

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

TO0-3,N3
Or T4,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

T4b or M1 — §R(ADV-1)

1.Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease,

perineural invasion, vascular invasion, lymphatic invasion
» Chemotherapy can be given for disease control during pre-RT or OP period
» Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT

See Follow-Up

Recommendations Post

Chemoradiation or RT

(FOLL-A, 2 of 2)

No adverse
pathologic

features?

Adverse
pathologic—

features?

Bridge
therapy

v

Extranodal
extension *
positive margin

Other risk
features

Systemic
therapy/RT

RT

Or Consider
Systemic -
therapy/RT?

Follow-up (See
FOLL-A,lof 2)

—>

» Recurrent or persistent disease (See ADV-3)

Recurrent
or
persistent
disease

(See ADV-3)

BACK

19
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E gﬁy}—;ﬁ%ﬁ}%gl Head and Neck Cancer
S A Clinical Guidelinesin
@ (Cancer of the pharynx-hypopharynx,larynx) | oncology,FeMH-v.2.2025
Work-up
€ Indicated
e History & Physical examination __, See Treatment of Primary
Y Biopsy T1-2, NO and Neck (pharynx-2)
e Chest x-ray or chest CT!
» Head and Neck CT or MRI(optional in early T1.3.N0-3 See Treatment of Primary
cancer) T4a,N0-3 and Neck (pharynx-3)
€ Optional

»Dental evaluation

»Abdominal / Neck Sonography
»Esophagogastroduodenoscopy
»Whole body bone scan

»PET-CT( Advanced stage) Iﬁrk')ésa;rgal\tl)’lg:]odal . See Treatment of Very Advanced Head
»Nutrition, speech and swallowing disease and Neck Cancer (ADV-1)

evaluation/therapy
»Video fluoroscopic swallowing study
»Smoking cessation counseling
Metastatic (M1) disease

»Multidisciplinary consultation e _ , See Treatment of Very Advanced
(CardioOncoIogy) initial presentation Head and Neck Cancer (ADV-2)

»Preanesthesia studies
»Fertility/reproductive counseling

»Screening for hepatitis B <«
BACK

20

Pharynx-1

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



S F (Cancer of the pharynx-hypopharynx,larynx)
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BRSAEER RS S|

Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

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

No adverse

v

pathologic
featuresl!

Adverse
pathologic —»

features?

Extranodal
extension + —»
positive margin

Bridge Positive

therapy margin
Other risk
features

Definitive RT

v

CCRT

v

Observation or RT —»

Systemic therapy/RT

Re-resection, if feasible
or

RT

or

Systemic therapy/RT

RT

or

Consider Systemic
therapy/RT

See Follow-Up Recommendations Post

L, Follow-up

(See FOLL-A)

v

Recurrent
or
persistent disease

(See ADV-3)

Recurrent
or

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

1.Adverse pathologic features: extranodal extension, positive margins, close margins, pT3 or pT4 primary, N2 or N3 nodal disease,

perineural invasion, vascular invasion, lymphatic invasion
» Chemotherapy can be given for disease control during pre-RT or OP period
> Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT

» | persistent

disease

(See ADV-3) €=
BACK
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No adverse

»

pathologic features?

Excision of primary
tunilateral or bilateral

X . risk features
neck dissection

Adverse
pathologic >
T1-2,N+ featurest
T3-T4a,any N

Induction

pN1 without other

»

»

Bridge
therapy

chemotherapy

Concurrent systemic |

»

Extranodal

Observation or RT

v

Consider RT

IRT

extension and/or}—» Systemic therapy

positive margin

Other risk
features

CT or MRI (with contrast)
of primary and neck

RT

—p|0r
Systemic therapy/RT

v

Follow-up

(See FOLL-A)

Recurrent or
persistent disease
See ADV-3

See Response After Induction

Chemotherapy (Pharynx-4)

therapy/RT |

TdborM1 —> FER(ADV-1)

See Follow-Up Recommendations Post

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

1.Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease,

perineural invasion, vascular invasion, lymphatic invasion

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

» Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT

<«
BACK
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Primary site:
Complete
r(ca:SRponsg DefinitiveRT
(CR) an —»> Or —>
stable or systemic therapy/RT|
improved y Py See Follow-Up Recommendations Post Recurrent or
disease in Chemoradiation or RT (FOLL-A, 2 of 2) ——*| persistent disease
neck (See ADV-3)
grlmalry site: Systemic

Response after artia therapy/RT

induction chemo-  Fesponse Or

thera (PR)and  — No adverse

by stable or RT : > RT >
improved Or pathologic Follow-up
dis%ase in Surgery ) features? See FOLL-A
neck /
) _ Surgery —»|
Primary site: Extranodal
<PRor . extension and/or Systemic therapy/RT  —p
progression i )
in neck Adverse positive margin ReCl_Jrrent or
pathologic RT g_ersnstent
features? Other risk or Isease
Unresectable . :
nodal disease (See ADV-1)  features Consider See ADV-3
Systemic
therapy/RT

1.Adverse pathologic features: extranodal extension, positive margins, close margins , pT3 or pT4 primary, N2 or N3 nodal disease,

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

<=3
BACK
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(Cancer of the nasopharynx) Oncology,FEMH-V.1.2025

Head and Neck Cancer
Clinical Guidelinesin

Work-up

€ Indicated

e History & Physical examination

* Biopsy

e Chest x-ray or chest CT!

e Head and Neck CT or MRI (optional in early cancer)
eDental evaluation

€ Optional

» Epstein-Barr virus (EBV)/DNA testing

>» HPV testing, may inform etiology

»Abdominal / Neck Sonography

»Whole body bone scan

»Imaging for distant metastases with FDG-PET/CT

and/or chest CT with contrast; bone scan if PET/CT not done ~

PET-CT( Advanced stage)

»Nutrition, speech and swallowing valuation/therapy
»Video fluoroscopic swallowing study

» Ophthalmologic and endocrine evaluation

» Multidisciplinary consultation (CardioOncology)

» Preanesthesia studies

» Fertility/reproductive counseling

» Screening for hepatitis B

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

MO —— See Naso-2

M1 —  See Naso-3

BACK
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Head and Neck Cancer
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Oncology,FEMH-V.1.2025

CLINICAL STAGING TREATMENT OF PRIMARY AND NECK

Definitive RT to ‘

. See post Systemic Therapy/RT or RT

T, NO, MO ——

nasopharynx and ‘

Neck Evaluation(FOLL-A, 2 of 2)

elective RT to neck

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

TO(EBV+)-2,N1,M0 Concurrent systemic therapy/RT

or — > | « Consider induction or adjuvant —

T3,NO,MO0 chemotherapy if high-risk features Recurrent or
persistent
disease
(See ADV-3)

Concurrent Systemic therapy/RT :
: See post Systemic Therapy/RT or RT
- EEEE——
I)?Nl 3,M0 followed by adjuvant chemotherapy Neck Evaluation(FOLL-A, 2 of 2)
or
I)erO_iMO — | Concurrent Systemic therapy/RT
or
TO (EBV¥)- 2,N2-3, MO Induction chemtherapy followed by [
chemo/RT
or ge==y
Cell therapy (T4) BACK
» Chemotherapy can be given for disease control during pre-RT or OP period 2 5

> | High risk features include bulky tumor volume, high serum EBV DNA copy number.

NASO-2
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@

Induction chemotherapy(if PS 0-1)
followed by

» RT to primary and regional nodes and to

oligometastases as indicated or
» Cisplatin/RT or
Oligometastatic disease — » Maintenance capecitabine (Xeloda)
or >
Concurrent cisplatin + RT (if PS 0-1) Follow-up Recurrent
or (See FOLL- |9
Systemic therapy (if PS 0-2) ‘ Alof2) * JOOIQVS'—Stem
- isease
T1-4,N0-3,M1 Widely metastatic and _ If CR or near CR,consider (See ADV-3)
Good PS (0-2) Systemic therapy — | definitive RT to primary and >
regional nodes (preferred)
and to oligometastases as
indicated
or
Continued systemic therapy
Widely metastatic and Poor PS .
(3-4) Best supportive care
Cell therapy (T4 or M1)
<=
BACK

» Chemotherapy can be given for disease control during pre-RT or OP period
» | High risk features include bulky tumor volume, high serum EBV DNA copy number.
> Consider ECOG performance status and comprehensive organ function evaluations to guide the selection of optimal therapeutic 2 6

strategies. NASO-3
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Oncology,FEMH-V.2.2025

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

e Chest x-ray or chest CT!?

e Head and Neck CT or MRI(optional in early
cancer)

»Dental evaluation

€ Optional
»Abdominal / Neck Sonography
»Whole body bone scan ( if PET/CT not done)
>»PET-CT( Advanced stage)
» Nutrition, speech and swallowing evaluation/therapy
» Multidisciplinary consultation
(CardioOncology)
» Preanesthesia studies
» Fertility/reproductive counseling
» Screening for hepatitis B

CLINICAL STAGING

—— Salivary Gland — See Treatment of Primary and

Neck (Sali-2)

BACK

1. Chest CT should be considered for patients at high risk for thoracic metastases.
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Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

PATHOLOGY RESULT

_ Follow-up as

Benign

or

~ clinically indicated

If tumor spillage or
Lowgrade ——— perir]eural invasion, | —
. consider RT Recurrent or
T1,T2i |_> Comp;!ete Follow-up Persistent
resection - ;
(See FOLL-A) SDASS?Ze) (See
Adenoid cystic;
Intermediate or > RT >
high grade
Parotid
gland
T3.T4a ,» Surgical _, Cancer See Treatment
1 evaluation site (SALI-3)
Other
salivary |—
glands
. , N Definitive RT o Recurrent or
o resection possible or or ollow-up >N
Tab >resection not recommended Concurrent systemic (See FOLL-A) SDASS?Ze} (See
therapy/RT (category 2B)
M1 — ##R(ADV-2) 4«
BACK

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

» Chemotherapy can be given for disease control during pre-RT or OP period
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Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

CANCERSITE

Major salivary
gland (parotid,
submandibular,
sublingual)

Minor
salivary
gland

Clinical NO

Clinical N+

Clinical NO

Clinical N+

TREATMENT

Recurrent

No adverse ___ Follow-up or Persistent
pathologic (See FOLL-A) Disease (See
features SALI-4)

Surgery with

g?l’::l?rlgf resection Com;:le(;cely Adenoid cystic > RT

+ neck dissection resecte

for high-grade A .
Adverse pathologic features: .

and/or 13-4 tumors « Intermediate or high grade '(A‘O:J:f\é?p;dF;Tm
« Close or positive margins Sp stemic
* Neural/perineural invasion > tl¥era JRT

K  Lymph node metastases (cate pgr 2B)

Surgery + nec « Lymphatic/vascularinvasion gory

dissection « T3-4 tumors

Complete tumor

: —> :

resection Resection,
if possible

Completetumor [ | | Incompletely

Iresectlon an residual disease Definitive RT

ymph node Svsterni

dissection® No further > °hr ys eg‘_l'_c
resection possible therapy/

(category 2B)

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

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

<«=
BACK
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Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

RECURRENCE TREATMENT FOR RECURRENCE

C letel RT
Resectable —» -OMPIETElY
resected Adverse features:

* Intermediate or high grade
* Close or positive margins

« Neural/perineural invasion
« Lymph node metastases

Locoregional
recurrence
without

» Follow-up (see FOLL-A)

Adjuvant RT

or
Consider systemic
therapy/RT (category 2B)

prior RT « Lymphatic/vascular invasion

RT or

Unresectable — |Systemic therapy/RT (category 2B)

Surgery (preferred) or

Resectable L IETY AR . - .
Reirradiation * systemic therapy, clinical trial preferred

Locoregional '

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

[ PS = Performance Status (ECOG) | BACK

30
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> llf incidental N+ disease is present go to SALI-3.

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



EE@EE E’E."EEETE? | Head and Neck Cancer

Clinical Guidelinesin

@ (FOLLOW-UP) Oncology,FEMH-V.2.2025

® 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

¢ RT to the skull basec: « AM cortisol, growth hormone (GH), free T4, prolactin, insulin-like growth factor 2 (IGF-
2), luteinizing hormone (LH), follicle-stimulating hormone (FSH), serum adrenocorticotropic hormone (ACTH),
TSH, and total , bioavailable testosterone levels annually to evaluate panhypopituitarism following every 12 mo

e 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.
eThyroid-stimulating hormone (TSH) every 6-12 mo if neck irradiated.
e Dental evaluation for oral cavity and sites exposed to significant intraoral radiation treatment.
e Consider EBV DNA monitoring for nasopharyngeal cancer.
e Supportive care and rehabilitation:

» Speech/hearing and swallowing evaluation and rehabilitation as clinically indicated. <
» Nutritional evaluation and rehabilitation as clinically indicated until nutritional status is stabilized. BACK
» Ongoing surveillance for depression

» Smoking cessation and alcohol counseling as clinically indicated. 31

» Lymphedema evaluation and rehabilitation, as clinically indicated
FOLL-A 1 OF 2
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FOLLOW-UP RECOMMENDATIONS
POST CHEMORADIATION OR RT NECK EVALUATION

Assess extent of

) . : Unresectable — See ADV-3
Residual disease or distant Confirmed =
primary metastases: residual or
persistent «CT or MRI with »| Persistent
disease or contrast disease or Resection of residual
progression or progression Resectable primary and/or neck
* FDG-PET/ CT dissection
Assess extent of
After 4-8 weeks disease or distant FDG-PET/CT _ -
systemic clinical metastases: negative® — Observation >
therapy/RT assessment _ See
or RT as « FDG-PET/CT® at ‘ FDG-PET/ Observationor | .| Follow-
appropriate minimum 12 wk CT equivocal repeat EDG PET/ Biopsy |, up
CT at3-6 mo | (FOLL-A
FDG- PET/ . . .
10— | CTor MRI Resection of primary (if 10f2)
CT postlve . ;
or with contrast feasible) and/or neck
dissection if nodal
disease in neck (if
If response feasible)
CT Ef pr(ijr?ary and Imaging positive _ | Neck dissection or
heck and/or MRI gingp > | Consider FDG-PET
with contrast at 8— . . <4
12 wk imaging at 12 wk
_ _ BACK
Imaging negative > Observaton —

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.

FOLL-A 2 OF 2 32
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Clinical Guidelinesin
(Advanced) Oncology,FEMH-V.2.2025

@

Systemic therapy/RTab

PSO-1— (0" ,

Induction Systemic therapy (category 3)
followed by RT or Systemic therapy/RT

Newly diagnosed (MO) Definitive RT
T4b, any N or ‘ -
Unresectable nodal disease PS2 —»|Of . > aicfr?wllgzvngaaions Recurrent .
or cr?ncurrent or Systemic ‘ L » | Post or persistent disease
Unfit for surgery therapy/RT Chemoradiation or (See ADV-3)
RT (FOLL-A, 2 of 2)
Palliative RT

PS3 =™ | or

Single-agent systemic therapy
or

N‘ewly Best supportive care
diagnosed
disease

M1 disease at |

initial | » (See ADV-2)

presentation 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 4=
(CHEM-A).
» Chemotherapy can be given for disease control during pre-RT or OP period. BACK

bFor unresectable or metastatic disease where there is a plan for systemic therapy, a core biopsy would allow for ancillary immune-genomic testing

33
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Metastatic (M1)
disease at initial
presentation

Consider
locoregional
treatment based
on primary site
algorithms

Distant metastases ——

PS0-1 —»

v

pPS2 —»

PS3 —»

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

Combination or Single-agent Systemic therapy

or
Surgery

or

RT

or

Systemic therapy/RT for selected
patients with limited metastases
or

Best supportive care

Single-agent systemic therapy?
or

Best supportive care

t

Palliative RT

Or

Palliative surgery

Single-agent systemic
therapy

or

Best supportive care
+

Palliative RT

or

Palliative surgery

A\ 4

Systemic
therapy, or
Best
> supportive

care
or Palliative
RT

Best

supportive

care

or Alternate

singleagent

systemic

therapya

or Palliative RT

BACK
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DIAGNOSIS

Recurrent
or persistent
disease

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

Locoregional
recurrence

or persistent
disease without
prior RT

Locoregional
recurrence ,
second primary
or persistent
disease with

prior RT

Distant
metastases3

TREATMENT OF HEAD AND NECK CANCE

Resectable —»

Surgery

or

adverse
pathologic
features 2

(

Extranodal
extension and/o
positive margin

Other risk
features

Concurrent systemic therapy/RT! or
combination systemic therapy (category 3)
followed by RT or systemic therapy/RT

]Ic\lotadvezrse pathologic —» Qpservation—» Follow-up (See FOLL-A)
eatures

y’—» Systemic therapy/RT (category 1)

—

Unresectable —— €€ Treatment of Very Advanced Head

and Neck Cancer (ADV-1)

RT
or
Consider systemic therapy/RT

_ Therapy fqr persistent
disease as indicated

Resectable —— Surgery + postoperative reirradiation or systemic therapy/RT

Reirradiation * systemic therapy

or

Unresectable ——» Systemic therapy (see ADV-4)

—— See (ADV-4)

perineural invasion, vascular invasion, lymphatic invasion
3.Consider palliative RT as clinically indicated (eg, bone metastases).

or
Best supportive care

BACK
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DIAGNOSIS

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

(See ADV-3)

Recurrent or
persistent
disease with
distant
metastases

Distant metastases onlyl —————»

LConsider palliative RT as clinically indicated (eg, bone metastases)

PS0-1 —
ps2 —
PS3 —

TREATMENT

Combination systemic therapy
or

Single-agent systemic therapy
or

Surgery or RT or concurrent
systemic therapy/RT

for selected patients with
limited metastases or

Best supportive care
Single-agent systemictherapy

or

Best supportive care
+

Palliative RT

Or

Palliative surgery

Single-agent systemictherapy
or

Best supportive care

+

Palliative RT

Or

Palliative surgery

\4

PERSISTENT
DISEASE OR
PROGRESSION

Systemic
therapy

or

Best supportive
care

or Palliative RT

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

BACK

36

ADV-4




C @

BE B R i PR 15 | Chnieal Guidelnes

Clinical Guidelinesin
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Table 1

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

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

Primary Tumor (T)

TX
Tis
T1
T2
T3

T4

T4b

Primary tumor cannot be assessed Carcinoma in Situ

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

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

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

Moderately advanced or very advanced local disease

T4a Moderately advanced local disease

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

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

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

*DOI is depth of invasion and not tumor thickness.

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.
® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate
® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable
BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm - ST-1

Regional Lymph Nodes (N)

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

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

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

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

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

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

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

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

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

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

<«
BACK
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Table 1 — Continued
American Joint Committee on Cancer (AJCC)

TNM Staging Classification for the Oral Cavity (including mucosa of lip) (8th ed., 2017)
(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage, mucosal melanoma, and cutaneous squamous

cell carcinoma of the vermilion lip are not included)

Regional Lymph Nodes (N)
Pathological N (pN)

NX

NO

N1

N2
N2a
N2b
N2c

N3
N3a
N3b

Note: A designation of “U" or

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

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

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

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

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

bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension, ENE(-)

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( - )

Metastases in multiple ipsilateral node(s), none larger than 6 cm in greatest dimension and

ENE(-)

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

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(—); or metastasis in a single ipsilateral node
larger than 3 cm in greatest dimension and ENE(+); or multiple

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

size and ENE (+)

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

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

“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(+).

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable
BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm -

Distant Metastasis (M)
MO  No distant metastasis

M1  Distant metastasis

Histologic Grade (G)
G X Cannot be assessed Well

G 1 (differentiated Moderately
G 2 differentiated Poorly
G3 differentiated

Prognostic Stage Groups

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage I T2 NO MO
Stage llI T1,T2 N1 MO
T3 NO,N1 MO
Stage IVA T1 N2 MO
T2 N2 MO
T3 N2 MO
T4a NO,N1,N2 MO
Stage VB Any T N3 MO
T4b Any N MO
Stage IVC  Any T Any N M1
<=
BACK
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Table 2

American Joint Committee on Cancer (AJCC)
TNM Staging System for the Nasopharynx (8th ed., 2017)

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

Primary Tumor (T) Distant Metastasis (M)

TX  Primary tumor cannot be assessed

TO  No tumor identified, but EBV-positive cervical node(s) involvement
Tis Carcinoma in Situ

T1 Tumor confined to nasopharynx, or extension to oropharynx and/or nasal cavity
without parapharyngeal involvement

T2 Tumor with extension to parapharyngeal space, and/or adjacent soft tissue involvement
(medial pterygoid, lateral pterygoid, prevertebral muscles)

T3 Tumor with infiltration of bony structures at skull base, cervical vertebra, pterygoid
structures, and/or paranasal sinuses

T4 Tumor with intracranial extension, involvement of cranial nerves, hypopharynx, orbit, parotid
gland, and/ or extensive soft tissue infiltration beyond the lateral surface of the lateral pterygoid
muscle

Regional Lymph Nodes (N)
NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis

N1 Unilateral metastasis in cervical lymph node(s) and/or unilateral or bilateral
metastasis in retropharyngeal lymph node(s), 6 cm or smaller in greatest dimension, above the
caudal border of cricoid cartilage

N2 Bilateral metastasis in cervical lymph node(s), 6 cm or smaller in greatest
dimension, above the caudal border of cricoid cartilage

N3 Unilateral or bilateral metastasis in cervical lymph node(s), larger than 6 cm in
greatest dimension, and/or extension below the caudal border of cricoid cartilage

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® Intransoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

MO  No distant metastasis
M1  Distant metastasis

Histologic Grade (G)
A grading system 1s not used for NPCs.

Anatomic Stage/Prognostic Groups

Stage 0 Tis NO
Stage | T1 NO
Stage Il TO,T1 NI
T2 NO,N1
Stage lll TO,T1,T2 N2
T3 NO,N1,N2
Stage IVA T4 NO,N1,N2
Any T N3
Stage IVB Any T Any N

MO
MO
MO
MO
MO
MO
MO
MO
M1

BACK
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American Joint Committee on Cancer (AJCC)

TNM Staging System for the Nasopharynx (9th ed., 2024)

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

Primary Tumor (T) Distant Metastasis (M)

TX  Primary tumor cannot be assessed
TO  No tumor identified, but EBV-positive cervical node(s) involvement
Tis  Carcinoma /n situ

cMO No distant metastasis

cM1 Distant metastasis

Tl  Tumor confined to nasopharynx, or extension to oropharynx and/or nasal cavity

without parapharyngeal involvement organs/sites

T2  Tumor with extension to parapharyngeal space, and/or adjacent soft tissue involvement
(medial pterygoid, lateral pterygoid, prevertebral muscles) organs/sites

T3  Tumor with infiltration of bony structures at skull base, cervical vertebra, pterygoid

cM1la 3 metastatic lesions in one or more

cM1b >3 metastatic lesions in one or more

pM1 Microscopic confirmation of distant metastasis

structures, and/or paranasal sinuses pM1la Microscopic confirmation of 3 metastatic

T4  Tumor with intracranial extension, involvement of cranial nerves, hypopharynx, orbit, parotid

gland, and/ or extensive soft tissue infiltration beyond the anterolateral surface of the lateral

pterygoid muscle

N2 Tumor involvement of bilateral cervical lymph nodes,

Regional Lymph Nodes (N) AND all of the following:

NX Regional lymph nodes cannot be assessed

NO No tumor involvement of regional lymph node(s) * 6 cm in greatest dimension

N1 Tumor involvement of any of the following: + above the caudal border of cricoid cartilage Stage 0
« unilateral cervical lymph node(s) « without advanced extranodal extension Stage IA
« unilateral or bilateral retropharyngeal lymph N3 Tumor involvement of unilateral or bilateral cervical Stage IB
node(s) lymph Stagelll
AND all of the following: node(s), AND any of the following:
+ <6 cm in greatest dimension « > 6.cmin greatest dimension Stage lll
» above the caudal border of cricoid cartilage - extension below the caudal border of cricoid
« without advanced extranodal extension cartilage Stage IVA
« advanced radiologic extranodal extension with Stage IVB
2024 NCCN involvement of adjacent muscles, skin, and/or
At this time there is no universal definition for what constitutes a clear/close margin. neurovascular bundle

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® [ntransoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

ExigiR - WK T Close margin s FIEEREE—BUEW - MIERHFAERIRN - AR SEREER4 mm - J2RANREEBHEREZmm - Close (<1 mm) HEAIEFEEAAEER >4 mm -

Tis
T1-T2
TO-T2
TO-T2

T3

T4
Any T
Any T
Any T

lesions in one or more organs/sites

pM1b Microscopic confirmation of >3 metastatic
lesions in one or more organs/sites
Histologic Grade (G)

A grading system is not used for NPCs.
Anatomic Stage/Prognostic Groups

NO
NO
N1
N2
NO-N2
Any N
N3
Any N
Any N

BACK
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MO
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MO
MO
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Table 3
American Joint Committee on Cancer (AJCQO)

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

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

Oropharynx (pl6-) {)0 pharynx ) ) o
Primary tumor canndt be assessed Carcinoma /n situ X Primary tumor cannot be assessed Carcinoma /n situ
TIS Tumor 2 cm or smaller in greatest dimension Tis Tumor limited to one subsite of hypopharynx and/or 2 cm
T1 Tumor larger than 2 cm but not larger than 4 cm in greatest Tl or smaller in greatest dimension
T2 dimension Tumor invades more than one subsite of hypopharynx or an
T2 adjacent site, or measures larger than 2 cm but not larger
T3 Tumor larger than 4 cm in greatest dimension or extension to lingual Eheamnilégrc mnxln greatest dimension without fixation of
surface of epiglottis y . . . .
T4 Moderately advanced or very advanced local disease Tump rlarger than 4cmin grea’gest dimension or with
. T3 fixation of hemilarynx or extension to esophageal mucosa
T4a Moderately advanced local disease .
. . : _ Moderately advanced or very advanced local disease T4a
Tumor invades the larynx, extrinsic muscle of tongue, medial pterygoid, T4

hard palate, or mandible* Moderately advanced Iocgl diseasg . .
Tdb  Very advanced local discase Tumor invades thyroid/cricoid cartilage, hyoid bone, thyroid
. . 4 gland, esophageal muscle or central compartment soft
Tumor invades lateral pterygoid muscle, pterygoid plates, lateral tissue*
nasopharynx, or skull base or encases carotid artery Tab Very advanced local disease
*Note: Mucosal extension to lingual surface of epiglottis from primary tumors of Tumor invades prevertebral fascia, encases carotid artery, or
the base of the tongue and vallecula does not constitute invasion of the larynx. involves mediastinal structures

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

BACK

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit), 4 1

® Glottic cancers, a 1- to 2-mm margin is considered adequate
® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable
BEFRR - 5 " Close margin, FIBEBHR—BUER - WIERHS AR - WEASEEZERER4 mm - AISRNREEE R HEERZmm - Close (<1 mm) SHEAIFEERREER >4 mm - ST-4
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Table 3 — Continued
American Joint Committee on Cancer (AJCC)

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

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

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

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 node larger than 3 cm but not larger than 6 cm in greatest dimension and
ENEC( - ); or metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and
ENE(-);
or in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension
and ENE(-)
N2a  Metastasis in a single ipsilateral node larger than 3 cm but not larger than 6 cm in
greatest dimension and ENE(—)
N2b  Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension
and ENE(-)
N2c  Metastases in bilateral or contralateral lymph nodes, none larger than 6 cm in greatest
dimension and ENE(-)
N3 Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-);
or metastasis in any node(s) and clinically overt ENE(+)
N3a  Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-)
N3b  Metastasis in any node(s) and clinically overt ENE(+)

Note: A designationof “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(+). m

2024 NCCN BACK

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate 42
® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEXxiB®R - B "Close margin, WEERE—BER - RMERNBEFIENR - TRSEEZEZRA mm - NSRS R HERLZmm - Close (<1 mm) StELIEEZEIAIFERR >4 mm - ST-5
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Table 3 — Continued
American Joint Committee on Cancer (AJCC)

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

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

Regional Lymph Nodes (N):
Pathological N (pN) - Oropharynx (p16-) and Hypopharynx
N X Regional lymph nodes cannot be assessed No regional lymph node metastasis

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

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

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

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

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

and ENE(—)

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

greatest dimension and ENE(—)

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

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

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

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

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

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

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm -

Distant Metastasis (M) M0

No distant metastasis M1

Distant metastasis

Histologic Grade (G)

GX Grade cannot be assessed

G1 Well differentiated

G2 Moderately differentiated

G3 Poorly differentiated

G4 Undifferentiated
Prognostic Stage Groups

Stage 0
Stage |

Stagelll
Stage i

Stage IVA

Stage IVB

Stage IVC

Tis

T1

T2

T3

T1

T2

T3

T1

T2

T3
T4a
T4b
Any T
Any T

NO
NO
NO
NO

N1

N1

N1

N2
N2

N2
NO,N1,N2
Any N
N3
Any N

MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
M1
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Table 4
American Joint Committee on Cancer (AJCC

TNM Staging System for HPV- Medlated) (p16+) Oropharyngeal Cancer (8th ed., 2017)
(Not including: P16-negative (p16-) cancers of the oropharynx)

Primary Tumor (T)

TO No primary identified

T1 Tumor 2 cm or smaller in greatest dimension

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

T3 Tumor larger than 4 cm in greatest dimension or extension to lingual surface of epiglottis

T4 Moderately advanced local disease

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

l\r/l1uc|osal extension to lingual surface of epiglottis from primary tumors of the base of the tongue and vallecula does not constitute invasion of

the larynx.
Regional Lymph Nodes (N) Clinical N (cN)
NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis

N1 One or more ipsilateral lymph nodes, none larger than 6 cm N2

Prognostic Stage Groups
Clinical
Stagel T0,T1,T2

Contralateral or bilateral lymph nodes, none larger than 6 cm N3 Stage |l $(3),T1,T2
Lymph node(s) larger than 6 cm Stage Il TOT1T2T3
Pathological N (pN) T4
NX Regional lymph nodes cannot be assessed Stage IV any T
pNO No regional lymph node metastasis pN1 Metastasis in 4 or .
fewer lymph nodes pN2 Metastasis in more than 4 lymph nodes Pathological

Stage | TO,T1,T2
Distant Metastasis (M) MO No distant metastasis M1 Distant Stage Il TO,T1,T2
metastasis T3.T4
Histologic Grade (G) Stage lll  T3,74
No grading system exists for HPV-mediated oropharyngeal tumors Stage IV AnyT

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEXxiB®R - B "Close margin, WEERE—BER - RMERNBEFIENR - TRSEEZEZRA mm - NSRS R HERLZmm - Close (<1 mm) StELIEEZEIAIFERR >4 mm -

NO,N1

N2

NO,N1,N2 N3
NO,N1,N2,N3

Any N

NO,N1 MO
N2 MO
NO,N1 MO
N2 MO
Any N M1

MO
MO
MO
MO
MO
M1

BACK

44

ST-7




Head and Neck Cancer
Clinical Guidelinesin
Oncology,FEMH-V.2.2025

PR SAE R R 15 5|
(AJCC)

@

Table 5
American Joint Committee on Cancer (AJCC) TNM Staging System for the Larynx (8th ed., 2017)

(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone and cartilage, and mucosal melanoma of the lip and oral cavity are not included)

Primary Tumor (T)

TX  Primary tumor cannot be assessed
Tis Carcinoma in situ

Supraglottis

Glottis
T1 Tumor limited to the vocal cord(s) (may involve anterior or posterior commissure)

with normal mobility
Tla Tumor limited to one vocal cord

T1b Tumor involves both vocal cords
T2 Tumor extends to supraglottis and/or subglottis, and/or with impaired vocal cord mobility

T Tumor hr{n.ted to one subsite of supraglottis with normal vocal Tumor limited to the larynx with vocal cord fixation and/or invasion of
T %(fié??gi};g’es mucosa of more than one ad . T3 paraglottic space and/or inner cortex of the thyroid cartilage Moderately advanced or very
jacent subsite of advanced
supraglottis or glottis or region outside thg supraglottis (eg, T4 T4a Moderately advanced local disease
gﬁ&;saifhgiie f(j)i;ggiu(ff t}‘l’:lllgf;iiv medial wall of pyriform Tumor invades through the out@r cortex of the thyroid car'tilage gnd/or invad;s 'tissues beyond the
o ) L larynx (eg, trachea, cricoid cartilage, soft tissues of neck including deep extrinsic muscle of the
T3 Tumor limited to larynx th vocal ;or_d fixation and{ or tongue, strap muscles, thyroid, or esophagus)
invades any of the following: postcricoid area, preepiglottic T4b Very advanced local disease
space, paraglottic space, and/or inner cortex of thyroid cartilage Tumor invades prevertebral space, encases carotid artery, or invades mediastinal structures
Moderately advanced or very advanced T4a  Moderately
T4 advanced local disease
Tumor invades through the outer cortex of the thyroid cartilage
and/or invades tissues beyond the larynx (eg, trachea, soft Subglottis
tissues of neck including deep extrinsic muscle of the tongue, T1 Tumor limited to the subglottis
strap muscles, thyroid, or esophagus) T2 Tumor extends to vocal cord(s) with normal or impaired mobility
T4b Very advanced local disease T3 Tumor limited to larynx with vocal cord fixation and/or inner cortex of the
Tumor invades prevertebral space, encases carotid artery, or thyroid cartilage
invades mediastinal structures T4 Moderately advanced or very advanced
T4a Moderately advanced local disease
Tumor 1nvades cricoid or thyroid cartilage and/or invades tissues beyond the larynx (eg,
trachea, soft tissues of neck including deep extrinsic muscles of the tongue, strap muscles,
thyroid, or esophagus)
T4b Very advanced local disease m
Tumor invades prevertebral space, encases carotid artery, or invades mediastinal structures
2024 NCCN BACK

At this time there is no universal definition for what constitutes a clear/close margin.
® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate 4 5

BEFRR - #5 "Close margin, KIEEBHE—BUER -

In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable
RIBRGMRIR N - WEESEEERR4 mm - 2 ANRIEEREEREZmm - Close (<1 mm) SEEAIFEEMRIFER >4 mm - ST-8
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Table 5 — Continued
American Joint Committee on Cancer (AJCC) TNM Staging System for the Larynx (8th ed., 2017)

(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage are not included)

Regional Lymph Nodes (N) Clinical N (cN)

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

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

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

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

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

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

N3 Metastasis in a lymph node, larger than 6 cm in greatest dimension and ENE( - );
or metastasis in any lymph node(s) with clinically overt ENE(+)
N3a Metastasis in a lymph node, larger than 6 cm in greatest dimension and ENE(-)
N3b  Metastasis in any lymph node(s) with clinically overt ENE(+)

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

BACK

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit), 4 6

® Glottic cancers, a 1- to 2-mm margin is considered adequate
® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable
EIBRIE - $5 " Close margin, WIEEHE—HEH - FERBAIFIER - TRASEREEE4 mm - TEAMNIREE B R IERZmm - Close (<1 mm) AT BN AIFEIS >4 mm - ST-9
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Table 5 — Continued
American Joint Committee on Cancer (AJCC) TNM Staging System for the Larynx (8th ed., 2017)

(Nonepithelial tumors such as those of lymphoid tissue, soft tissue, bone, and cartilage are not included)

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

G2 Moderately differentiated

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

ipsilateral node, larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-) Prognostic Stage Groups
N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and Stage 0 Tis NO
ENEC) Stagel Tl NO
N2c¢ Metastases in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest Stage Il T NO
dimension and ENE(_) Stage i T3 NO
N3 Metastasis in a lymph node, larger than 6 cm in greatest dimension and ENE(-); T1 N1
or metastasis in a single ipsilateral node, larger than 3 cm in greatest dimension and ENE(+); or multiple ipsilateral, T N1
contralateral, or bilateral lymph nodes and any with ENE(+); or a single contralateral node of any size and ENE(+) T3 N1
N3a Metastasis in a lymph node, larger than 6 cm in greatest dimension and ENE(—) Stage VA Tl N
N3b Metastasis in a single ipsilateral node, larger than 3 cm in greatest dimension and ENE(+); or multiple ipsilateral, ™ N

contralateral, or bilateral lymph nodes any with ENE(+); or a single contralateral node of any size and ENE(+) T 2

T4a NO,N1,N2
StagelVB AnyT N3

*Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U) T4b Any N
or below the lower border of the cricoid (L) Stage IVC AnyT AnyN
Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+)

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEXxiB®R - B "Close margin, WEERE—BER - RMERNBEFIENR - TRSEEZEZRA mm - NSRS R HERLZmm - Close (<1 mm) StELIEEZEIAIFERR >4 mm -
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MO
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Table 6
American Joint Committee on Cancer (AJCC)

TNM Staging System for the Nasal Cavity and Paranasal Sinuses (8th ed., 2017)

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

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

Maxillary Sinus
T1 Tumor limited to maxillary sinus mucosa with no erosion or destruction of bone

Tumor causing bone erosion or destruction including extension into the hard palate
T2 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,

T3 subcutaneous tissues, floor or medial wall of orbit, pterygoid fossa, ethmoid sinuses

Moderately advanced or very advanced local disease T4a Moderately advanced local

T4 disease
Tumor invades anterior orbital contents, skin of cheek, pterygoid plates,
infratemporal fossa, cribriform plate, sphenoid or frontal sinuses

T4b Very advanced local disease

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

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm -

Nasal Cavity and Ethmoid Sinus

T1

T2

T3

T4

Tumor restricted to any one subsite, with or without bony invasion

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

Tumor extends to invade the medial wall or floor of the
orbit, maxillary sinus, palate, or cribriform plate
Moderately advanced or very advanced local disease T4a

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

T4b Very advanced local disease

Tumor invades any of the following: orbital apex, dura, brain,
middle cranial fossa, cranial nerves other than (V2), nasopharynx,
or clivus
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Table 6 — Continued
American Joint Committee on Cancer (AJCC)

TNM Staging System for the Nasal Cavity and Paranasal Sinuses (8th ed., 2017)

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

Regional Lymph Nodes (N) Clinical N (cN)

NX
NO
N1
N2

N3

N2a

N2b
N2c

N3a
N3b

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

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

Metastasis in a single ipsilateral lymph node larger than

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

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

3 c¢m 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: 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(+).

2024 NCCN
At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm -
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Table 6 — Continued

American Joint Committee on Cancer (AJCC) . .
TNM Staging System for the Nasal Cavity and Paranasal Sinuses (8th ed., 2017)

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

Regional Lymph Nodes (N) Pathological N (pN)

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

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

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

N2a  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(-)
N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and ENE( - )
N2c¢ Metastases in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension and ENE( - )

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

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

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

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

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm -
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Table 6 — Continued

American Joint Committee on Cancer (AJCC) . .
TNM Staging System for the Nasal Cavity and Paranasal Sinuses (8th ed., 2017)

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

Prognostic Stage Groups

Distant Metastasis (M
Stage 0 Tis NO MO M)

Stage | T1 NO MO MO No distant metastasis (no pathologic MO0; use clinical M to complete stage group)
Stage |l T2 NO MO M1 Distant metastasis
Stage i Tl NI MO Histologic Grade (G)
r NI MO GX  Grade cannot be assessed
Stage IVA ﬁ Eg N ﬁg GL Well differentiated
) N2 MO G2 Moderatfﬂy dlfffzrentlated
T3 N2 MO G3  Poorly differentiated
T4a NO,N1,N2 MO
Stage VB  AnyT N3 MO
T4b Any N MO
StageIVC  Any T Any N M1

2024 NCCN BACK

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate 5 1
® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEXxiB®R - B "Close margin, WEERE—BER - RMERNBEFIENR - TRSEEZEZRA mm - NSRS R HERLZmm - Close (<1 mm) StELIEEZEIAIFERR >4 mm - ST-14
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Table 7
American Joint Committee on Cancer (AJCC)

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

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

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

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

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

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

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

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

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

N3b  Metastasis in any node(s) with clinically overt ENE(+) (ENEC)2

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

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

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm -
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Table 7 — Continued

American Joint Committee on Cancer (AJCC)

TNM Staging System for Cervica Lym ph Nodes and Unknown Primary Tumors of the Head and Neck (8th ed., 2017)
(Squamous cell carcinoma and salivary gland carcinoma of all head and neck sites except HPV-related oropharynx cancer, nasopharynx cancer, melanoma, thyroid carcinoma, and sarcoma.
Staging of the patient who presents with an occult primary tumor and EBV-unrelated and HPV-unrelated metastatic cervical lymphadenopathy 1s 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 Il TO N1 MO
NO No regional lymph node metastasis Stage IVA TO N2 MO
N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(-) Stage IVB TO N3 MO
N2 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+); of larger than 3 cm but  Stage IVC  TO Any N M1

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 c¢cm in greatest
dimension and ENE(-)

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

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

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

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

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

N3b  Metastasis in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); or multiple ipsilateral,
contralateral, or bilateral nodes any size and ENE(+) in any node; Or a single contralateral node of any size and ENE(+)
IMidline nodes are considered 1p511ateral nodes.
2ENE detected on histopathologic examination is designated as ENEmi (microscopic ENE < 2 mm) or ENEma (major ENE >2 mm). Both ENEmi and ENEma
qualify as ENE(+) for definition of pN.

Note: A designation of “U” or “L” may be used for any N category to indicate metastasis above the lower border of the cricoid (U) m
or below the lower border of the cricoid (L). Similarly, clinical and pathological ENE should be recorded as ENE(—) or ENE(+). BACK
2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate 5 3
® [ntransoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

EBBIR - H1% " Close margin ) WEBBHE—BUEH - FERBHR IR - TRAHRERT4 mm - TENNREEELIEREmm - Close (<1 mm) SUBEATERIERIRZEIN >4 mm ST-16
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Table 8

American Joint Committee on Cancer (AJCC)
TNM Staging System for the Major Salivary Glands (8th ed., 2017)

(Parotid, submandibular, and sublingual)

Primary Tumor (T)

TX
TO
Tis
T1

T2

T3

T4

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

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

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

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

Moderately advanced or very advanced disease T4a
Moderately advanced disease

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

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

and/or

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

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.
® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable
BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm -

Regional Lymph Nodes (N)

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

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

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

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

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

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

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

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

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

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

American Joint Committee on Cancer (AJCCI)_
TNM Staging System for the Major Salivary Glands (8th ed., 2017)

(Parotid, submandibular, and sublingual)

Distant Metastasis (M)

Regional Lymph Nodes (N) Pathological N (pN)

MO  No distant metastasis

N X Regional lymph nodes cannot be assessed No regional lymph node metastasis M1  Distant metastasis

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

N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(+); or Anatomic Stage/Prognostic Groups
larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(—); or metastases in multiple Stage 0 Tis NO

N2 ipsilateral lymph node(s), none larger than 6 cm in greatest dimension and ENE(-); or in bilateral or Sta

. . ; gel T1 NO

contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-) Stage I - NO
N2a Metastasis in a single ipsilateral lymph node 3 cm or smaller in greatest dimension and ENE(+) or 9
a single ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-) Stage Il T3 NO
N2b Metastases in multiple ipsilateral lymph nodes, none larger than 6 cm in greatest dimension and TO,T1,T2,T3 N1
ENE(-) Stage IVA  TO N2
N2c Metastases in bilateral or contralateral lymph node(s), none more than 6 cm in greatest dimension Tl N2
and ENE(-) T2 N2
Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-); or T3 N2
in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); T4 NONLN2
or multiple ipsilateral, contralateral, or bilateral nodes any with ENE(+); or a single contralateral node a e

N3 of any size and ENE(+) Stage IVB  Any T N3
N3a Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-) T4b Any N
N3b Metastasis in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); or Stage IVC  Any T Any N
multiple ipsilateral, contralateral, or bilateral nodes any with ENE(+); or a single contralateral node of
any size and ENE(+)

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

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate

® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm -

MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
Ml
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Table 9
American Joint Committee on Cancer (AJCC]
TNM Staging System for Mucosal Melanoma of the Head and Neck (8th ed., 2017)

Primary Tumor (T) Distant Metastasis (M) MO No distant metastasis M1
T3 Tumors limited to the mucosa and immediately underlying soft tissue, regardless of Distant metastasis

thickness or greatest dimension; for example, polypoid nasal disease, pigmented or

nonpigmented lesions of the oral cavity, pharynx, or larynx Histologic Grade (G)
T4 Moderately advanced or very advanced There is no recommended histologic grading system at this time.

T4a Moderately advanced disease

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

Currently, there 18 no clear ability to determine

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

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

Regional Lymph Nodes (N)

NX  Regional lymph nodes cannot be assessed
NO  No regional lymph node metastases

N1 Regional lymph node metastases present

BACK

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

® pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

® Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

® Glottic cancers, a 1- to 2-mm margin is considered adequate 5 6
® In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

BEFRR - #5 "Close margin, MEEBEE—BUER - RIBRGHISIRG - WESEEZEREE4 mm - T2 RNREE R HIEER#HLmm « Close (<1 mm) SHEEAFEEEMRZER >4 mm - ST-18
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Bz l==yi Eip=p=

(Simultaneous integrated boost, SIB)

_~=EENERE
(Sequential)

CTV_H : 2~2.2 Gy/fx, t0 69.3~72.6 Gy
CTV_M : 1.8 Gy/fx, to 59.4~63 Gy

CTV_L : 1.6~1.8 Gy/fx, to 50.4~56 Gy
BRETRE : 32~35% - EH1R - BA5SRK -

EZPE—58(Phase 1)

BE#EE : CTV.H+CTV_M+CTV_L
£ & : 44~50 Gy

HIRER - 22~25% - BH1X -

E%P& — 55 (Phase 2) EZP& %8 (Phase 2)
IEetEsE - CTV_H IEgfEsE : CTV._H+CTV.M
ZEHE : 66~72Gy |BIEEH : 54~60 Gy

EZP&E =255 (Phase 3)
R EEE  CTV_H
SIS : 66~72 Gy

TERS S PR EE* (clinical target volume, CTV) : BB X HOEFRIL & E -
KBRBISETIUSSE CTV. H - CTV.MRECTV.L - <=
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BB IMNEN S EE — ~—ERREHEHEE
(Simultaneous integrated boost, SIB) (Sequential)
CTV_H : 2~2.2 Gy/fx, to 60~66 Gy EgPE—25 (Phase 1)
CTV_M : 1.8 Gy/fx, to 54~59.4 Gy BHFEE : CTV._H+CTV_M+CTV_L
CTV_L : 1.6~1.8 Gy/fx, to 50.4~56 Gy S5 E : 44~50 Gy
BRETRE : 30~33% - §H1IR - EE5XK - RGIE : 22~25k - BH1RK -

EXP& —55(Phase 2)
BREEiE : CTV_H
Z1EHEIE : 60~66 Gy

E%P& —55(Phase 2)
BEH#EHE : CTV._H+CTV_M
KEEH : 54~60 Gy

EZPE =55 (Phase 3)
fRevEEE : CTV_H
SFEEH : 60~66 Gy

FiiREARFERNERHSEEMNES - RIENRIBHEE£270~74Gy -

TERS S PR B * (clinical target volume, CTV) : @B X HOEFRIL & E -
BEMRNESEI U2 E CTV.H - CTV. MKECTV. L -
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1% < 54 Gy=l 1%RIE= T8 A #E4860 Gy
12 < 60 Gysl 1% ESTE A #B2E65 Gy
=8 < 54 Gy

195 < 50 Gy

195 < 35 Gy

\EEENS:x12 Gy

FIt9F < 26 Gy

FlS & < 70Gysk1 ccASTRBIBEATS Gy
EZEHTI¥50 Gy

EIt9F < 45 Gy

MEEFREHIIF35 Gy
30GyRIESTERIEE5562.5%

B ==l < 66 Gy
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S kS

BRSARAELIF - MEaE - EEREAE - SIREUBHREAR - SRNBERFSEEME AR

aEeE - UNIEZSEREEF - dJsetaBEpRERRESERa R EHAREAENFNESME RN ERES
ek e aFEAREARBSERVATETEALTFIN  IEERBNELEEZNMEERIESERHB/ASLTS -

1.

v »d W N

EEMRFEEER - OFIIBEAZE ( Unstable angina ~ recent myocardial infarction + decompensated
heart failure - COPD FEV1 < 50% )  BFEINEEAZE ( Ccr <30 - cirrhosis child C) - @ #&performance
statuszZ ( ECOG 3-4)

Fie>70m BB EISRE(ECOG3-4)ry%m A

R EA AR FH g & H DI

BEMINEEARZ : liver cirrhosis@EM/NMRAZ ~ PT ~ APTT prolonged%

FEERREREEMFIRERE  tongue ~ tongue base * mouth floor + hypopharynx * larynxZ& A1 £ 4R
UEER - Kﬁ(T4b)ETﬁE%fﬁZT@’f$D¥D&EE - EBRERNSREEBN3b) AT RERERERE - SIMNEAEZ
AREROZREGERS: - U -EEEZRETRMERKETIFRN ZEEIE -

BRRAEREREEMEMER  BERFRICMESHKLM - sStE2BNREEARME (tumor engage common
carotid artery, T4b ) -

=& A

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

BEES scalel-57 - BRAKBEEREEREE  BW—EESH FM&E>2% - —BHREENE>5% - m 62
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= fe bR A A A BRI

TEZERZ 1R aR B/ AHEAFRAR
— ¥z
Cﬂﬁ&ﬁﬁ%’r éﬁfk) WMREBEEEE)NEA - ITRARESESAIIPNERER ;| RMRER2EH - REARESE
2P B I E RETR (class 1 Kclass 2) »

2EEES
RS AR

|

BT mEES | &R
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i3

2
— R EIEHES
& Ens= 51 &R o2 BRI A=

eEESR T
ZENRE

PYEE HRER

2% ‘

RTEZEN FHER
EREE

—_BRSRR KRR
ME=EREMUGBE 68 98 - 12A8) £46.6BER1-3819BA -

= ABE:

(1) =BEAEBESGEEE

(2) EEAB BEREREZERERZLO MK E(EEM)

BRI A

TiETFZIKBmEE SGEarkimARS R RIKREERE  EFERERETEN -

ﬂ EE«(E{":H}—HZAA/:E?E .

1) ZBMHRAEMER . OFINEEARZE (Unstable angina - recent myocardial infarction
decompensated heart failure -+ COPD FEV1 < 50% ) - FBINgEARZE ( Ccr <30 - cirrhosis
child C) - &% performance statusZ ( ECOG 3-4)

) FER>TOREBESENREA

) RERASZEANGIE

) BMINEEAZE : liver cirrhosisEXM/\MrRAZ  PT » APTT prolonged

) EEERREIEEMFIRERE : tongue ~ tongue base * mouth floor + hypopharynx
larynxE MR PRI EBRE - XA (TAb)BuIsEEM B IFIRIERIE - BRBRIBHEB(N3b)T
BRRERBER  SIMWALERERERAZRERIRERE - M -EE2EFETHENES
BRI 2 BEE -

(5) EBERIZZHEEHLMER  ERFRILCMESAE - SiEBNRELKDE (tumor

engage common carotid artery, T4b ) -

6) EZE&ERN:

« Cachexia/Severe We|ght loss:BWL >5% in one month » BWL >10% in two to six month

. BEESscalel-57 - BRAKBEENEERE  BW—ERSF FE>2% - —EHRETR

>5% -

N BRSRE S ARE AR
BARZETHABEIHERSERE - FREENEE LHESEBRATS ZRE - WHAR

FEEHNIR RS ENEEZENH - <«
JJDEI BACK
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KRERERES]
— - BEREEYHERAEASEERN TGRS
BEERIAERRESHFMN - MEKRNEERE - BREBEARER JEREIEEAS - ST EU:
(—)FinLAMURMERZSAINAREY - HENGEHE MNE - HERSEZTE - 2.8EES - YR KIBIRAEE
N3 BT RA SRR SRR R EIEES ME 8 L8 RIREUAE D2 M E6. TR E RES =
( VI BT 4R B ABER R 1. [ RERE RS 38 2. 0 BY 1M 57 /8 3% 3. [0 82 fiE (xerostomia)4. AL N 4 #E {E (fibrosis) 5.5 B8 2 B (trismus) 6.
BERET KB RIRE &8 IE Higk

= BEWEMSEER
MR EERHEEE THEE L K TRE L MAR S UM EEE AREFNRHEEERINUNA -
i-4=1
—)BEINEE

"BE ) ENERLESNEMET  RKEMPNRERAEET  REBIERE-B & & 5 | FERELEW
NEE , IRBEFERPTEREBEREBRBIARRE  ZHRWESTALLEE  BISELBEERHE - BEERBEAS
BIgREs -8 &5 AENBEELRE - BEUNTIRERRASGAR - IRANERFEBEAZE - DIKRBEIERKRIE
BaEfERR D - OFKE - BENEX - BEEZITRCTEER) - #8ulscfEanm s M ERE -
(D) B EIRE 251t
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BE RERERRES

(D) EEERES

1. BINESRENE  IXERSTHRE(BEE & B8 HIABRRAE  DEBER - BHRENFOBIRE
SEEMERAEES - MIAEREE S @ENER - EESTARIWERY - |RIRAZHSHIGZNESTE
RIEMERE - FMASELURENSENILEER

2. imDDT%ﬁ””E/EEBEB@(range of motion, ROM)

1) BEEIREE"X CPIRRBR A" "R BEREK -

2) HEEBRFSMRIEY - FRER ; MEORT LA - 75 TEAERRE -

3. WEMRARE  WEREREFBINFERATE - BE - DIRAZBESWE -

4. BAREE MABESHZENHELURABEERY -

a.1BE

(—)uzs.‘z%m’*t
RS ENENAENES  BEEEBEEWEE 22 5 BREEEENR  SERREWEE 52

S EMEREFE - EHA - EXEERFHEMA - HEEERIBBEE - BEASREET KTRET S

MBSV EEERNEE  HoBEURNEESEESVREARERE  ERVIREATMEREERG ; NEReEENE

HEHMEAEKERGSIREECEFEBET VN  SLASTEETNRERRE -
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a5 hERE#EES]
(D)EZINeETE  DREEFRISFHENE  BFEENE - BEHHE - SRS NBMEINEEFE - BRI REINRE
aHE - RBBENNEIE -
(=)BEE RIS
1. L INEEARE (vocal function exercise) :

B —" - SiSHEHY BREERFBEIET -

)" I X"(NO)E - BEEFEIEE -
)" IX"(NO)F - HEEBRES -
HP"X"FRKIEDo ~ Re~ Mi~ Fa~ Sol - BESEZEENRB#ERFERE
2. HEBRE -
3. HIE&HZE -
4. ZRUVIREBESHEER  REEEDL  [EBINIALXESR  SENALRESR - LBWAOEH -
M. BESEERENTWINEET (A RIER
(—)EE AR

"E L, ERYIREHECEASTIHN—EEMBE - ERENEEAESINE | 1L.OREEE . REYEIEE
BEREE - 2.0 BeERESIEERRE - 3RS  EERFHETEEHRIIRE LS -48EH . _REBE
BEABP - E—ERABNEFEUREILEE - AxERNERYIRE - SHREYEIEIER -

-Iﬂ)d

1

{18 IS

)E
)
)
)
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RERERERES

OERNEREE

1. EERAGAE . B5ROK EEREYHESEZD -

2. MBERNAR : BYBECERIFEIMA - A5 EKEE -

3. HEEFIAR  BAHSESAE - EEEZHAICEEZ - MNE FEROE -

4. SEWNINEEPSHE . BRI REISHE -

5. NEREBHRERE . EEEWRNRE @ EREVIEENZEEE -

6. SHREAREREFERD KEEALANEHAETALF -

7. FRERFAR: BZEF -

8. &R BREeMSHROS -

(=)EEINEERF G AT

1. OE#FINEE . E2kERG MENSE - SIRNEEHE - BREl 1R - 1HIE - 2Z8E] - BEWAOES -

2. ETEBEINEEFFE(trial swallow) : ke KHm ik 4 T/ 0 ERkEe - BHRE - WhiAEY) - HERYEERERY)
- EERERBEPTEES LB - ERRHEE - BYEER(residue) - 2&EZAEREIIZEREE

3. EHRNE . BEEREAEWIES (Videofluoroscopic swallowing study) ~ ##RRIREERE (Fiberoptic
Endoscopic Examination, FEES) -

(M)EEEEREER T

1. UEMEEDA : BE5REeYEN - KE - aEMUNRRBRERRS <ED 68
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&5 RER{ERTES]

2. OE®FES . =5 8§ 5 EEREISNANDERIENOEEIFEHE -

3. BEFE:

1) ZREBEOE  IBINEENRE - FEEHNEBESZZF -

2) LEBFERX . AA THR - & ZW, WSRETERSE - aReeEIEANEKE -

3) BLILEBRMEEZE MR "THAORS - & - W, WS RETEREFE - clfEFAFREAD - BreBEIE AR
3% .

4) RAOERZE . EENRBEESNRADIERE - o IBNEROERS - BREMABNERS -

5) HZTEMAREWX  EOKEEREMFEE EHFEF - BNIES_ CHRVREERR - BN ERE -

6) Masako&Elx | BMERFFEEZEOK - oIENMIFEK BRI DE -

4. FIRwBZHLARIE(Deep pharyngeal neuromuscular stimulation)

h - %8

BESSmERSM - ERASMAMNEEN - BEEARNZAVERRATIHRKES - BRNEBIEE - EIREEAE

EEMNBOHSFEN BN ABESREZNESEHSETGLELSE  SRAERZFLEREMIENNEERE -
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B RERERRESI

EREZ 2K #%£(2015) - EESEE e A S lamER—RAERFM - =Jdb™h : Z=EkE -
Logemann, J. A.(1998). "Evaluation and Treatment of Swallowing Disorders.” Austin: PRO-ED, Inc.

Logemann, J. A.(2005). “The role of exercise programs for dysphagia patients.” Dysphagia.20(2):139-
140.
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DR ERA T ENIRSRE S EE X

HERAMBERFINAAFTEEEXREE
BEARERBIREFTEERBCETOR - TETRAEF ; mROERILEREE
RIRFTIFERBEENAFAEZNE  RERBREME - FIEAPWE -

+ R EE] R

JIJ=| 2019/09%12020/08 2020/10/12 % 2021/01/31
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PREAEIRAE B ERF a5 ()

+ -
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BEEEE

FRE - OEAHERE -
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ffff4+4.Enhanced Recovery After Surgery (ERAS) Protocol for Head and Neck Surgery
BRSARRF TRV INE R =

Phase Key Actions

Phase 1: 1.Education & Counseling° Provide ERAS information, patient education

Pre-operation | MMEEH RHUERASEH - ITHEBHE - HEIEE T HFITIEITEIEIHE -

2.Risk Assessment: Surglcal and anesthesia evaluation, ICU need assessment.
Rz ER S Flg B2 R A PR RS - ICURRSKES - RIBB[EBRIBEEINEHREZETRK -

3.0ptimization: Nutrition, smoking/alcohol cessation, anemia management.
EHEmER aEEaEl AAAEEEMNEE -

4.Prehabilitation: Spirometry, speech therapy for swallowing.
ERFA M EEET ( Spirometry ) FHEMITNEE - LHIRES ARETEMINEEME

5.Multidisciplinary Collaboration: Tumor board review and collaboration.
SEREE BRVEEZEBRTEN G - LI ERE LR -

FERFITE B0 IEN (PONV) @ G E IS EfE BRI -
7.Pain Management: Patient-controlled analgesia (PCA) preparation
RBER EHHABZER (PCA) -
8.Antibiotics & Disinfection: Skin and oral hygiene, prophylactic antibiotics.
MERBBHS MNREEEORESE - ERBAMMRNERDEERRER -
9.Carbohydrate Loading: Nutritionist-guided carbohydrate use.
MR KSR EE2EREMEE NETRIK KIES YR -

6.Prevention of nausea and vomiting (PONV): Prevention: Antiemetic medication.

BACK 7 8
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ffff4+4.Enhanced Recovery After Surgery (ERAS) Protocol for Head and Neck Surgery
BRSARRF TRV INE R =

Phase Key Actions

1.Standard Anesthesia: BIS monitoring, optimal muscle tone with Sugammadex.
RAEfiREE: BRFIROREE R (BIS) - EASugammadexrRiFsENERS -

2.Blood Glucose Management: Monitor and control.
[l 3548 B R B2 45l B /K SF - DUAPRAR B BE /by -

3.Hypothermia Prevention: Core temperature maintenance.
O ERR A BEROER - R EERRE

4.Surgical Site Care: Drains, sutures, Vacuum assisted closure (VAC) if needed.
FTEARE EASITERESEE  NERRAEERHHNEAE (VAC) -

Phase 2:
Intra-operative

BACK 7 9
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ffff4+4.Enhanced Recovery After Surgery (ERAS) Protocol for Head and Neck Surgery
BRSARRF TRV INE R =

Phase Key Actions

Phase3: 11 |CU/Specialized Care: Based on patient condition.
Postoperative | - s imism iR 2 SR 0= CURE -
2.Nutrition: Early oral intake or tube feeding.
SERE BHEEREROLENEREEES -
3.Analgesia & Fluid Balance: Multimodal pain control, zero balance fluid therapy.
IFREREETE: RAZENIER A - BRBSREHT  #ERRTE -
4.Early Mobilization: Encourage movement, rehab exercises.
FPHERS: EREETREEE - MERLZHERNT ALUDIEKE -
5.Flap/Tracheostomy Care: Monitor flap, educate on tracheostomy care.
R/ REIRE: BRI - TR bR R n e -

sack S0
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pRsAEE R B ARE FREERA

1.

Leukopenia or Neutropenia: WBC < 1000/mm3 or absolute neutrophil count < 500 mm3

- EERF

. RTEMREENE
. FRICEBEEE

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

. BEF
o Emn

. FRicEBERDE

——

484
=<

——

484
=<

3. Thrombocytopenia: Platelet < 25000/mm3

4.

- Z&EF

T K E S =il
. —F')/Q'fbf_nﬂﬁﬁ'znﬂ
Liver function abnormality: AST/ALT >20 x ULN, Total bilirubin >10 x ULN

Z6%
1<

—+—
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pRtEE s REMAREIFRAEERA

5. Renal function abnormality: Cr >6.0 x ULN

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

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

IEEMolEERE - MiRK - RS

BIEHEEINEERERREE VERBEERED
{F &L B IRELY)

ERIFE

EE%SEE?@

e e

AMhEEE  RE - EMEYY
KABREEETR
BEYFEARETE
SXREMEERE - ZELCRIEE

AeRER

BACK
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pRAE T RE AR (FREERA

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

9. Mucositis: Life-threatening consequences; urgent intervention indicated

SHERE KRR
LT RE AR P22

=SB - BB

A
S0 EE KRR
LETRE AR T2

=SB - BE

oo 3=E 7
HI =

BHERES

DiN==:)]
HI =N

RERESZ T

10. Skin rash: Life-threatening consequences

BREMRE

BACK
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@

= RSB RE{FAEIERA

| =]
WAl
[
3k

W

iU
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)

> W

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

Oct;29. Suppl 4:iv126-iv142.

5. D EPeterson, 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. BlJordan, 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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EE“‘E“IZFF,.,\%%??%B - CEUpF 3% aEES]
~ BT

|

M BECEAFEEYERENHEINESL - 2EANHIEE(Immunosuppressive therapy) B #EIEHIEE: - 28T
- HERNRRIFEINERE  EEREARASEBERPERNESR  HPURSUNTXEERRER - MBS X
EEENRTERS @ UBRERE  LWEEZEESHEASBMEEERRBY - Bt - TRERBEMCEAER - 4
A ANDEERBRBABEEB  CAMXRGERAERARETAEE - WESHREATRNMIXRRSEY - W
IERAREEE MR mEERE - AR NRE  EEREEMETXMBEdaE

N

%, % 37 %1
_ (Immunosuppression)
HBVDNA | ' T

| 1
. . AR EL
= g P:"_ﬁ P ‘/j‘ ol s TN 73
Alissa Visram, et al. “Defining and grading HBV reactivation” AASLD, 2015 <=2
Back 9D
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BREARMEAE A IABAIB - CRIIF KGR S|

FUE3EIEERE  REME (HBsAg ) - REMHAE (Anti-HBs ) - #Z/0\HikE ( Anti-HBclgG ) - &
FEBHHIA - AEBRUAFTRELZWEE - HAnti-HBclgGEHERIAZS 14 -

12 14 BRI % [R & (chronic hepatitis B)/ARENRZZHEB/NER - T1986F EfMER ZEIMITB
MZEeEr a2 ASRERNBIRERARE/EENEBNEFEHRE  FRANZRRE 5%
RIEMERE - FHIEI986FAIEAE - §iF15% ~20%RBMFRE - MEF I LHNERERS -
FE1EBUBHT 5 #& (Resolved hepatitis B) @ & A& A BB IIIEFIRE - HBsAg(-) * Anti-HBclgG(+)
- BREHRERBIEZE - WHAnti-HBSAD¥ ABEE E BT mEEERENHNZRE - EEANti-
HBsAb(+) - BREABTEEBEECARREE ; K ZAnti-HBsAb(-) - BBABEEEE(LERES -

BB FRE: ERER®S HBV DNALHEBIRERE - £®REMFIEAN - BRERSE/0% -

RERBIEE: EREERR/HBs AgiES(reversion)si 2 M+ HBV DNAMWHIR - EREHMFHIEET
EREERNBAL5% -
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BRERENEEAE BB A AIB « CEIFF 8 E 55|
3. BRfERmE

a.

b.

P8 2 HA(silent reactivation): B & ilEl - BBAREERIE L7 - (BE2MP AT FEERIE I E 28
EF e

HF K & 28 BA(HBV associated hepatitis): REHAIHIEAZERE - REBRAFZHKE - THREHNEZK

FHINT AR - SERERIR £ - AEMEE e mIBAME RN RIRS -

B IR BT 3 (fulminant haptic failure): 038> % A ROl 8E E@x}%‘i%ﬁ?x‘%ﬂ/ AERAMSET - [
PHBV DNALUKFFHE8IAME E7t - ST AR IR (T - HIRMTINAE - FTAsmEE -~ B MINEESE
BERE - SET RO SEA -

4. ERERE

a.

BT 12 3 &l Bz EA B T /R SR AR RO A 1

N MEE5FE RIREEHRIITRI R
= EE ks HBsAg(+), Anti-HBc(+), Anti-HBs(-) =z
oh 5 Ja B HBsAg(-), Anti-HBc(+), Anti-HBs(-) &
&= R B HBsAg(-), Anti-HBc(+), Anti-HBs(+) &
<4

BACK 8 7
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BRSARPEE R EIAEAIB - CEUHF K IaEIES]

b.

BT 18 £& [ fes 2 o0 2 I 1l 282 4 138 4 £53 {6 FR AV IS A A0 A 1%

[2 Bz = X S 1wl 22 ) e 4 B {F FR A
ESEE(LEAE

ST %5 B AAREHDHEIE (M rituximab) & 38 %4 e E 3N I T 224y -

U lemesneEEE (S0 1020 25 ) BABEEAR 48
BESEHE%E
ESEYEHENEER R EAHIBENRVIEEEZEY) (NTNF-o therapy, cytokine inhibitor,

o [ [ s integrin inhibitor, TKIZ %)
FHENSEER (SRR 10=2% ) BABEREEAR 48 -
FREME SEERBAERE/ NN 1B

BER R

ERIFEEREREFR R R NHIE -

BACK
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BREARNEE A A FAIB - CERIIF KGR S|

5.

BRI RARE: BRI K
B4

SR 2 BRI M L5 B e i A=

EETRE
B IEBA
fRiReb i A % #A]HBsAg#=
Anti-HBcAb
HBsAg(+), HBsAg(-), HBsAg(-),
Anti-HBcAb(+) Anti-HBcAb(+) Anti-HBCcADb(-)
1R BB & B/ ABAF &% N
I — /\ Anti-HBsAb(+)| | Anti-HBsAb
EAERE |0 | BERER P RE M %, ) o
B B A #t 9 FB A T F Bk ATHRRE O REITHARS
BiRE N BIREN
} } l #3
AR R 2 | 1308 A% .
ek AIHBV DNA, HAT R
HBsAg, ALT
4
BACK
HIREEE

REAECR AT -
ER - BEREBEAEREO6ER - DIFARHBEIFT K3 1F -
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EE“‘E“BFF,.,\%‘%%ﬁB - CEUpF keS|

1.

- CAURT %

8  CHMXEERXRNBIMIREMRT - BRARKLBEEETEL - FRAE - Am - BECEFXBENaE
MBI EREL - ZYXFEA(Drug-drug interaction)#X&s - WAIREYHAE - BRKSENRTEETER
BT - Fr= - 201452 ORCHZEY B - X8 TCHAENESE - 8RECEFXABE2EAT RHIZE -
REREES-12F - BRXRIENNMU L - HEREAREINEIEEZEKCEMXAEL - BRAER] - AITTES

CEURT Mgl - R ERACE FRBE - BRI -

> AR CENT KT AR T
ﬁaﬁﬁg £ . . (+) | #4257 #:BHCV RNA, YU = B
J sl Anti-HCV . . | L
A mRIAN % 8 194 AST ALT L

HelfRfRARE: ALT BES - H Anti-HCV 22 HCV RNA 9 &5 E -
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BRSARNEAE B A QB AIB - CRIMF KGR 5|

Iy -
1.

N

W

SZ R

J.S. Lubel, A. G. Testro, et al. “Hepatitis B virus reactivation following immunosuppressive therapy:
guidelines for prevention and management” /nternal Medicine Journal 37 (2007) 705-712

Anthony Myint, M.D., Myron J. Tong, M.D,, Ph.D. and Simon W. Beaven, M.D,, Ph.D. “Reactivation of
Hepatitis B Virus: A Review of Clinical Guidelines”  Clinical Liver Disease, VOL 15, NO 4, APRIL 2020
Makoto Oketani, Akio Ido, et al. “Prevention of hepatitis B virus reactivation in patients receiving
Immunosuppressive therapy or chemotherapy” Hepatology Research2012;42: 627-636

Terrault NA, Lok ASF, McMahon BJ, et al. “Update on prevention, diagnosis, and treatment of chronic
hepatitis B: AASLD 2018 hepatitis B guidance.” Hepatology 2018;67:1560-1599.
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=ik B ESRSEEREBEERA
— TR FHBET0R - B2EEAN(ECOG) grade 3-4
— - BERIRHA
1. #5% (Comorbidity) : £%CCl (Charlson Comorbidity Index) &2 SR EESEREE X RE - O MIIEEEREAZE (
Unstable angina ~ recent myocardial infarction - decompensated heart failure - COPD FEV1 < 50% ) ~ FF&1If
BEEE A ZE ( Ccr <30 - cirrhosis child C ) fREBAEZEIMEE -
o DLlEER : BN OMEEErFIBEMT A O0MINEE - BEE M ERE e RIES - WEHAER -
o [MEfEm : WAREZIEMUME - MIEMMEEUMRSE - BENTWERFSERZEDZEGER - RESERR ;
RIBEEHMEIRE - TR MM 2 PR -
o HINEEAZE : RIFENZRBMEEFENER ; ZBRGEAETHEY D - taxaneXZBERMINGEAMEREB AW
KSR - WHERI/IVOEITER ; JaFEBRERRYIERINGE - B#RBERKSHEEMNBERR ; BNESRER
L [E3E HEATREAE -
o EBINEEAZE : &Y EE o KcisplatinE R Scarboplatin - MNAKEHEESHEE - ofZEMOMRUfursy 212 EE 4%
HcetuximabEXUE#t{EFccisplatin - SRIBEREFEEBHGIAE | TR KOGEENR ZBIERIEER
HENRER ; BReBESHEY) -
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= 4 Bl 1 55 TE VA s R i TR R A

2. Z2& (Nutrition) :

PABMI (Body Mass Index) &1 6fE 532 &= N EAR DL ZEEARES -

ZREBRMETEEHEER HRPMEEHTmEER - LRREANRE E0EERFEEND -
PREEAERERGAIEORSZR BARERBEROEMER 7EE  DEEERNZEN -

RERERERBRUESSERS SIS EMERINERER  SREDREXRBNESHASRINERER - 0.
BRETERIBEERE - SHMAERIIREAER  AERRRERESE  MRAEEGTERFESEEEER -

Z &M (Polypharmacy) :

MEREMAERE (B2 EMRPfIZ R 28 mAE) ML EEBEANEERSERRE -
1R FZE el P ZE ey R B e R 2 R B EA (drug-drug interaction) - 1R15 T &2 BERNEITREAS

4. REHEZF (Social support)

RBEBANIMEGESTETREREAHEEMR  BERFESRUE —H XA MAT A UBHRRENGE - F
AL BRSNS 5 24 - SIUEFRRES - BERIR RARE - WARKERES  BOal - LUES
SRS IFARE -

ERENEEWELIEIBEXENRE

o AfRiREERE  LHEBTHHEESHAEZRSE NI RHESHARNRFAE - HERERAEHR

BAEREFNEEST

<3
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S BESEREREBEERA
= ABREEHEES
Sl BAESEZBESERE - BEFilr - WE - EERSRBURER ZERBEREZMN] EEAIFEFERE - B
= EF h 2G0T definitive treatment - EZcXFpalliative treatment&E ZEbest supportive care - EiEie
BERF WA ERTRESS  SEESESERNTEERAREZB/ MEXERT - MEEE ZBACBE
RIK -
1. o :
OERFIRWIFZURFMHNE—EE - BEIFHLEBILREE - BANELEEE/ZREINEE - HEENKE
o T2 MBI KL EF L Fir @bk - MEERRERETIE ( HIZAACS NSQIP Surgical Risk Calculator,

American College of Surgeons National Surgical Quality Improvement Program Surgical Risk

Calculator)
2. WMEHHEE

o LCEREEEAXBHASMEINE aE AR - BIfFH - EESREERE -

® WHhaENIE o RARRRIBENETHE -

o HEERMGFNAEEHZFMEXRESELERENKBHESSERE @ R 7 o kKBARGRIRSEENS aEREORER
EIFERASEW14030-02-002ETIEDIRESN - BEBREA/TRBEFHESEXFNA - INENEEE
AR R

o HEIFSHMHEEEE  EFRFHIEREIFHERE - BACK 94
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S BESRAEREBEERR
4. (28 EETELARE :

o TLERBEH MR BE - BE  REE - 888 - BEEYBESETHRESTM -

o SRNBEMERE AENENEFERBNEER/E  BAFN2REBATETHGAE  EETERY
BEHaE - ARHhoiTREHEES I AE - to]ZEBUORufurst 2122 cetuximabEV N EF L&
cisplatin -

o SIBEFFE  FEEFMEEKpalliative treatmentZZFMEE - SU2EBMEGIAE -

® oJ£%ECancer and Aging Research Group Chemo Toxicity Calculatorf&fhim B iF= LB AE A BEESL
grade 3-5EIFANEMSE - BENET(CEE SRS -

5. RZAE :
AREBREBPSFANEFERRE - Ao/ EMRERNFEFEEFERRES R AENURMEE - BB/
B ER R B Tl BE

° ;E/J\/L\%FT?I‘HEﬁﬁﬂ’ﬁﬁﬁ(lmmune-related adverse event, irAE)VE 4 - B4R SEHESRIEFBIHEERENER

- OJBEETBERRER - RBRAHREREKRBAINGENTE -

BACK 9 5



S T A = Head and Neck Cancer
EE%EEE%EE*E%' Clinical Guidelines in
@ (Cancer of the Head and Neck) Oncology,FEMH-V.2.2025

=ik B E SRR R B R R A
g~ 2Z2&5iHR:
1.National Comprehensive Cancer Network. (2021). Older Adult Oncology (version 1.2021). Retrieved
from https://www.nccn.org/professionals/physician_gls/pdf/senior.pdf
2.B Singh, et al. Validation of the Charlson comorbidity index in patients with head and neck cancer: a
multi-institutional study. Laryngoscope. 1997 Nov;107(11 Pt 1):1469-75.
3.ACS NSQIP Surgical Risk Calculator. https://riskcalculator.facs.org/RiskCalculator/
4.Peter S Vosler, et al. Predicting complications of major head and neck oncological surgery: an
evaluation of the ACS NSQIP surgical risk calculator. J Otolaryngol Head Neck Surg. 2018 Mar
22;47(1):21.
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Bz BB SR RERR SRR R B R IE IR A
— EER: DM BYERERE
kB RIESHEE R - 7] Unstable angina ~ recent myocardial infarction + decompensated heart
failure ~ COPD FEV1 < 50% ~ Ccr < 30 - cirrhosis child C -
— AERIFE Y
1. DR :
® 52 70\ il P e R P B8 Bl A /D B O B
O SIS ERER R (FIYNMAE - B - MAGHT) K=& EmRIES - T2 EHAEA -
2. HhEREERR
o EE V@M TR - MM BEMITRS - BE MRS E A ESER - DIRESERME -
o RIENLERERIE -
3.8BUEEAE
® AfREFHcreatinine level - TEHEFE L MEE - 5F&creatinine clearanceskCockcroft-Gault
equationsE BIFRIFHE B IHRE -
® ZEYNEIED[{fcisplatinE# Bcarboplatin - MARMHFHEESHAE - ol ZELIRIEZEY cetuximab &
EHARE -

BACK 9 7
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EEH R IAERE R B EIE R
4 FFINEER R :

o EIXMIMERBEEEEUNUERIEZIEN - AlNSUBERINFKECRMFKERF - EN B SN BT
BB S B AT AEAE -

o JERMUMIE(CEREZEAE -

o ILATFIFENIKSE (portal hypertension)iEZ RAHEIFEREIE - AN EEFIKHRETEEFIKMERER
filg -

o RIFNEREMEESENER - SNEERHR/ONSMREY) - BB5ERE AIEEZEY S - cisplatin
Kcarboplatin R INEEREE R R B INAFRELE - Mtaxane kmethotrexateRIFEE S £ 8%
ERERFER -

5. R BPIEHE (B2 EtRIFZRIZEMRAZ) TSGR EEHE MG HEEAZESH
#@PLAEAZER 2 R BERA (drug-drug interaction) - RIE &2 EEMETER M -
PERMETHE  HYBREHLRERBIEREETKETEE -

Wr

o
I
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ExE R BASAE R B IR R R
L

1. DR

o PfhERRARRE - ®fluid overload -

o MHIRZMOMRIBEDS  [SEEZO0MRHENEE
2. ftiEREE T

® EHMENIRE - FEMFEE MK 2 bR -

o HRIFNIEEREFXF -
3. FhEeR = -

o BAFFEEMIR(HBsAQ)GH BB NERAERGRALBRIE - ER(EEaEEREOLER

= FAZE -

_|

o oEEMAVEIFRI(TEN - BES éﬁﬁ%ﬁéﬁﬁ”ﬁké"ﬂ?ﬂ)%|§§H?E7J< SRR - ofF

FITINBEEEINFRAE - TR BAIK - K/NVDEEEDE - RN ABE -
o EBREPEYIERIIINEE -
4. BIBEA=E :

o EEEMMEIER(EM - iER - MIERERIUKE NE)5|58MRK - Si2BEPR
EREZMBER  FTEEBTKD - fHEEBEEERNFIRFEMIT - K/JVDE

o aEBRETBYUERNBEIEE  BOBSUENER -

1 FABELAT K R

Eih &N B AE IR AF 2l 15
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B E IR AERR SA R R R R TR R Al

g~ 2288

1. National Comprehensive Cancer Network. (2021). Older Adult Oncology (version 1.2021). Retrieved from
https://www.nccn.org/professionals/physician_gls/pdf/senior.pdf

2. G Curigliano, et al. Management of cardiac disease in cancer patients throughout oncological treatment:
ESMO consensus recommendations. Ann Oncol. 2020 Feb;31(2):171-190.

3. Magnus Gottlieb, et al. Prevalence and management of pulmonary comorbidity in patients with lung and
head and neck cancer. Acta Oncol. 2015 May;54(5):767-71.

4. Matthias Pinter, et al. Cancer and liver cirrhosis: implications on prognosis and management. ESMO
Open. 2016 Mar 17;1(2):e000042.

5.Mitchell H Rosner, et al. Onconephrology: The intersections between the kidney and cancer. CA CancerJ
Clin. 2021 Jan;71(1):47-77
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= BRI IE 1 75 88

CEBE BB HANCCN (National Comprehensive Cancer Network) guideline - & A EEEZEY) 2 3
MR SR - gaSaEE Az D - Cisplatin ~ Carboplatin AUC>4 AR5 5ERIEN - FFUIRER -

LEVEL

AGENT

High emetic risk
(>90% frequency of emsis)

Carboplatin AUC > 4,Cisplatin

Moderate emetic risk

(>30%->90% frequency of emsis) FU) ,Gemcitabine,Paclitaxel

Carboplatin AUC <4,Docetaxel,Fluorouracil (5-

Minmal emetic risk
(<10% frequency of emsis)

Cetuximab,Ipilimumab,Methotrexate <50 mg/m?,
Nivolumab,Pembrolizumab,Afatinib,Capecitabine

— RAERBZREMIENM (breakthrough nausea/vomiting) : KIRRIZAIEINA[E) ks 7 | &M %2
PUFZNCCN guidelinez 2% - Fabim AR I e E Bl 5 2

Type

AGENT

Atypical antipsychotic

Olanzapine 5-10 mg PO daily

Benzodiazepine

Lorazepam 0.5-2 mg PO/IV PRNQ6H

Other

Haloperidol 0.5-2 mg PO/IV PRNQ6H, Metoclopramide 10-20 mg
PO/IV PRNQ6H

Phenothiazine

Prochlorperazine 5-10 mg PO/IV PRNQ6H

5-HT3 receptor antagonist

Granisetron 1-2 mg PO daily

Corticosteroid

Dexamethasone 5-12 mg PO/IV daily

® A ARM =I5 - i AZa]PRNEA S5 A <«= 101
o N —im LT = ENNaTak M LNt FZE BACK
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St Y IE N R &R
= SR HZEY 2 EPhIRR A%
Type AGENT

NK1 receptor antagonist :
AP ol EZERVEY) A 5121

®Emend IV (Fosaprepitant) 150mg IV on Day 1

® Akynzeo (netupitant 300mg/palonosetron 0.5mg) PO on Day 1 (t#&
& HZE 82 NK1 receptor antagonist & 5-HT3 receptor antagonist - &
TEERINEREECHEAM5-HT3 receptor antagonist)

5-HT3 receptor antagonist :
KB olEZERNEEY A5 5211

®Palonosetron (Aloxi) 0.25 mg IV on Day 1
®Granisetron (Kytril) 2 mg PO or 1-3mg IV on Day 1

® Dexamethasone 5-12mg PO/IV on Day 1, then 5-8mg PO/IV on Day 2-4
® Olanzapine (Zyprexa Zydis) 5-10 mg PO on Day 1-4
® EZHEFINKL receptor antagonist + 5-HT3 receptor antagonist + Dexamethasone - 7o) & EZEINE N

FOlanzapine (B E# )

M~ 2=Z58

<4

National Comprehensive Cancer Network. (2021). Antiemesis (version 1.2021). Retrieved from BACK
https://www.nccn.org/professionals/physician_gls/pdf/antiemesis.pdf 102
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RS SR BE R 3 IR Al

— D IBRRIRSEREEORE - SRR ZIEERER] 5
1.11@%79 AeEE MEHERS%
2.2-6EHAISE FEEIE10%

— JARERIRHE

1. BEEXFEHEBMI (Body mass index)s8iMUST (Malnutrition Universal Screening Tool) &£ 35R£E T8 -
WETZZFAMTA

2. FHMEEEERARNRYEE R 7O FHRE - AN . FEES - ORENZIAERKE - FEEE - BSEE
(M/L,\I]Elli B - BE - A WINEEER (ME - BFiklR - Sis)

3. JBE (FilT - WEHAE - M EES A Eﬁf%) AIENEBRERERR ZERE  BEERNAERLTTUEEXRF
- PlNEEE/Ea+ _EHhENSRHEBESENFREIEE MUHA TFTERIEER (BFIW megestrol
acetate)

4, FESRARZESERERES  RBRIZENEGZSZET W - WEUaEREEE R G

<4
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Updated on 2017-1-16

Pharynx-1:T1-4aNO-N2 Unresectablel,2l1 AChemotherapy can be given for disease control during

preRT waiting period.

Pharynx-2 :T4b or N3 CCRT2.3 /RT or cetuximab/RT3/0.AChemotherapy can be given for disease

control during pre-RT waiting period.

Updated on 2018-11-19

Oral-3:/c88NCCNZEE5] - CCRT or Definitive RT (only for lip)

Oral-4:{xBBNCCNE B BE]

[RAARERIES Ipharynx&35 - MKEBNCCNEZEZ1F pharynx&82 43 B Oropharynx &hypopharynx and larynx&
Orph-1:A&kBNCCN#ZZwork up &84 Il ANutrition, speech and swallowing evaluation/therapy as indicated
Orph-2~4:&k#ENCCNEZE - Hi¥P16(+)KPl6(-) 8BS HEREAPIESI

Pharynx-1:work up 3B 10 ANutrition, speech and swallowing evaluation/therapy as indicated and Consider pulmonary function
tests for conservation surgery candidates

Pharynx-2:#&BENCCN{Ez] - No adverse features— A FriEZobservation or RT

Pharynx-3:#k88NCCN1E3] - No adverse features— APz iZ:Zobservation or RT

Pharynx-4:#&kBBNCCN1EE] - T1-2,N+;T3,any N - ZE Xt Jonly RT

Naso:work up: £ I0_Consider Epstein-Barr virus (EBV)/DNA testinge + Consider ophthalmologic and endocrine evaluation as
clinically indicated - Nutrition,speech and swallowing evaluation/therapy as indicated

Updated on 2018-11-19

Naso LAk BBNCCNZ:ZIE5]:M1—Platinum-based combination chemotherapy—RT to primary and neck or Chemo/RT as clinically
indicated

Sali-work up: ik EBNCCNZZwork up#i43 Il ANutrition, 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:fixBBNCCN# 15

ADV1~4: 1k BENCCNZZE#T 15
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Updated on 2019-05-13

[ Oral-1] :CLINICAL STAGING:T4b, any N, or unresectable nodal disease fl_t Unfit for surgery

[ Oral-2] :T1-2,NO,xBENCCNZ & B aResection of primary + SLN biopsy#& E#Neck dissectiong
if SLN pN+ or SLN identificationunsuccessful XSLNO - BEEELBEML -

[ Oral-3] :Clinical staging T1-2,N1-3;T3-424%T4a -

[ ORPH-1] :Clinical staging 3 =3IP16(-) AnyTe&kT1-4,N2-3

[ ORPH-2] :Transoral or open resection of primary+ neck dissectionfk B NCCNZ a%Resection of

Primary and ipsilateral or bilateral neck dissection < For T1-2,N1 only RT+systemic therapycZf% T2 only

[ ORPH-3] :Transoral or open resection of primary+ neck dissectionfx B NCCNZ A Resection of

Primary and ipsilateral or bilateral neck dissection -

[ ORPH-4] :Clinical staging P16(-) anyTe& X T1-4 - Transoral or open resection of primary+ neck dissectionfx 88 NCCN 2L %
Resection of Primary and ipsilateral or bilateral neck dissection -

[ Naso-1] :AnyT,anyN,M1Eri&NRT or surgery in select patients with oligometastatic disease -

[ SALI-1] :T1 T2#:ZAdenoid cystic;Intermediate or high grade—EZERT -

Updated on 2020-05-04

[Oral-1.0RPH-1.Pharynx-1.Naso-1.SALI-1] :FyWork up:#3&Smoking cessation counseling - Fertility/reproductive
counseling

[ Oral-3] :#1&One positive node without adverse features—RT or Observation

[ ORPH-2] :XE8P16(-)T3-4a,NO-1EE KA ERK -

[ ORPH-3] :(1)[R5E2T2 only:CCRT - {22 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(+):oJCCRT or RT

[ ORPH-4] :(1)ERRIZEGAP16(+),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(+):IRZZEN1-N3 - 2ZaNO-
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(#&/lland=iR) -
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Updated on 2020-05-04

[ FOLL-A 2 OF 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 progressionfZZ A Confirmed 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 orffllEk FNA or fl_tConsider= iR FDG-PET imaging at 12 wk -

[ ADV-2] :PS0-1-Systemic therapy/il_tCombination or Single-agent

[ ADV-3] :Locoregional recurrence without prior RT —Resectable —Concurrent systemic therapy/RT1ffllBRInduction systemic
therapyod 5% combination systemic therapy (category 3) followed by RT or systemic therapy/RT -

[ ADV-4] :Iflocoregional failure, consider locoregional treatment based on disease extent and symptoms—PS 0-1 —systemic
therapy/RTAIIN _Econcurrent— filBR G AR5 B (A P i) -

[588] :#&k#BAJCC 8th updata V.3 IRIEFT 2 HE -

Updated on 2020-12-28

[ Oral-3] :#r1EN3 -5 R (ADV-1)

[ Oral-4]) :#11&T4b or M1 -3 R (ADV-1)

[ ORPH-2] :P16(+)T1-2, NO-1filBR(single node<3cm) - fIBRA&ET1-2,N1A4 o]CCRT -

[ ORPH-3] :P16(+)T3-4,N0-1 - filBRsingle node<3cm

[ ORPH-4] : (1)P16(+),fIFRT1-2,N1(single node>3cm/or 2 or more ipsilateral nodes <6 cm), cN2-3 » T324A%T1-4,NO-3 -

(2)Resection of primary and ipsilateral or bilateral neck dissectionBEEN+HE 2 MR - BEEEEEBEREF - 3)MiET4b or M1 —
F R (ADV-1)

[ Pharynx-2] : T1-2,NOF#TECCRTEE RAE

[ Pharynx-3] :T1-2,N+,T3-T4a,any NEEEABBMREAF - ZConsider Systemic therapy/RT - & fErConsider -

[ Pharynx-4] :CR#&#zDefinitiveRT or Consider systemic therapy/RT - fllkConsider -

[ Salivary Gland ] 3&65IRARE—8 - REFIE5| KRERBESN=8 -

sack 116



TEIE G RIS S|
& (BT ET2)

Updated on 2020-12-28 &
[ SALI-4 ] It E#738 - follow up#& & Arecurrence—Distant metastases —fllfkClinical trial preferred?#I1g -
> CCRT# A& Systemic therapy/RT
> FBRGE [RAERREREFERRE]
Updated on 2021-07-05
[ Work up] :73 afIndicated &Optional -
[ ORPH-2] :RT+ systemic therapy:only for N1 -
[ Naso-2] :TO(EBV+)-T1, N1-3;T2-4, any N NO-3#&#& & #:1.Concurrent Systemic therapy/RT
followed by adjuvant chemotherapy 2.Concurrent Systemic therapy/RT 3.Induction chemtherapy followed by chemo/RT -
[ Naso-2] :Any T, any N, M1c2 3 T1-4,NO-3,M1 - &#& )&% Platinum-based combination Chemotherapy -
— AR Systemic therapy/RT as clinically indicated & —#Ef#Locoregional treatment to
oligometastatic sites -
[ FOLL-A 2 OF 2] :#Z&MCT3tMRI 8-12# - MIBRPET (optional) -
[ ADV-2] :PS2-3%7i&+Palliative RT Or Palliative surgery -
[ ADV-4] :PS2-3%7i&+Palliative RT Or Palliative surgery -
> EE:Chemotherapy can be given for disease control fllfRduring pre-RT waiting period -
> [ERBERER] FEFE>70 BB ESHEECOG3-473)WHEA -
>Fr8 [SEkEm AR ]
Updated on 2021-12-06
® (Zi]Page.7iRSEEEXEBHNEREE
o IMZSIHEFHRREREBEERA - BREHREESRRESEERA
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Updated on 2022-06-20

[ ORAL-3] :ffIBROne positive node without adverse features

[ ORAL-3] :#ri&Selected T4a patients who decline surgery

[ ORAL-4] :MIFRIEE

[ Pharynx-1] : 78R3 $8T2-3c2 A T1,NO-3 - T3-404 K T4a,NO-3

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

[ Naso-1]) :DIMO.M1&EH]

[ Naso-2] : #1&T2, NO, MO —Definitive RT+ concurrent systemic therapyk if high-risk features

[ Naso-2] :TO(EBV+)-T1, N1-3;T2-4, NO-324 A% T1-2,N1,MO0 or T3,NO,M0 —Concurrent systemic therapy/RT - Consider
induction or adjuvant chemotherapyk if high-risk featuresl

[ Naso-2] :T1-4,N0-3,M1e4%T3-4,N1-3,MO0 or Any T,N2-3,M0

[ Naso-3] :IEE#ri8

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

[ ADV-2] :PSO-1 - JAEE#EFTIE Palliative RT

[ ADV-2] :PS3 - JAE#EIIG o] tAlternate single-agent systemic therapyj or Palliative RT

[ ADV-4] :PSO-1 - aE#&#1E Palliative RT

[ ADV-4] :PS3 - JAEE MLt o tAlternate single-agent systemic therapyj or Palliative RT

o MIFREPA(CIEE 2 ZEEHEEE))-2022FHEREHN B Z i #1E FRAEPARNK
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Updated on 2023-05-08

HlE] A BB MR EEE ERE A -

H k. pRSEER RIS - OIEEED /pl6 negative X positive °

#aE:1.Adverse pathologic features: &#ri&close margins -

A3 F:No adverse features K Adverse features XA No adverse pathologic features KXAdverse pathologic features -

[ORAL-1] :T1-2,NO - T3NO ; T1-3,N1-3; T4a,NO-3 - T4b, any N, NO-3 or unresectable nodal disease or Unfit for surgery -
Metastatic (M1) disease initial presentation -
[ORAL-3]:
1.CLINICAL STAGING - 72A%T3NO;T1-3,N1-3 ~ T4a,NO-3 K Selected patients who decline or are unfit for surgery -
2.Selected patients who decline or are unfit for surgery#& o] #f{RT=LCCRT -
[ORPH-11] : Oropharynxs%P16 (-) &P16 (+) -
[ORPH-2] :
1.pl6-negative, T1-2, NO-1: pNO and no adverse pathologic features—Follow up -
2. pl6-negative, T1-2, NO-1: pN1 without other adverse pathologic features—Consider RT -
3.t pathologic -
[ Pharynx-31] : Excision of primary *unilateral or bilateral neck dissection—#71&pN1 without other adverse pathologic
features—Consider RT -
[NASO-2] : T3-4,N1-3,M0 or Any T,N2-3,MO—#11&Cell therapy (T4) -
[NASO-3] : T1-4,N0-3,M1—3fig&Cell therapy (T4 or M1) -
[FOLL-A 2 OF 2] : 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)or Consider FDG-PET/ CT2Za%CT or MRI with
contrast or FDG-PET/ CT -
Updated on 2023-05-08
[ADV-1] : Newly diagnosed (M0)T4b, any N or Unresectable nodal disease or Unfit for surgery—PS 2—#11Z o] #§{CCRT -
[ADV-2] : Metastatic (M1) disease at initial presentation—PS 3—#1ZSingle-agent systemic therapy -
[ADV-3] : Locoregional recurrence without prior RT & Locoregional recurrence, second primary with prior RT&#rigor
persistent disease -

[ADV-4] : PS 3—3#f1&Single-agent systemic therapy - <«
FESE s A BB RI2(P57): BACK
1 EES REE I MABENESERN  IHABHNELSAR « TEAEEYES AR  BIZSESDM - 119

2ABEHE S BIEMAB(I - CCRT - RT - {08 - 1280 - %9%) - BFLAR(FN - CCRT - RT ~ (L8 - 28 - %o00) - REBEAE -
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Updated on 2024-01-08

- Eif2023-12-145R%E AR REE K RIS E 2 AERBE
« #IEWork-up/Oo g h & BT8R [ORAL-11 [ORPH-2] [ Pharynx-11 [ NASO-1] [SALI-1]

»Multidisciplinary consultation(CardioOncology)
»Screening for hepatitis B

- fBR [ORAL-3] Selected patients who decline or are unfit for surgery#47Systemic therapy/RT or RT(if unfit for concurrent
systemic therapy/RT - {84 E 7 #EVery Advanced Head and Neck Cancer (ADV-1)
- g Tbridge therapy. Z [ORAL-2] [ORPH-1] [ Pharynx-1]1 [ NASO-11 [SALI-1]
«  Bridge therapy "Bridge therapy before waiting for Systemic therapy/RT
o ERBERIR R IE NSRS B IR AT AT AL TR
- MHEFEERHFNITUNRBERASERER®REIEE - 10:AM cortisol, growth hormone (GH), free T4, prolactin, insulin-like
growth factor 2 (IGF-2), luteinizing hormone (LH), follicle-stimulating hormone (FSH), serum adrenocorticotropic hormone
(ACTH), TSH,
- AJCCEHE/MNzEclear/close marginE# &% H

2024 NCCN

At this time there is no universal definition for what constitutes a clear/close margin.

pl6 (HPV)-positive oropharynx cancer: close margins (<3 mm)

Ethmoid Sinus Tumors: close margins (tumors adjacent to the cribriform plate and/or medial wall of the orbit),

Glottic cancers, a 1- to 2-mm margin is considered adequate

In transoral endoscopic and robotic approaches for oropharynx cancers, margins of 1.5-2.0 mm may be acceptable

F%;%;%‘iigﬁéé‘rrCIose margin ; FEEEEE—EWR - MIERFARIRN - A SEREEE4A mm - IJERNEEEREHIEEEZmm - Close (<1 mm) SLEEATE

= =rIRIEERR >4 mm -
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Updated on 2024-02-10

P2/ 7T 15 &%
P3HIFTAEEE) :
P51N:E B #ISOBE
REEASEIRMNREEPOHESEE  BIREEEE - SHPCEE - RREBE - IAREBXE - EEN0IEEN R P EEET
ORAL-3:B A% T1-3 ~ FIEEERT or Obs
[ORAL-1] [ORPH-1] [ Pharynx-1] [ NASO-1] [SALI-1] Work-up & Optional "Dental evaluation, Panoramic
radiography"#i# £ Indicated - {244 "Dental evaluation"
[ NASO-1] Work-up » Epstein-Barr virus (EBV)/DNA testing
[ NASO-2] Any T EACATO(EBV +)-2
[ SALI-1] MNEWhole body bone scan (if PET/CT not done)
[ NASO-3] Oligometastatic diseasefll&E
> RT to primary and regional nodes and to oligometastases as indicated or
» Cisplatin/RT or
» Maintenance capecitabine (Xeloda)

- FTIBTNM Staging System for the Nasopharynx (9th ed., 2024)

« &MMEnhanced Recovery After Surgery (ERAS) Protocol for Head and Neck Surgery
- SRS EREERETS RS

« EMEBERENEE

- EINEERERE
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