2024 & J oFPR SIS B ORIPEZ 2 40 1R

FE 2 Y 8T ks dig il

2024 # J FIE bRy 4p 5
AR R ERP Y 12016847 15p » AR T RPH 12016475 29 -

ARBITPH 12024 E 67 6P (RHERRRFROACHBHEPERLT L F)
# ] 45 ¢ AJCC 8™ edition (2017)

JF VR i R dn 51 8RB I R 2

2023 2024 o
REgaFlasyik REEEES ]S FleefiEgl
Reduce field boost ¥ % g £ #& CT scan simulation =i % FT4e

»T 0 I #a i treatmentplan %3 o

CTCAE v4.03 CTCAE v5.0
g #7 references A

2024 £ s 4 51 2 R
Page 1



2024 & J FVRS AR T RIS 2 4 1

¥ RLsdio o i R

- ~ 251 P e(curative intent):
Lo i
1. 25k TINOMO
. sty s R 4e 1 8 5%  TINI-3MO0;T2-4NanyMO
2. Any T, Any N, with early M1
1. ’tﬂgfr’}%‘ v e n R B & H VRN o
ii. oo v § 2 i (if & BhEH AR R E A N BB FIN SR8 R 3R ) o
3. B3 T% & (locoregional){f % ¥ & ik :HE /];3 oo

= ~ ¥ {21 p (palliative intent)
Lo PR S RREH R
2. B3 RBESE AL g2 IR

2024 £ s 4 51 2 R
Page 2



2024 & J FVRS AR T RIS 2 4 1

IR et 4 - P, JUAN i 3

)
’

e R R R R
L FEsedp w] 2 g 4 o
2. L BARG PR 2 G ST A (T e T RETR I TR -
3. SWFF € ReTm AP FL B R g -
4. & B PFE ROREISR N DT L EDLE T Rk o
= ié')%‘w 3k T
Lom A g B30 0% o NEEHHE AL ok ik MRS
*Hﬁ%x
Lo A R RAR S TSR 0 S RPN PR AR (I Z KT ) F e AR AR R
2. KRR TR T o THES 2.5mm Fh FEEL 0 R 4 F T e
3. Fd s R MokR R BB 3 X TR AR PRI o
2z~ ek 3t F)(treatment planning)--
1. e A&
. RBEEF)E Bl HT N/ HT RET 70-76Gy(1.8-2 Gy/fx)
ii. BEfh &30 /H T F 44-63Gy(1.8-2 Gy/fx)
EHRAR P MESREBRCIFERI BRI ISR o

/4

Ji

Sequential IMRT technique:deliver the initial phase (week 4-5) followed by moderate-dose boost volume phase (week 5-6.5),
then gross tumor boost to high dose (week 6.5 to 8), usually using 3 separate dose plans

Examples:

Three phases:
CTV-H:primarytumorand involved nodal area:
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70.2Gy/39fx-75.6Gy/421x
CTV-M: primary tumor with 1.5-2.0 cm margin (high risk subclinical region)/
involved node with 1.0-1.5 cm margin or involved nodal level (high risk subclinical region) :
57.6 Gy/ 32 fx— 61.2 Gy/ 34 fx
CTV-L:uninvolved nodal area:
43, 2Gy/24fx 50.4Gy/28fx
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EXRETHETR

NOTE: All dose constraints below should be met whether the patient undergoes 3D-CRT or IMRT techniques.
Critical Normal Structures
Dose constraints are given below:

Structure true structure constraint PRV constraint
Brainstem 54 Gy max dose no more than 1% to exceed 60 Gy
Spinal Cord 45 Gy max dose no more than 1% to exceed 50 Gy
Optic Nerves,Chiasma54Gy max dose 54 Gy max dose

Mandible, TM joint 70 Gy, if not possible then nomore than 1cc to exceed 75 Gy

Parotid glands: Mean dose <26 Gy (optimal) or 30 Gy(acceptable), should be achieved in at least one gland; or at least 50% of one gland
will receive < 33 Gy (optimal) or 35Gy(acceptable) (should be achieved in at least one gland).
Other normal structures can be considered:

Each cochlea No more than 5% receives 55 Gy or more
Eyes Max dose less than 50 Gy

Lens Max dose less than 10Gy

Glottic Larynx Mean dose less than 40Gy
Esophagus, Postcricoid pharynx Mean dose less than 45 Gy
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CTCAE v5.0
Grade
Adverse event 1 2 3 4
Oral pain Mild pain Moderate pain; limiting Severe pain; limiting self care - -
Instrumental ADL ADL
Definition: A disorder characterized by a sensation of marked discomfort in the mouth, tongue or lips
Mucositis oral Asymptomatic or mild Moderate pain; not interfering with Severe pain; interfering with oral | Life-threatening death
symptoms; intervention nor | oral intake; modified diet indicated intake consequences; urgent
indicated intervention indicated
Definition: A disorder characterized by inflammation of the oral mucosal
Dry mouth Symptomatic(e.g., dry or Moderate symptoms; oral intake Inability to adequately aliment - -
thick saliva) without alteration(e.g., copious water, other orally; tube feeding or TPN
significant dietary lubricants, diet limited to purees indicated; unstimulated saliva
alteration; unstimulated and/or soft, moist foods); <0.1 ml/min
saliva flow>0.2ml/min unstimulated saliva 0.1-0.2 ml/min
Definition: A disorder characterized by reduced salivary flow in the oral cavity
Dysphagia Symptomatic, able to eat Symptomatic and altered Severely altered Life-Threatening Death
regular diet eating/swallowing eating/swallowing; tube feeding consequences; urgent
or TPN or hospitalization intervention indicated
indicated
Definition: A disorder characterized by difficulty in swallowing
Dermatitis radiation | Faint erythema or dry Moderate to brisk erythema; patchy Moist desquamation in areas other | Life-threatening Death
desquamation moist desquamation, mostly confined | than skin folds and creases; consequences; skin
to skin folds and creases; moderate bleeding induced by minor trauma | necrosis or ulceration of
edema or abrasion full thickness dermis;
spontaneous bleeding
from involved site; skin
graft indicated

Definition: A finding of inflammatory reaction occurring as a result of exposure to biologically effective levels of ionizing radiation
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