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© YR i R
- ~ 251 P &(Curative intent)
1. Early stage
T1-2 » NO Definitive RT
TO0-2 > N1 with single node <3cm : Definitive RT or CCRT
2. Locoregional advanced resectable disease : Definitive CCRT or induction chemotherapy followed by RT +/- systemic therapy.
T3-4 » Nany, Tany » N1 (single node > 3cm or 2 more ipsilateral node <6 cm) - N3
3. S 2 3 B4 2T st 5 Ry (Adjuvant radiotherapy)
A.Positive or close margin
B. ENE (Extracapsular nodal extension)
C.LN(+)
D.PNI (Perineural invasion)
E. LVP(Lymphovascular permeation)
F. pT3 or pT4
4. AAE L BERE 2L IR
= ~ ¥ f# 1+ p e(Palliative intent)

1. &% & jiFsr “,ﬁi - T4b or unresectable nodal disease  T4a F]p L5 35 & "ﬁ LR AER L %
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2.7 BRES L
3. G RIS A2 ER2 R IRF

T EME AR R
- ~ /51 P &(Curative intent)
1. Early stage (T1 NO) : Definitive RT

2. Locoregional advanced resectable disease (T1°N+ or T2-4a>any N): Definitive CCRT or induction chemotherapy followed by RT

+/- systemic therapy
3. S 2 3 B4 2T st 5 Ry (Adjuvant radiotherapy)
A.  Positive or close margin
ENE (Extracapsular nodal extension)

LN(+)

B

C

D.  PNI (Perineural invasion)

E LVP(Lymphovascular permeation)
F

pT3 or pT4

4K A2 BEEH 2 IR
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PO ~ 5% 3+ 3 (treatment planning)
1. 94 "R 88 4% (CTV : clinical target volume)
A, Fjiste 2 i es st in R CTV @ 48 R 8 6% % (primary tumor bed) ~ &2 = 38/ ™ % L 2 Bk "GH T & o
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1.

Ja 4% "8 %3 % (primary tumor bed) &% 60Gy-66Gy » & j° i ® #% i=(involved nodes area) 6+ 54-63 Gy > A & o i 5 Bk &
# ¥ % (uninvolved nodes area)’s 4 44-50Gy o # = — %X » Hi¥ 7T T A =X o

% 1 conventional sequential two phase radiotherapy 75 % > daily fraction: 1.8-2 Gy. Phase I : cover primary tumor with adequate
margin and regional lymphatic region at risk with 44-50Gy. Phase II : boost additional dose to primary tumor bed and nodal bed
for total 58-66Gy ° 34 in =k # 29-33 = -

% 11 Simultaneous Integrated boost(SIB) technique /- > daily fraction : 2-2.2 Gy for CTV-H (primary tumor bed or involved
nodes area) ; 1.8-2 Gy for CTV-M (high-risk primary tumor bed or involved nodes region) ; 1.6-1.8 Gy for CTV-L (low-risk
uninvolved nodes area) o %75 =% #)c 30-35 =< o

P MBI LR E R I I e SR AR o

L2

TR

. % 6 R 3% - (primary tumor area) % ik J° #f ¥ % i=(involved nodes area)¥ - 66-72Gy c A EZ i G Bk M T ®

(uninvolved nodes area)% = 44-63Gy ° 4o F =T # 33-40 X o F X - X » HFT T A K o

% 11 conventional sequential three phase radiotherapy i¢ & ° daily fraction: 1.8-2 Gy.Phase I: cover primary tumor with adequate
margin and regional lymphatic region at risk with 44-50Gy. Phase II : boost additional dose to primary tumor and nodal areaswith
limited margin to totally55-63Gy - Phase III: boost additional dose to primary tumor and nodal areas to totally66-72Gy ° 3,75 %

=% # 33-40 =% - Reduce field boost ¥ % Jg # # CT scan simulation 3%  »c » ¥ # % treatment plan %% o
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3. % ™ Simultaneous Integrated boost(SIB) technique /5% ° daily fraction : 2-2.2 Gy for CTV-H(primary tumor bed or involved
nodes area) ; 1.8-2 Gy for CTV-M(high-risk primary tumor bed or involved nodes region) ; 1.6-1.8 Gy for CTV-L (low-risk

uninvolved nodes area) o 3% 75K =x #c 35 = ©

/g - Example :
1. Postoperative RT :

Simultaneous Integrated boost (SIB) technique : differential “dose painting” for each fraction throughout the entire course

A.For margin positive :
CTV-Hgoay) * 2.0Gy x 35Fx
CTV-Mesay) - 1.8Gy x 35Fx
CTV-Lsegy) - 1.6Gy x 35Fx

CTV- Hogy) + primary tumor bed with 0.5-1.0 cm margin
CTV- Ms3ay) - primary tumor bed with 1.0-1.5 cm margin/involved nodal area

CTV- Liegy) - uninvolved nodal area

B. For margin close or ECS of neck node :
CTV-Hesay) - 2.0Gy x 33Fx
CTV-Ms9aay) - 1.8Gy x 33Fx
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CTV-Ls2say) - 1.6Gy x 33Fx
CTV- Hesay) - primary tumor bed with 0.5-1.0 cm margin / involved nodal bed
CTV- M(s59.4ay) : primary tumor bed with 1.0-1.5 cm margin / involved nodal

area CTV- Ls2.8Gy) + uninvolved nodal area

C. For other adverse risk features -
CTV-Heoay) - 2.0Gy x 30Fx
CTV-Lagy) - 1.8Gy x 30Fx
CTV- Heoay) + primary tumor bed with 1.0-1.5 cm margin / involved nodal area
CTV- Lsagy) + uninvolved nodal area
T ¢ B A
Sequential (Two phases) : deliver the initial phase (week 4-5) followed by high-dose boost volume phase (week 6-7) using 2
separate dose plans
CTV-H : 60Gy/30fx-70Gy/35fx
CTV-L : 44Gy/22tx-50Gy/25fx
CTV-H : primary tumor bed with 0.5-1.5 cm margin / involved nodal bed with 0.5 cm margin or involved nodal area

CTV-L : uninvolved nodal area

2.Definitive RT :
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Simultaneous Integrated boost (SIB) technique : differential “dose painting” for each fraction throughout the entire course

CTV-H706y/CTV-Ms36y/CTV-Lseay) + 2.0Gy/1.8Gy/1.6Gy x 35Fx
CTV- H(zogy) + primary tumor with 0.5-1.0 cm margin / involved node with 0.5 cm margin
CTV- Mgy : CTV-H+ 0.5-1.0cm margin / involved nodal area

CTV- L 56Gy) - uninvolved nodal area

GBI RS LTS S R

Sequential (Three phases) : 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.

CTV-H:primary tumor with involved nodal area :
66.6Gy/37fx — 75.6Gy/42fx

CTV-M:primary tumor with 1.5-2.0 cm margin / involved node with 1.0-1.5 cm margin or involved nodal level :
57.6 Gy/ 32 fx— 61.2 Gy/ 34 fx

CTV-L:uninvolved nodal area :
41.4Gy/231x-50.4Gy/28fx
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tEEFALEER 2%

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 » Chiasm 54Gy max dose 54 Gy max dose
Mandible > TM joint 70 Gy - if not possible then no more 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).
Submandibular/sublingual glands and oral cavity : Reduce the dose as much as possible.

Other normal structurescan be considered:

Each cochlea No more than 5% receives 55 Gy or more (Mean dose less than 45 Gy)

Eyes Max dose less than 50 Gy
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Lens

Max dose less than 10Gy

Glottic Larynx

Mean dose less than 40 Gy

Esophagus ° Postcricoid pharynx

Mean dose less than 45 Gy

s FFER e bt ¥ L2 Bl 1F% 2 2R 4 &% ¢

CTCAE v5.0

Grade

Adverse event

2

3

Oral pain

Mild pain

Moderate pain; limiting
Instrumental ADL

Severe pain; limiting self care
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

Definition: A disorder characterized by difficulty in swallowing

eating/swallowing; tube feeding
or TPN or hospitalization
indicated

consequences; urgent
intervention indicated

2025 & s 47 51 8 5 )

Page 11




2025 & © F]T EVR IS B 4 3

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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