was to review the patterns of pretreatment diagnostic assess-
ment of cervical cancer in Japan.

MATERIALS AND METHODS

Between July 2002 and June 2004, the Japanese Patterns of
Care Study group (JPCS) conducted a national survey of
patients with cervical cancer treated with radiotherapy.
Sixty-eight out of 640 institutions were selected for the
survey with a stratified 2-staged cluster sampling method
(10). Prior to random sampling, all institutions were classi-
fied into one of four groups. The criteria for stratification
have been detailed elsewhere (10). In brief, the JPCS strati-
fied Japanese institutions as follows: Al, academic insti-
tutions treating >430 patients annually; A2, <430 patients;
B1, non-academic institutions treating >130 patients
annually; B2, <130 patients. Academic institutions included
cancer center hospitals and university hospitals.
Non-academic institutions consisted of other facilities, such
as national, prefectural, municipal, and private hospitals.

The JPCS surveyors performed on-site chart reviews at
each participating facility using an originally developed
format for cervical cancer. Data collection included patient
characteristics (e.g. patient history, age, performance status,
laboratory data, pathology, and stage), details of pre-
treatment work-up, therapeutic information (e.g. radiother-
apy, chemotherapy, and surgery), and treatment outcome.
Patient eligibility criteria of the survey were as follows: (i)
carcinoma, (ii) treatment between January 1999 and
December 2001, (iii) no distant metastases, (iv) no prior or
concurrent malignancy, (v) no gross para-aortic lymph node
metastases, and (vi) no previous pelvic radiotherapy. The
JPCS collected clinical data on 631 patients with uterine cer-
vical cancer who were treated with radiotherapy from 68
institutions. In this study, 324 patients treated by radiother-
apy without planned surgery (definitive radiotherapy) were
analysed. These included 115 patients from Al institutions,
70 patients from A2 institutions, 104 patients from B1 insti-
tutions, and 35 patients from B2 institutions.

Statistical significance was tested using the chi-square test.
Cases with ‘unknown’ and ‘missing’ values were combined
in the tables because their meanings were the same in most
cases: no valid data were found in the given resources (11).

RESULTS

Table 1 describes the patient characteristics in the JPCS
1999—2001 survey of cervical cancer patients treated with
definitive radiotherapy. Table 2 shows the performance rates
of the diagnostic procedures. Of the diagnostic procedures
prescribed by FIGO, three quarters of the patients underwent
a chest X-ray. Other examinations, such as intravenous uro-
graphy, cystoscopy, and proctoscopy, were performed in
approximately 30—50% of the patients. Table 3 shows the
performance of the examinations according to stage. A
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substantial number of early stage (I, II) patients underwent
these diagnostic tests prescribed by the FIGO system.
Majority of the patients underwent both pelvic and abdomi-
nal CT. Pelvic MRI was also frequently performed. CT and
MRI were performed mostly irrespective of stage.
Lymphangiography (LAG) and surgical staging were rarely
performed. Only one patient underwent PET examination in
the survey period.

Tumor diameter was recorded in 75% (242/324). The
tumor diameter evaluation rates by FIGO stage were 67%
(29/43) for stage 1, 83% (85/102) for stage 11, 77% (94/122)
for stage 111, and 80% (28/35) for stage IVA (P = 0.01).
MRI was the most common modality for evaluating tumor
size (47%) followed by CT (16%). Only a small percentage
of patients had a tumor size evaluation consisting of only a
pelvic examination (6%). Tumor size increased significantly
with increasing stage. Median tumor size was 26 mm (range:
0—45 mm) for stage I, 40 mm (range: 15—90 mm) for stage
I1, 46 mm (range: 15—100 mm) for stage II], and 55 mm
(range: 30—100 mm) for stage IVA (P < 0.0001). Pelvic
nodal status was recorded in 82% (266/324) of the patients
surveyed. The pelvic nodal assessment rate by stage was
88% (38/43) for stage 1, 86% (88/102) for stage II, 83%

Table 1. Patient and tumor characteristics of 324 patients with uterine
cervical cancer treated with radiotherapy

Characteristics ) No. of patients (%)
Total no. 324
Age (years)
Range ) 26-100
Median 71
KPS
<170 64 20
80 103 32
90 114 35
100 21 6
Unknown/missing 22 7
Histology
Squamou cell carcinoma 300 93
Adenocarcinoma 14 4
Adenosquamous cell carcinoma 4 1
Other 2 1
Unknown/missing 4 1
FIGO stage
I ’ 43 13
i 102 31
8] 122 38
IVA 35 11
Unknown/missing 22 7

KPS, Kamofsky performance status; FIGO, International Federation of
Gynecology and Obstetrics.
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Table 2. Pretreatment diagnostic procedures performed

Procedure No. of patients (%)
Chest X-ray

Yes 241 74

No 7 2

Unknown/missing 76 24
Intravenous urography

Yes ‘ 176 54

No 68 21

Unknown/missing 80 25
Cystoscopy

Yes 171 53

No 60 19

Unknown/missing 93 28
Proctoscopy

Yes 108 33

No 114 35

Unknown/missing 102 32
Pelvic CT

Yes 286 88

No 8 3

Unknown/missing 30 9
Abdominal CT

Yes 258 80

No 14 4

Unknown/missing 52 16
Pelvic MR1

Yes 246 76

No 39 12

Unknown/missing 39 12
Lymphangiography

Yes 3 1

No 241 74

Unknown/missing 80 25
PET

Yes ! -

No 254 79

Unknown/missing 69 21
Surgical staging

Yes 3 1

No 257 79

Unknown/missing 64 20

PET, positron emission tomography.

(101/122) for stage 111, and 94% (33/35) for stage IVA (P =
0.12). CT was most frequently used for the assessment of
nodal status (72%). PET and surgical examination were

never utilized for this purpose. Positive nodal status signifi-
cantly correlated with FIGO stage: 2% for stage I, 6% for
stage II, 16% for stage III, and 49% for stage IVA
(P = 0.0001).

DISCUSSION

This study demonstrated the patterns of pretreatment diag-
nostic assessment for cervical cancer patients who underwent
definitive radiation therapy between 1999 and 2001 in Japan.
Several of the cases reviewed in this survey had unknown or
missing data; and this was a theoretical weaknesses of our
audit. Inclusion of cases with incomplete information in the
ratio calculations, however, reduced the potential for overes-
timation of performance rates of the tests.

FIGO permitted procedures were performed more fre-
quently than expected in the patients surveyed. The use of
FIGO permitted examinations (e.g. intravenous urography,
cystoscopy, and proctoscopy) is gradually decreasing in the
USA (7-9). In a 2000—02 US study on the pretreatment
evaluation of patients with stage IIB or less disease, the rates
for performing intravenous urography, cystoscopy, and proc-
toscopy were 1, 16, and 17%, respectively (9). In contrast,
the present study demonstrated that these exams were per-
formed frequently even for early stage cases in Japan.
Schmitz et al. (12) proposed that since the likelihood of
upstaging using these examinations was very low in clinical
stage IB patients, these exams could be omitted in those
with stage IB disease. Now, the National Comprehensive
Cancer Network (NCCN) guideline states that cystoscopy
and proctoscopy are optional exams for the pretreatment
assessment of cervical cancer patients with a disease stage
of IB2 or higher (http:/www.nccn.org/professionals/physi-
cian_gls/PDF/cervical.pdf).

This study demonstrated that CT and MRI were routinely
utilized during the surveyed period in Japan. Tumor size and
pelvic nodal status are considered to be extremely important
prognostic factors for cervical cancer (2). Several studies
showed the accuracy of MRI for measuring tumor diameter
for uterine cervical cancer (13,14). In the 1990s, several
researchers reported that tumor diameter, as assessed by
MRI, significantly affected the outcome of cervical cancer
patients treated with definitive radiotherapy (3—5). The
radiological evaluation of lymph node metastases is also
valuable in cervical cancer patients, with both CT and MRI
having high predictive values (6). MR imaging had an accu-
racy of 93%, with 62.2% sensitivity and 97.9% specificity
when a minimum axial diameter of 1.0 cm was adopted as a
size criterion for detection of pelvic nodal metastases (15).
The results of our study reflect the penetration of these find-
ings into the clinical practice in Japan. Unfortunately, we
were unable to precisely measure the performance rates of
the assessments of tumor diameter and lymph node status
due to a flaw in the survey format. Namely, we were unable
to distinguish whether the assessments were performed by
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Table 3. Pretreatment diagnostic procedures performed according to the FIGO stage

Procedure Stage

Missing/unknown

1 n

Intravenous urography 17/43 (40%) 53/102 (52%)

Cystoscopy 18/43 (42%) 58/102 (57%)
Proctoscopy 12/43 (28%) 32/102 (31%)
Pelvic CT 40/43 (93%) 89/102 (87%)
Abdominal CT 35/43 (81%) 83/102 (81%)
Pelvic MRI 31/43 (72%) 84/102 (82%)

m IVA
74/122 (61%) 26/35 (70%) 6/22
64/122 (52%) 25/35 (71%) 6/22
43/122 (35%) 17/35 (49%) 4/22
112/122 (92%) 34/35 (97%) 11/22
103/122 (84%) 29/35 (83%) 8/22
88/122 (72%) 27/35 (771%) 16/22

the treating physicians or were performed anew by the visit-
ing surveyors at the time of the analysis. Despite this limit-
ation, we were able to roughly approximate the tumor
diameter and the lymph node status in each stage. In the
next JPCS presently being conducted, the format has been
revised to clarify the aforementioned points. Qur data will
aid in comparing outcome between Japan and other
countries. Abdominal CT has diagnostic value in detecting
extrapelvic metastases (i.e. liver and para-aortic node) and
the presence of hydronephrosis or a non-functioning kidney.
Despite the potential usefulness of CT and MRI, these cross-
sectional imaging studies are listed as optional examinations
in the FIGO system (1). FIGO also acknowledges the useful-
ness of these exams. However, FIGO does not accept them
for staging purposes, primarily because these instruments are
not generally available in developing countries. The FIGO
system clearly states that findings from these exams should
not be the basis for staging (1). Improper application of
these exams could lead to staging migration (2). However,
we believe that these cross-sectional imaging studies should
be applied universally not to determine FIGO stage but to
assess important prognostic factors, namely tumor diameter
and nodal status.

Several randomized clinical trials (RCTs) performed in
the USA demonstrated the therapeutic value of concurrent
chemoradiotherapy (http://www.can'cer.gov/newscenter/cervi-
calcancer ). Most of these trials required extensive evaluation
of para-aortic lymph nodes by surgical exploration or LAG.
This limits the translatability of the recommendations from
these trials to the Japanese clinical practice. LAG and surgi-
cal staging were rarely performed for patients in our survey.
Although Eifel reported that lymph nodal status was assessed
by LAG in 13.6%, and surgical evaluation in 12.2% in the
US PCS (1996—99), other studies revealed that, the perform-
ance of LAG has been decreasing recently (7—9). A similar
problem exists in the evaluation of tumor diameter. In the
US RCTs, tumor diameter was determined by physical
examination. However, tumor size assessment by physical
examination is highly subjective. Thus an objective method
such as CT or MRI is preferable particularly when patients
are being stratified in a clinical trial. This would facilitate
the translation of evidence to clinical practice.

PET was rarely performed during the study period in
Japan despite being shown to be useful in the late 1990s
(16). Its application is expected to increase in the future,
because the Japanese health insurance plan has covered it
since 2004.

In summary, the JPCS describes the general patterns of
pretreatment diagnostic assessment in cervical cancer
patients treated with definitive radiotherapy during 1999—
2001 in Japan. Patterns of pretreatment work-up should be
continuously monitored in order to avoid staging migration,
to properly treat individual patients, and to fairly compare
treatment methods.
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BERSE. E. SNLEY L— FOBEIRS 8T
BIENFHELD, OO

YRS EU(Ara-C: ¥04%4 K®. 041 KN®)
X, BIEEOSHE-EAREOEAICKY., I
IONF—LESBHHACEICBEREZEC
TENHD, KBRS (4.59/m2 % 1 BRI
TEIRARE L-%IC, 12BHE (212 Bi%5)

L&Y FAIEHLTPRARESOHBRDN{REDH Y,

2. BE- THREOEETER

CDDP 2. #3520 HEMIC&L Y EBEEDORKBEE
AELCHEY 1 BRE5EHA80mg/m2 LLET,
“IT 52 TlE 300mg/m2 %% 5 & FDIERAIE
BELLDB, AVRTSFU(CBDCA: RT TS F
SO AURANT®) & BB ST ENEEL
EShTUWBEH., . BItEE. BREHEEICKRE
T5H. HIC. TS/ BEEEARNERISOESRENLZE

AT AEF LAY OIRICIIBRFELSERSH

B ERBHEDTIENBE,

3. Y REOEEER

FESS  DEAIN . KE - BEOHEERET)
T,

(REER)

OEHMX. HRESLTOREK. SAE—. PALEREOREREARNY FTvIE IR RHESH RR:

233-243, 2003 &

OMHIZES. EEMAKEE. ALY TIVE 17 RBAREMR. PHHE, HE.(Accessed
March 4, 2007, at http://merckmanual.banyu.co.jp/cgi-bin/disphtml.cgi?url=14/s177.html)

QPrall CB, Green AA, Horowitz ME, et al.

J Clin Oncol 1986;4:1253-1261.

@DiMaggio JR, Brown R, Baile WF, et al. Cancer 1994;73:1509-1514,
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2. BEEEC
CTCAE v3.0 ME

{BR/EELAILDET - {ERRF -1 EEFRIC L Y #Eﬁ“élﬁ:'ﬁ’é RESKTIER, BEEH | S8
Somnolence/depressed level of | - EFfTH BEEFICERZENZWVBEEZICEELY
consciousness )

B - BFEBELEOEHESE. MAIKXBRIEK, £
FRBOVTIhIAZRTREICE>TEL S —f
MOXBKE (NERE - BB L) TIX. B
RIZE > THEIKEFER (midline shift. KHkd#k
TALZT) HAVIEKER (T2 FMEANILZT)
CEBZERIFTEALBTNIE. BHETEELT
SEIFFENTHD. REZEO SIUMEREIE. Bk
FBIZE > TERBETZELE LS. ABMHKREBEL.
BIXBFIRICLBLEEZEERIET CLITEL>TE
HEBEEIY,

ﬁ 2 : Japan Coma Scale (JCS)

T.EBLTWS

0 E;ﬁlﬁﬂﬂ

1 E%E&liﬁf:nr L\é;ﬁﬁ%:; ;Eéﬂﬂ—ﬁ'ifd: Ly

2 REBEEENHD
3 BADRHE - EFABMNEALL

TSI L T— BRI ERT 5

- 10 FROFUD T CHERT 5
. 20 KETIHFUBITEY, BAUETHHET
BIERY 3

- 30 FEAREEMZ OO, BUMNMTEEITS &

E5 LTHRY S

.m FBLTHEELLEL -

-100 FBAHIHLTHUVDIT I L EDEEEZT S
-200 BAHRBTFREZHNLIY.BEELLD

-YV955%
- 300 FEARBICH L < KRG LA

£ 1: EREEOERNZH

A. A EERRKICEIEDRIVER

fbignts

DA TEBEIE 2
BAhAN LM
EY (RBIMRES.

AEAA F)

B. —MMLKE

EMoEh
SEERSME

4 fpd £ tn
PIRERERAED L <
AU £E

1K€ 1fn 478

RREET b 7Y F—

(X RE

VR

EEARINE & & UE REE A R MfE

1B kU LmfE
& b LmgE
Fr2

Br2
F42UBlLRZS
& I [ P R fE
TADAFEERIKEE
SHMBERLT 1Y)
SLE

fRELT AR

Wi F - I3 B AR
fitEE

FEARCRIEAE

=%

JKEBSE -

VHE




LEARAT -2, WL

%3 mﬂ“ﬁ |

IE.%

ok g S0 R B S ety
o Eéaﬁﬁ? FUE-EHEBLEL
INE . - | hEFEDEE R &§tTE £%
L EEERER PUL-ERE
& | ERAEL (0D RHAE. VO—XX |BE
U RERR PUE - EIREL
| MIBTCHER
IVE BE (MEBICERRIIRE | REVEE £5
' T 5. BICIIERR) PUS - EIRE G L

Em#ETHIIE.,
BE5IZ50%7 K% 40ml (25-50mi)Z&8E
L.
DINT 5-10% T FozaElL TmEE:
100mg/dl Bk IZ#T 3,
Wernicke IEDABRRUFHOLH.EF =
BL(7YF I F®) 100mg #:3 4T %,

N

- REBREMER

[EHEZRRIE. CT ThHHMERZE® midline shift A
B &)Bnéiz-Al'(i"o'ClatﬁB@L\ BERET
(i\%ﬂiﬂﬁﬁ EQ. BORAE. @2, Vo LEE.
MEELe, BtE. EESLUHEEE. VU7
FayvhRIAE., BHEAILRZ PCR #2&ET B,

(& X#]

@Yamada KA, et al. Neurologic Disorders. In: Green GB, et al.,

- EITHKLC. HE?E#%']

I ANYALUDF T /’7354:0"5 9 'J /7

CBIRS A UBEREESBICEML 5 L ;

s (BZAE)  hE. £%— ﬁx 7/=E 7\ :ﬁl’ﬁl?&
(MEIZH L. BIlRMLST XS4 lﬂl}ﬁﬂiﬁi“% Jﬂliﬁ’”)

- BEER CT(BMi+&E2) ¢ RATKRE
LEREETUTEERITERLR |

RZEARDLNLIBEICIE.
(VEBIZFFH A2V (FH FOo2®)10mg/
£/ 50ml S LA 6 BREIC 4mg #EE,
(2)d-Tv= b= (T o=42®) 1-2g/kg %
10-20 T TEET 5,
(3)iBi&R (PCO2 25-30mmHg)E F\ExhE Eh
b,

H:F'Tiﬂiiif'l‘é'al.\'tli

7=/ Lr® 500ml &Y 5,
FHREDGEE L CGHIEEHEMIZEET 5.

BERE

BRERNEB. SARRMIER. SHL T LMEICD
WTREESRE.

WAMEBRIE X DZETICIER MRI AERAGIEE L SH
Do

(FFTE 30

eds. The Washington Manual of Medical

Thera_peutics‘. 31% ed.: Lippincott Williams & Wilkins, PA, U.S.A.: 531-7, 2004
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3. BAE @

CTCAE v3.0 BEEIRE :

Grade -
$BEL —BO#E. RUEERAI. RUBES. EHM0O #ILTEEAE BEMWECRKRSLY ;
Confusion E. £hhoxm Ehhorim BEEZEIIXEHY AREZEETS
WHEEE X H S, BEEE
IcXERL
I BAEDES III. FAEDRE
BAELIX. EHRBICHE-NE. BHEHHEE - BEHOFLA—NLEEMEICEDI LD, BEE. i
- FRRGEERMb o=, BEEEOFRER. ME. NMEREE. RHMELE. BAOBKES -
BHOFHENRELLC Iﬂ: BHET HDHUFH, S HE MK S

RN CBBOSBICHEL. EEBT S,
RUBEE. IERE. EEEORE. AR (£&
L TR - 4088 . 28 (BERE. BF=EELT L),
Kig - BREGLE,

1I. HAXDIREOFEHE
BEHOFHAENAE L LEIE -BHEL . FRURBO
BEPOEBYHARLNHIONFELEOT. —BRTO
BEOHERIH#HLL., TLA. 2S5 LI-REETEL
HT TFAE] LIBIETELIEHNEE,

FHBREDOHI :

Mini Mental State Examination (MMSE):
— R RRARER Y ) —= 2

Memoriay Delirium Assessment Scale

(MDAS):

1EH8ET . AEOKRESMBETEZTTLSS,

2 REEEE -
FERBVERLENERTETLSD

JIEHIRIEMEE -
PIRLES DOBEZSHERICEATLLN

AIEIE - FIEDEE : HFOIRIE - BIEATES
ya)
S5FBDEDLEGROEE -
FEAMEESATH LD
6REES : ELOBAFEEE>TLHS
T=8 . 2BEELD

RE  RECOMAEGLS
: REGRER AT LV

8 FE BB -
EEIREEE) XLDESE

RERE L > THET S, L\'I’i*..'&%?*ﬂﬁ%'@tﬂﬁ?’
521 HB.

ZHFEER (MEEBEETZE T LI LK)
Ein. NmEREEORE. BAAE. RIFRMARE

BREX
(HAEOREERE BEBL - BELILZLD)
BEOLL., REER. SikiR, BR- 28 X
LOBEE. Ttk (E7E. WRERE, E, RE).
DEHR kLR

E#RE

EW (FEXAF
MR &)

Bk, EEER. BRE. MEFMEE (AM.
DIC# &), K&t (FDA£. & Ca MmiE.
MmEEREGZE)

-FRE. BERNRE (WES. NnERE.
& E &)

ATEA R, o VEE,




ZEEL -3. A%

o - HEOER

‘1-%m74/ﬁﬁaatt&m L S
k=N im;‘&”7ze 7,ﬁ@%
(BEITH L., BIRMH R 37 m&mﬁﬂﬁ EE)

B ERaTHRE
FEAHC ABNLERBAE.
F—(2LH®—2®)1~ 2mg i.v.

| h# (ERAD .
| B CT(RM !

Nanyy
Fsﬁﬂﬁ_hu

IV. ELBEYITH-TE(RERE - Ak
BEORENZLER, TOBIDLELGREZT S,
BARICEDREDIER,

MFEFHRE. RELF. MPEREME.
. BEHCT

g

FRAHETENL. TOBREETIONE—,

BEEEBETELIMEAPRERAROATET+H
BBEIZE. AEREE LT RBERRELZRE (N
ARY RF—=)(EZLR—R®) YRR F() R
H—L®) &),

(NARY F—L(ELr—Z®)EHE. $HEL
B, URRY Ko (Y RAAFE—L®)E. BORFIER
548

(BAEOEMEETIE. MAMRENEERR,

3 - EBIMIZ AR
el - RBBRMNAE

V. EMELRILTORE
ﬁ.lﬂﬁo

oY jtﬁ LTRSS I URERICER

FLa—LBBREAREDOHFINT. ROV OTF7EE
ERERIERS.)

AEYRAICE. WRERREZLVEHRKRSE L. MR
EREBERBEHET B

Bl : ARy F—jL(E L —R®)1~2mg 22 E
SIS LT 2~ 485 Z & ICREBIRIES .

Bt 2A.~3A.(10~15mg) &5 L THERBELH

Bntwnﬁ~ﬁﬁh®ﬁubnwjnvvym
SRIUOIEE, (WARRY EU(YRIRFT—L
®) ASHENTTLEH®), Y TFTEU (L
o2 TA®)LER)

?ﬁ*ﬁ*‘f’ﬁﬁﬁ%—l:& BEMER (FHL D7 (BEXR
HESE) &) ITEE.

ﬁﬁﬁﬂﬁmi FRMICER2BHMNGERICRS C &

RHITEES LG,

L&D, #JLF%F%E‘PIL.\«’:?%)E%&%&& RERE,

(&EX#]

OXfEEE RRBEBHES % 9 REH

@REXRY A aA 20T —%L(IPOS)HEBLTHFA

(@ &)
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ERE -4.80-

4. B ©
CTCAE v3.0 @m
:ﬁi$§ Grade - - . _

Tl G e i 2 b Lo 3 4
fh/ £ S8 H i -#4R - BE ABZESIERNHY. RE E@M/IVR IZLA0NE/REEHLE £ GE5ENT
Hemorrhage, pulmonary/upper |#iiY FEAE%*ETS |[/AMHHNULEBZET S ; MEHRES XYL
respiratory-Select: (BMmEREIcxd HEMBRY) - (major) B2
-/ KSE-MHETEE BE*EYTH
Bronchopu Imonary NOS
-KEX Bronchus
-f Lung

(4ib)
FSEBROHNO EEFE S, BRITHES S EABL,
- SHOACHEHEERDEOEROE-HREZSHEE
FAERHE (ZBIZES O, IBHIZES OH)
K CRIFRRA, SRR H gfmh ., BEHREHN. MIEH)

B (BIAEREICHE S EFITETE)

~$%®&Mﬁﬂﬁ?

MNABETORNI[ENOESRREICLSIHFELHMERIZL 58055,

Bo

BUENTRERT REREL. WHL Y S UEE
EMERETH .

MEMEEREZ RO, PEIEICESHREZRH
DEBILURIODL D EHENISLLET 5, HinA
FISHA > T SIS (TFFREER OMFREFNFIC
RERTKET S,

NBRERENERS A TGS, FEE L., TTHE
HBNIEHEX IR ILET S,
(TLTFPYHYHIL(IT—T7Y®)IZBLT
EUN—-Z2HL,EET D)

Hb.

- ZL<FIEMAREOHTHEB
- REXRREZERET D
- RKERMOBRIIRIARL. KE

M%bzb7zéﬁ§ﬁﬁTépA_ )

MERE L, mmﬁnoﬁﬁiﬁﬂfé;‘
hﬁ@ﬂﬁmmﬁﬂ%ﬁ%?é‘ '

gswia‘*li 18G #£1=1 20G %ﬁﬁ'@;u— b ﬂ&ﬁ: LEMEIC Zh

.mzf&hﬁiﬂﬂ@WMF:JFD—»T ETH B,

DLIFUVHIYIL(I—T7YL®), FREY
(T 71) 0 81mg®) A aY Ry FEETFI(T
IX—F )L S600°%), EEYLRITLF—NTLT
S—5®), CEYFE—L(RLYUF-L®. R
MY UFU®-FoXF—L® Lnzxay— (7
LE—NL®), EBFI/OESo(RF LTS8, )
STORMFMYDL(FLF—®) &

lFE b SR Y LE(FS SO, AN
VIO OLRKRUEEF FUOL(T FFO)E2H
T 5,

HETEE

REELTAMREETE 5 BB

BRI CHREESH SOHNOERIT—RTHREMIZEY 5 35,




ZEEL -4.080-

2 OGHEIRIEMAOAH TEBHREL . MEZE LT
BWESIZTHIENHETH D,

HOEBIZLAP2AERNENEFZERNT I2LENH S,
EBAKELLT. [REXNEE. BHEIEX%.
hER, EZ2T 2. BEFEE. SRS, Jv
FNRRAFv—&K. 75 +—RAFEE. ERE (B
SREXENER - UERBRRZELE) Hb,

SEXHRZBHNSOHMICEL TIEREXSIRE
BifTCHMBRERTAEDLR LH S,

(£%E 3k

hENERIRFR A O O HMITIEFFEEDH D D IEHGTR

A EERSRBECLIYESENMEBOHON
BEPL. [LREXRREDHETEEZSHZEAHY.
—BOSBLICKEEMULBENELLC EDH D,

BRELEORBREZRV. BROBERELTE -
THELRETH D,

(BR—IR)

(DRespiratory Oncologic Emergencies. Massive Hemoptysis. In: Holland JF, et al. eds. Canéer Medicine
7th ed.: BC Decker, (Online at http://cm7.bcdecker.com/view/becd/1/6/40/151/1218)

@ANY<=aTFI 18k BXRZE p380-382
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LEARAE -5.4800 - Ful-

5. ot - Fin ©
CTCAE v3.0 B#1ER : i
R I g B i Grade - ] ]
=

HILE M-8R - BE, (BEELERAHY. mEMAE Ml/IVRICEKIUE £G4 EEHIT
Hemorrhage, Gl . S0) BEEFES|ELQMNIBLENGE /REHFHLE/AH KMV G

-Select: g A 295% B@%E%E?’é;ﬁ{ﬁf %naj%[)i’i%ﬂﬁ
Z \ CFEEIES- L GI N SHRES (WhisE (289D
N(.)l'é"ﬁ SHILE-#72 54 EE Upper Gl —H—E;i} ﬁA:]!l:Js WO EAHE Lower 0s =t 2 1F i B 89

~-E3ARyS (Br8) Varices -AXRIPq Stoma

(esophageal) -E% Rectum

-£38 Esophagus -¥&85 Colon (4tb)

~8% Stomach

-+ =355 Duodenum ,

Hoohra - HIEBRONA (BB, B. KI§) TEHSMTOhTOEHAIZES
BALOHMERS . BETHLESS+_HBIIEH L TH ThoR
EEHBENHD -

- FEOBETRIERERIRELNLOHMEES
ﬁgzéﬁorué@%fmmnmmﬁ O+ B ICRATES
EMRT BN HD

—HSEEERICBLVTHM - FAOERE LTRELZLY EPEZHOEFICBVTILHEEEEEUNIZE

DILEIEEBETH S, LTROLSBFEELTZEZA LR ITNIELSHL
$8/8%KIE LT NSAIDs OIRMAE 72 (NSAIDs
/EJ;)

7. YILTL15® 500ml 12 TL— HEER
“-mﬁﬁﬁ LN A2DF VY

mMBFEREIZT Hb OiEZEHEE. H TOAE#R THNE SHIEBHMmMOIZEE BUN/Cre tkA LR T 3
Hb DENRFNIZFETA>TWWEAWNIELHDHIDT
3E BREED RN H SHFIIERBAGIIZT S

N

- BT C Tm

HIERARICOD YL b RBRBHKICTHOROHER . BEFHIRE.
BT ERAEBISOHNTHNIELF LA EDIFERNKREMIZIED
AEETHHM. BEEN L OHMOEESRRFEMIEMIIRBTIEELS
(A ‘

(SHHED)

(&& 3R]
@stiegmann GV. Endoscopic approaches to upper gastrointestinal bleeding.Am Surg. 2006 72 :111-5.



R -6. TH-

6. T#H
CTCAE v3.0 Bi#1EH .
T Grade 7 - Sl
THi R—ASAVEHRTUY [ R—=ZRS5AELRTA-60E/ (R—RS4ELEAT2TE/E (EHi%2EHNT
Diarrhea |EI/AOHEEREIEM ; |BOBERIEKEM ; DEHEE &AM ; ELE (7 : AIBEHAE

R—RASAVEHRTA KRUABHOBMAEEREET S Z4EROBRANBEEET | OER)
GTRAMASOHMENRE IR—XSA4 VEHURTAIIMN IS ; AREZET S ;

Elzigm MNoDHMENDPEEEM;, | R—XS54UEHRRTAIAIMN
BEEFIITEA L MO MENEEIZIEM ;
BEEFZIXESHY

B0 EPREICHS TROBEERS C BT vk E) 3 SUROERBA
{1/ FHh(CPT-11: hﬁ'&/%imhtﬁ%ﬁﬁdeﬁﬂE
I ZYpTL | e

BB U/ THU(CPT-11: PRF U U)K B TRIGIREHEEKIC
| ECH30L. HELTHOECIEREOLOAHD. - :
CTCAE THL—F 2 £ TOTHTHIILN RBBRBL AR TH D

THIZFELLVPTMRERIE LTI HABKRLTRHOREE LY 55 (FICERE)
1BEA )/ FHU(CPT-11: FRFSU®)

TylkBUYITUFR - I0AOYS5V(5-FU®). BRUEOTHTEIFPREIOBYPLEELY B
FA—IRTU® AR AEEL(EO—FP) EFRILPTVOTERNDE
BEREFLND, —RICRBERAESALELY

ADUTRIYPTL

CTCAE T4 L— b3utw?ﬁrbnwvw7A3NNmmmrw
— MR :
- MERE. EMéi%ﬁ&h#?:;b

 CTCAE TYL— K 3 LLEOTHOBE. BRHISEE. ARmAE
£

BRERDENE EHER. WHE 4~ sﬁﬁﬁ(?ﬁb aEsET
EEORS S F(ARTL0)Es E .
. BROBNBEEEGRER (z2—%/ 0) ERS

(EFHHL)

(BE#R]
DeHBE - FEHE - NARE. tFBEEDIOBEICRONSTH - FH. Medicina 43: (2057-59), 2006
ONAFEREMOER-Fi#, T, HILEMAE. ASCOARNYFaS5 L. ARTISE—F L3+ /. No.5: 1-23,
2003
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