primary subsite (41.5% for pyriform sinus vs
26.5% for posterior wall or postcricoid primary;
p = .0144), and comorbidity (45.1% for none or
mild vs 27.7% for moderate or severe; p = .0073;
Figure 1). Age, stage, and comorbidity were also
identified as independent prognostic factors in
the multivariate analysis (Table 7).

DISCUSSION

Here, we determined the impact of comorbidity,
assessed using the ACE-27, on the outcome of
HPC. The OS of patients with HPC was 38.4%,
which was similar to the values reported else-
where.’>** This was lower than the OS
reported for patients with other types of head
and neck cancer.!® The relationship between
comorbidity and survival in patients with head
and neck cancer, especially those with laryngeal
cancer, was established in several previous stud-
ies.”™® The 5-year survival for patients with
laryngeal cancer is expected to be approximately
65%, compared with approximately 35% for
patients with HPC.!®> A previous report sug-
gested that information on comorbidity is less
important when a tumor is advanced or aggres-
sive and the prognosis is poor.'® Therefore, we
ascertained whether comorbidity was related to
the prognosis of patients with HPC. Our study
showed the importance of comorbidity as
assessed using the ACE-27.

We examined which ailments influenced the
prognosis of HPC patients and found that only
those of the stomach/intestine showed a statisti-
cally significant effect, although the number of
patients with moderate or severe disease sever-
ity was small (n = 6). This finding should be
further explored in future studies.
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FIGURE 1. Overall survival by adult comorbidity evaluation-27
index value.
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Table 7. Multivariate Cox proportional hazards analysis.

Variable Score  HR (95% Cl) x> pvalue
Stage
1=l 0 2.78 (1.76-4.39) 19.36 <.001
v 1
Age
<75y 0 3.91(2.17-7.03) 206 <.001
>75y 1
Comorbidity
None-mild 0 1.80 (1.21-2.68) 8.48 .0036

Moderate-severe 1

Abbreviations: HR, hazard ratio; Cl, confidential interval,

The next step is to establish how to treat
patients with advanced HPC and moderate or
severe comorbidities. The presence of comorbid-
ity often determines which treatment is selected
and the patient’s eventual outcome.!” More
severe comorbidities may lead to specific treat-
ments with higher toxicity being selected.
Therefore, patients with coexisting medical con-
ditions or comorbidities often do not receive
appropriate therapy. Concomitant chemotherapy
and radiotherapy (CRT) seems to be more toxic
than surgery for such cases. Considerable num-
bers of patients do not complete the protocol
and are not expected to have a good prognosis.
If patients with advanced HPC and moderate or
severe comorbidities desire curative treatment
and are likely to tolerate surgery, we consider
this approach to be more appropriate than CRT.

The ACE-27 staging system requires no spe-
cial technological expertise for clinical use and
can be applied by any healthcare professional
using information that is readily available from
a patient’s history. Comorbidity information,
such as ACE-27 score, should therefore be taken
into account along with the TNM clinical stage
when caring for patients with HPC.

This study demonstrated that comorbidity, as
measured by the ACE-27, was significantly asso-
ciated with survival in a group of patients with
HPC. Thus, comorbidity information should be
taken into account in the treatment planning
for these patients. There is a need to establish a
treatment strategy for patients with HPC with
moderate or severe comorbidities.
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Abstract This retrospective study aimed to assess the
role of salvage surgery for local recurrence in hypopha-
ryngeal cancer (HPC) patients who had received radio-
therapy (RT) or concomitant chemoradiotherapy (CRT) as
an initial treatment. The local recurrence rate, salvage rate
after local recurrence and overall survival rate were
investigated in 104 HPC patients who received treatment
between 1991 and 2005. Local recurrence in the primary
site was observed in 41 patients (rate, 39.4%) of whom
only 12 could undergo further salvage surgery. Disease
control was achieved in seven of these patients (successful
salvage rate, 17.1%). The 5-year overall survival rate was
40.6% in the RT/CRT patient group and successful salvage
rates for T1, T2, T3 and T4 primary disease were 33.3% (1/
3), 20.0% (4/20), 16.7% (2/12) and 0% (0/6), respectively.
Severe postoperative complications such as pharyngo-
cutaneous fistula were seen in six patients (50.0%). Prog-
nosis of patients with locally recurring HPC after RT/CRT
is poor at any primary T-stage and the incidence of post-
operative complication is relatively high. This should be
taken into consideration when the initial treatment plan is
decided and the choice of salvage surgery for such recur-
rent cases should be carefully determined.
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Introduction

Despite improvements in surgery, radiotherapy and che-
motherapy, hypopharyngeal cancer has one of the worst
prognoses of head and neck malignant diseases. Recent
studies have documented the effectiveness of concomitant
chemotherapy with radiation (CRT) for both survival
benefits and organ preservation in head and neck cancer
[1]. The addition of concomitant treatments, such as single
or multi-agent chemotherapy, molecular-targeted agents [2,
3] and superselective arterial infusion [4], as an adjuvant to
radiotherapy is becoming more prevalent and its survival
benefit is now comparable to that of definitive surgery [5,
6]. Consequently, the role of surgical treatment is shifting
to salvage therapy after the primary treatment based on
radiotherapy. However, recurrent diseases tend to be more
invasive and salvage surgery is often technically difficult
and offers a poor prognosis [7]. Functional sacrifice due to
surgical salvage of the primary site and postoperative
complications often diminish the quality of life, so the
decision to perform salvage surgery for locally recurring
head and neck cancer remains controversial.

In this study, we assessed the role of salvage surgery in
hypopharyngeal cancer by retrospectively analyzing
patient outcomes of salvage surgery for local recurrence
after RT/CRT as a primary treatment.

Patients and methods

We used medical records to retrospectively analyze 104
patients with previously untreated resectable HPC who
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Table 1 Patient characteristics

Characteristics No. patients (%)
Gender

Male/female 97/7 (93.3/6.7)
Age (years)

30-50 10 (9.6)

51-70 72 (69.2)

71+ 22 (21.2)
T-stage

I 8 (7.7)

I 17 (16.3)

I 18 (17.3)

v 61 (61.5)
Primary tumor location

Pyriform sinus 83 (79.8)

Posterior wall 12 (14.5)

Postcricoid region 9 (8.7)

received RT or CRT at Hokkaido University Hospital,
Sapporo, Japan, for 14 years from 1991 to 2005. Patient
characteristics are shown in Table 1. Most patients were
male (n =97, 93.3%) with an age range from 38 to
86 years (median 63 years) and a median follow-up time of
21 months (mean 27.8 months). No unresectable cases
were included in this study.

All pathological findings were of squamous cell carci-
noma. Seventeen patients had T1 primary tumors, 46 had
T2, 27 had T3 and 14 had T4. The rates for lymph node
metastasis were 52.9% with T1, 63.0% with T2, 85.2%
with T3 and 85.7% with T4 (Table 2). The local recurrence
rate, salvage rate after local recurrence and overall survival
rate for these patients were investigated. Survival rate was
analyzed by using the Kaplan-Meier’s estimate.

Table 3 shows the initial treatment breakdown of
patients. Of the 104 patients, 32 received conventional RT
of 62-70 Gy alone and 72 received RT with concomitant
chemotherapy. These regimens consisted of weekly treat-
ment with carboplatin (AUC = 1-2), i. v. docetaxel
(10 mg/mz) or a daily low dose of cisplatin (4 mg/m2).
Patients who were treated with weekly cisplatin (100—
120 mg/m?) received this by arterial infusion. When the
local or regional recurrence was detected during the fol-
low-up after initial treatment of RT or CRT, appropriate
surgical treatment such as laryngopharyngectomy or neck
dissection was conducted depending on recurrent tumor
state.

As a reference, we also analyzed the outcomes of the
patients who were initially treated with definitive surgery
(n = 58) during the same period (surgery group). In this
group, the patient distribution of primary disease consisted
of 2 patients of T1 tumor, 23 of T2, 23 of T3 and 11 of T4.

@ Springer

Table 2 Patient distribution of RT/CRT patient group by T and N
classification

T/N NO N1 N2a N2b N2c N3  Total (%)
T 8 5 1 3 0 0 17 (16.3)
17 7 4 14 4 0 46 (44.2)

T3 4 2 1 13 8 0 27 (26.0)
T4 2 4 0 5 2 0 14 (13.5)

Total (%) 31(29.8) 18(17.3) 6(5.8) 35(33.7) 14(13.5) 0(0) 104 (100)

Table 3 Patient distribution of RT/CRT patient group by initial
treatment method

Treatment No. patients (%)
RT alone (62-70 Gy) 32 (30.8)
CRT (65-71 Gy) 72 (69.2)

Regimens of concomitant chemotherapy
Carboplatin (AUC = 1-2 IV)/week x 4-7 cycles 27 (26.0)

Docetaxel (10 mg/m2 IV)/week x 2-5 cycles 24 (23.1)
Cisplatin (4 mg/m? IV)/day x 16 cycles 5(4.8)
Cisplatin (100 mg/m2 IA)/week x 3-5 cycles 14 (13.5)
Others 2(1.9)
Results
Survival

For the 37 of the 104 patients, any of recurrent disease had
not been detected after initial treatment of RT or CRT
during the follow-up period. They were able to have oral
intake without feeding tube support and no patient had
tracheostoma. The local recurrence in the primary site was
observed in 41 patients (local recurrence rate, 39:4%) of
whom only 12 could undergo further salvage surgery and
the remaining 29 could not receive salvage surgery
(Fig. 1). The 5-year overall survival rate of all patients was
40.6% for the all 104 patients (Fig. 2). Salvage surgery for
recurrent primary disease achieved preservation of the
larynx in four patients, one by endoscopic mucosal resec-
tion and three partial resections because of early detection
of local recurrence. The remaining eight patients required
laryngopharyngectomy. Eleven of the 12 patients who
underwent salvage surgery needed to receive unilateral or
bilateral neck dissection.

Of the 41 patients, recurrences were seen in 30 patients
with tumors of the pyriform sinus, five of the postcricoid
region and six of the posterior wall. Salvage surgery was
performed on nine (30.0%) patients with recurrences in the
pyriform sinus, two (40.0%) in the postcricoid region, and
one (16.7%) in the posterior wall (Table 4). Successful
salvage rates for each subsite were 16.7% for the pyriform
sinus, 40.0% for the postcricoid region, and 0.0% for the
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RT or CRT (n=104)
1 Distant
n=98

tasis (n=6)

NED* (n=37) Regional recurrence (n=20) l—* DOD** (n=12)

Local recurrence (n=41) NED (n=8)
Salvage surgery (+) f (n=12) Salvage surgery (-)* DOD
(n=29) (n=28)
AWD*** (n=1)

NED (n=7) DOD (n=5)

X : No evidence of disease
*X : Dead of disease
XXX : Alive with disease
t : Patients who underwent salvage surgery

t : Patients who did not undergo salvage surgery

Fig. 1 Treatment course of 104 patients treated with RT or CRT
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Fig. 2 The graph shows the 5-year overall survival rate and the 5-
year organ preservation rate of larynx of RT/CRT group patients
(n = 104)

Table 4 Successful salvage rate at each subsite

Subsites (no. patients) No. local — No. salvage No. successfully
recurrences surgeries (%) salvaged (%)

Pyriform sinus (83) 30 9 (30.0) 5 (16.7)
Postcricoid region (9) 5 2 (40.0) 2 (40.0)
Posterior wall (12) 6 1 (16.7) 0 (0.0)

Total (104) 41 12 (29.3) 7(17.1)

posterior wall. Disease control was achieved in seven
patients who underwent salvage surgeries (successful sal-
vage rate, 17.1%). Table 5 shows successful salvage rates
for each T-stage.

Survival curves after local recurrence are shown in
Fig. 3. The 5-year Kaplan-Meier overall survival rate after

Table 5 Successful salvage rate at each T-stage

T-stage No. local No. salvage No. successfully
(no. patients) recurrences surgeries (%) salvaged (%)
T1 (17) 3 1(333) 1(33.3)

T2 (46) 20 8 (40.0) 4 (20.0)

T3 (29) 12 3 (25.0) 2 (16.7)

T4 (12) 6 0 (0.0) 0 (0.0

Total (104) 41 12 (36.4) 7(17.1)
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Fig. 3 Comparison of survival curves after detection of local
recurrence with or without salvage surgery

recurrence was 19.2% among 41 patients, and overall
survival rates were 57.1% with salvage surgery (n = 12)
and 3.5% among those who could not receive salvage
surgery (n = 29).

In the surgery group, primary disease could be con-
trolled by partial resection of pharynx preserving larynx for
three patients. Total laryngopharyngectomy with or with-
out reconstruction was done for 55 patients. Five-year -
overall survival rate of the surgery group was 45.2%. Of
these, radiotherapy was performed on 37 patients preop-
eratively and 2 postoperatively. The survival rates for each
T-stage were 100% for T1, 48.2% for T2, 56.2% for T3 and
28.3% for T4, respectively. There was no statistical dif-
ference of survival rates for each T-stage between RT/CRT
group and surgery group.

Postoperative complications

Postoperative complications were seen in six patients
(50.0%). Pharyngo-cutaneous fistulas occurred in two of
the eight patients who underwent laryngopharyngectomy
(25%). A fistula closed without surgery after 2 months but
the other needed surgical reconstruction to close. Pro-
longed wound healing in the neck without fistula also
occurred in 2 of the 11 patients, including those patients
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who underwent neck dissection. The aspiration pneumonia
occurred on one patient who received the partial resection
of hypopharynx and he finally underwent glottic closure.
Peritonitis in the donor site of the free jejunum graft was
also observed in one patient.

Discussion

HPC has one of the worst prognoses of all head and neck
tumors and a low survival rate, making the choice of
treatment difficult. Recent changes in CRT have contrib-
uted to improvements in functional organ preservation, but
successful locoregional control does not always increase
survival rates. It has been reported that the feasibility of
salvage therapies following tumor recurrence is generally
low [7, 8].

In our series, the local recurrence rate of HPC was
43.7% in patients with T2—4 disease after treatment with
RT/CRT, and 17.6% in those with T1 disease. When the
recurrence became unequivocal, most T3 and T4 patients
were considered unsuitable to receive surgical salvage.
Only two of 18 patients (11.1%) who experienced local
recurrence with an initial diagnosis of T3 or T4 achieved
long-term survival after salvage surgery, with 15 of the 18
not even having the chance to undergo salvage surgery. All
T4 patients died within 19 months after the local recur-
rence was detected.

Even in those with early stage (T1 or T2) tumors, disease
control was successful in only 6 of 23 (26.1%) with local
recurrence. In total, 70.7% of locally recurrent HPC patients
were unable to receive salvage surgery. In addition, the
chance for salvage surgery was more limited in patients with
tumors in the primary posterior wall because of difficulties
in early detection. However, the statistical analysis did not
indicate a significant difference because of the low fre-
quency of posterior wall and postcricoid tumor types.
Therefore, the initial T-stage and tumor subsite are impor-
tant factors that affect the indication of HPC salvage surgery.

Laryngeal cancer, by contrast, offers more chance to
undergo salvage surgery for recurrence. Leon et al. [9]
reported that 25 of 34 patients (73.5%) received salvage
surgery for local or locoregional recurrence, and their 5-
year survival rates ranged from 43 to 45% for T3 or T4
laryngeal cancer (compared with 19.2% for HPC in our
data). Stoeckli et al. also reported performing salvage
surgery for 39 of 44 recurrent laryngeal cancer patients,
compared with 15 of the 33 recurrent HPC cases [10].
Although the hypopharynx and larynx are adjacent to each
other, the results of salvage treatment are so distinct that
the treatment strategy for these two cancers should not be
the same. These differences should be considered when
deciding on the primary treatment plan.

@ Springer

Some studies report an acceptable frequency of post-
operative complications such as pharyngo-cutaneous fis-
tulas after CRT [8, 9]. Even with high-dose intra-arterial
infusion of cisplatin, Proctor et al. [11] found that post-
operative complications were not significantly worse than
those encountered during primary surgery. On the other
hand, Clark et al. [12] showed that irradiation increased the
incidence of postoperative pharyngo-cutaneous fistula from
24 to 38%, while Wakisaka et al. [13] noted that although
the frequency of pharyngo-cutaneous fistula after RT or
CRT was not high, fistula closure tended to be delayed. In
the present study, we experienced severe postoperative
complications including pharyngo-cutaneous fistulas in
25% of patients who underwent laryngopharyngectomy.
Such complications could severely diminish the quality of
life for patients.

As the treatment outcomes for the survival of CRT are
not superior to those of definitive surgery, the latter should
remain a treatment option for patients pursuing a higher
chance of survival rather than organ preservation. The CRT

. survival rate of the present study was 40.6%, while that of

the definitive surgery group (n = 58) was 45.2% during the
same period of comparison in our institute. This difference
was not statistically different (Wilcoxon’s rank test). CRT
has become increasingly popular over the past decade, but
it is difficult to make great improvements to successful
salvage by advances on surgical technique. On this basis,
we recommend surgical salvage for local failure of HPC in
patients with good performance status and potentially
resectable recurrent tumors; this decision should be made
after careful consideration and unless there are no other
options for such patients. ‘

Conclusion

To assess the role of salvage surgery for failure cases of
HPC who underwent RT/CRT as an initial treatment, we
retrospectively analyzed the outcomes of salvage surgery
for such recurrent cases. We demonstrated that it is difficult
to salvage locally recurrent HPC, especially at more
advanced T-stages or when tumors recur on the posterior
wall. The limited effects of surgical salvage for recurrent
HPC need to be addressed when choosing the initial
treatment plan for HPC.
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* Post-operative chemotherapy for head and neck cancer.

#* Masato FUJII, M.D.: #3TECE A ENLR R R ER £~ & — F RIS ($152-8902 HEHME BRI E
2-5-1] ; Division of Otolaryngology, National Tokyo Medical Center, National Hospital Organization, Tokyo 152-

8902, JAPAN
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R LFRESHRRIEESEE SN TnE99, 22
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Wk (AL RR T & BT RT3 2 5 13k
TRIZEALEELRZV. L, b2ETE
1970448\ RIS A K C & 5 UFTAYR IR
ERoThL, EBROBER CHEICUFT: &5
THRED DS, MEDZBBEEL T 5EER
NEEIETE TEROEBRAE W L HET L7
AT, SR CTHBINEBLICEO% S T & AUFT
ERMBLEREL LTI BAIENEEL DL
5. BRRRERTIE, 19944 (10 5 ASHTRUFT
BERIRS L2VWEL LB L CERERR Y
BFEICETERLILR2HE L TWA I EEH
FDEEIZIZIFS LTS, 20, 20074
2o EEHRECRIGH —RIGEDOH L UFTE 7=
TS 1% H%E5 T 5 RBHABI TOALTWE, &
E TSR DBEIHT LBE, EHAL+TTH
b, KRBOEEIFEI-NDLIATIEH DY,
HED L Z AHFEICUFTRTS 1 2 %59 A 13
T4 EiEEZT, TNOICLBEIERADSRL
RV LDPOEL, EHERTRIESCHRST
RETREVWIEZEBELLZ(TEEZL W,

MR EEREHEEENDIET > X
Fik T 1219704E |2 Fletcher & A4 BT E
THE L TLCR, RIBHFMEICHEBEGHRE
EEEMTHTTAZ EWELfThbRTERD,
LBL, Z0X) RiEREHREEZT o725
ATHRFABEREII%, EMEBHEREII5
%LEL, SELEFHADOBEETHY, FifF
BMOBAEE KB L TR E LE A LML d o
728, —F, FMARRBHEPLFMICL > TH4
LRIBBEESE O N WEA R, HMEHRIAEAS

EHEARESS H45F

AT ENB AT, SE4E TR E AR
EhoTwh, 2L, MiBcELTHERS
RO TR VES] £ 3R I L TR I
SRETRBIEEZIT) SRS ND L9 0k
) & T &F RENERRAEIYT O T\ 5910,
SHSRERE DLERE I BT B LA v
A75F 7 (CDDP) Tdh 5%, ikl AbFERET#H
BELIT ) BEOCDDPE L E L b mEE
AT T AM|MENTEREZ DTS, 199641
Bachaud 5 i3 [} - HIEEE - TUXDE - RSO TESHE
R LR R RER % x5 & L T83BI & D%k
BlDT v ¥ MEHBRBROBREZ LTWA. C
DRERIER L 5 F£AEFEE0°CDDP 50mg/body
DR ST & BILEBRSHHREE T36% 12xF L
TR B T13% (P<0.01) L ALEERUET#R
BIEMTHEIARICEBRL TV, 5612, 2004
EICIEORE - FIEEE - T - REARRERE L
T AHEEMRETF LEE IS 2l bR
FEOFRENT — v L XE;SRE SR
72, WERD, MHEERICHLTY A2 HEN
LEZONBEGZEER L CLERSRRE Y
179 BRIRRRERCH 5. Bernierb I—H v 307
JV—FIZEORTC22931 5830 % it L 724%, £BI1,
IVEADEFINC T L THRIGHIFMT % 61T L 721212
Wik R ER ) VS OEINRE R LD 5
FEBICAT LT, CDDP & ibHiaiA ot ik % i
47 L7z. EORTC22931:ABR Ti3334B1 & xR 125
R4S T A A E A A LR T47% 14
L CHestis By T36% (P=0.04), 54T
A AL R ETHERIREE T53% (2t L TR
MR T40% (P=0.02) £ WL HCDDPICZ & %
AL BRI E DS ISR B R & D BT
A EhRENTz, —7, Cooper 5KED )V —
TIERTOGIS0IRERD DiERFHE L. 22T
b, HEHEERE &b ICHR{tEREL LCCDDP
(100mg/m?, q3w) Z{EFH L TH Y, RTOGI501
REETI3416%1 % 145 |23 S MIBEA LS IME
A EHRRER T T40% 2 L CRUTHRBIERET
30% (P=0.04) L EEICRIFTH o 1208, &4k
A T LSRR T50% o4 L TR
MR B R T41% & CDDPIC X AL
DVEIFRERNZRLPEEEZRED R, o2
(P=0.19).
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R 1 MEMBERMEHIRECR T 5 LEEESI1EHER

P GERMLERE RITEXEEe ERETEHES 24FEE

Bachaud J, et al. 1996 39 CDDP 23% 45% 36%
44 None 41% 23% 13%

P=0.08 P<0.02 P<0.01

Bernier J, et al. 2004 167 CDDP 18% 47% 53%
167 None 31% 36% 40%

P=0.007 P=0.04 P=0.02

Cooper JS, et al. 2004 206 CDDP 19% 40% 50%
210 None 30% 30% 41%

P=0.01 P=0.04 NS

Argiris A, et al. 2008 36 CBDCA 22% 49% 51%
36 None 28% 53% 44%

NS NS NS

Racadot S, et al. 2008 72 CBDCA 27% 64% 58%
72 None 32% 54% 55%

NS P=0.40 NS

CBDCA : carboplatin, CDDP : cisplatin, NS : not significant

INb DOFERIL, MRICERGHRERES R
WESTAHT—F L LTEERDDTH- 120
ZOHRBITIZW L D90 E THEDI S o 72729,
Bernier b 25Z 1L 5 D DFEHENT % 20054 12
L TWw512, CDDP(100mg/m?, q3w)iZ &
BHIbERETRERE & V) HTIREE L TV B 7S,
MR BHEBR - BRORE) A7 EDE
BNREELZoTWS, LAL, MELDICEEE
EFEE AR LERSRREN B - TB Y,
AT 5 L BETHlEEI A — FHA%0.581 &1k
EETRRESELTH Y, EEEATFEEIN
W FHA0.7728, WERICFBETHRBRE MR
BEHRIAR BRI A BRI ST 5.

—7, ANKTTF & BRI LFER SR
BELHME SN TW A, 2008412 i Argiris 5 A%
2B DHFETEFENA Y R 7 B2 IR
IR & VR T T F & ARSI
& & BT AR B R IE O B AR D& R
RRELTWRY, RREXTIE, 5 FERERE
B LU EEFEE LS ITLEREHRERE X
ST B R Ot L OB 2 R 2o 7.
¥ 72, Racadotb d HNWVESFF v DAEME 2 [0
F5T & B WEACEBETRBRE Z HE L T\ A9,
LAL, BETHIEEL 5 FEFEHE L bITfbE
A EEOBEME IR SN2 b o/, T2
bbb, WERCEBETEEDEHEIZCDDP E )
SHIGEOBHIC L 2HEFETH Y, Winquist

512k o T, BikdBachaud b, Smid5, Bernier
%, Cooper b DEEMAFRERIA$HX T TF1) ¥
APFTONTVBW, ZORRTIHLEBETHE
DSBS B |- TR L T20% D
PR RAEE TR AT L Z/RL TV 5 (relative
risk 0.80 ; 95%CI=0.71-0.90 ; P=0.0002).

PLED#ERD» LK TIE, BFRITEERR
FLEBOUBRBRBERENA ) AT BT 54
TR I LRGSR L E R b R,
BF B k& & L TidCDDP 100mg/m?®) 3 &
TLBREDRKICBIT AR OIZEM LI AV
LEZLNTWS (R 1).

—75, bHEICBIT B IESEEE RS 5 CDDP
BEBIIOWTIE, FEHIRICETIZ50~70mg/
m?C 1[E/H, %7-1310~20mg/m?% 5 H H&E
Bk Lo TB NN L W REEPD .

LA L, FEETIHERRD 70— )LD ER,
TIVTHEERICBWTIIRKREAFEDOLI X VT
BERITEDSHEATWS, bHFEIIBWTY, i
T OIEYERFETH 5CDDP (100mg/m?2, 3B
&) & B IALERSHRREDERTTRETH 5
NEIPREELBEETHS. CHICHLTE
Zenda b O T RETETESERR T LEREIC
3t L CARBBEERRE LTS ICHEATERTH 5
ZEERLTBYY, 4%, DFIETOIHKTO
BEHERNL YA VBT CHERIEIELDD
EEZLNA.
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BRWrREE M L M S BB a4 H 5. —F, B
TEEREATEERICTHER Y v E R R X om0,
ETHEICB W TR ICEHE ) » /S E ST
eHATY A, LaL, B8 YOS E <
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HFLTWAHD, MiEOEBEEEY) » /i 0~1
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FRIEEE, TESE, CIRE, MREE% & t-BESEENE

fE#H AR H5% 45

124t LT, K[E D Radiation Therapy Oncology
Group (RTOG) %> 5 Dk (RTOGI501) T ik FH
NA Y A7 HFE U CBEESFMRREE, N2
EREtE, SRUETEERY v G (2 L) 255
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FlIZ2WnTid 3 — 1 v 23DEuropean Organisation
for Research and Treatment of Cancer (EORTC)
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FEFR DA D2005FEICHE SN TV 5552,
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fE B 12 B v Tidhazard ratio 0.702 & CDDP
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LEFNDEEIRENIN, MOBRHY X2
EF 12D v T LSS R R O BUST R B
BT A EREIIRBO N h o7, T
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T/ BEHSER MR & SN2 EEED 2 2
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BEOMRLE LB EEZ LNED, BE, DIE
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SELEENAMFY—H—DEIH

WHBROBERPERD ) A 7 % F0 L THBML
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BESEEE T34 < O#Aepidermal growth factor
receptor (EGFR) #3531 L TH ) AL DB 51
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B WIS BERIEER IR R I X BIfR 7% T
TERY (SR 2 TA B ST I A A AN THEIT T
5B TH 57,

fEXD> 5 PND 3% OED D %58, SR
HIE N2 DL ECRIC N3 2SR TH b, CT, MRI,
PET % EnZWiEMiom kic & b % > THHRER
DIEERE, Y v EHBREDHMERERIC T
EDX) o TELI L LIREAFHOEML
T&E, Thobb, EHEZH TCRMIFEHI N
IEEELREREM (ND) 2z, BRFHERRD L IX
FFEFEIC salvage neck dissection (salvage ND)
2T HEC B L TE S,

PND %> salvage ND 2B L TIME & b IR
Fremmid sl L2 BE 2 TRE LS TR
57\, PND 041, REFEWLOHEHIFIR T
H Y PND DD RFEEBFHOBFFMIZIER I
REEIES) Z LZ2HEB LR TE R 5% \w, PND
DONFIEFIOREDEL < N2 U EDTRTOIE
BUZHETH B0 E ) DIZHBRDOSVEZATH
%, SRR PND YIRRERDK 30% BEIC, RE
%[ CR DIEFIVE $ N0 2 LDHELH 2V, %
LT, TWASEREIC N T 2 B ARIAE O B B 235
W I D H D LEBEAEICI X T ND 2 jifT
L 7=5Ef1 i3 ND 2 fTh o 7R & gL ¢,
BB O REEICEIPEE R L ORIEAIKE
{ 2B/ TH ND 2METT 2EHMZRET 3
MBEENEZ NS,
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(LSRR
CDDP % 7-1& CDDP+5-FU, I&H& 70Gy

[ 2ampToTRERE, £ |

E&&EFELE L

fE55%T7 5 Y

[ CT, MRI

l

[ wEEm |

o

%558 CR % /214 good PR*

548 PR, NC : %776 1)

SHERZRIBAMT

1 TWRSERE TIN2-3 EFIDREASHD 16
good PR : Eif§ L1 10 mm LI T TEFHRO LW >/,

—7, HEHEIARORIE T ND 217 ) L THE
LR ZDIREHETH B, —REVCIE PND DI
3 MEBHEIX A 7% ¢, salvage ND D F D& HHE
DEEREY EREINTWBY, BEHRIARRE
12 ND 2479 Bsi & LT3, BEEHE 4~1285%8
gIchh, Z0BIIEBOBRMELINEA TFMH
#EL < 7 ) MR OSPHE LMY 5,

. #EFE L TOERRBM

PND # JifT 3+ LI R 2 BT & ik 2
HETE D LEDEZHD DHRELAN CRPBDH S
o L RALE R R E & ND MEfTiES] o QOL %
#2 %L, over surgery Z# 5 Z LIZREETH
2, LidsoT, HEFME L CHBIEBER 2
T ahA—REWER>TETWS, —7, sal-
vage ND & PHEIEZ 2D L L biZ, ND 21T
5 RsEAR RS A AREEDSE » Z LB E R B,
CNRIBRT B 72 I X IEHE S EHRZWT O A AR
<h %, "

(LU EARASE T L CEY 2RI, E&
LW FOERICERS L LHBIE N 356
(CR) BB e L, Sy v @iicf&az L
LBWiT 5 2 L HWEERSEA (nonCR) THIUE
salvage ND 2 Z & T 2%, T %5 DL “planned”
Cli7 ¢ “according to treatment” 2SERAEM & &
26Nz, Lil, EEERFEOEMRLERSHIZ

JOHNS Vol 26 No.10 2010

BT LSEB TR,

BRI Y v AFHOBREFICO\W T CT, MRI
b, BETCHPET 0BERENRESIN TR
1S 12 BBE I 5 21 U PET OB KTEE
BREHEEZ N T WS, BfE, HARERRIES
WEs L—7 (JCOG) TIT - Tl 2 RETIERA
B o UH W 5 I % T B b R A AR
(JCOG0706) DEIRHIETIE, BEED MRIT
10 mm BEOEENREZ RS 20 Y VS HI3HR
JE{K & LT good PR & #J5E L T CRICHEL B\
rLTw3?,

V. ERFEICEREB VBRI

TEEERE i T B LU SRR R TR T1
DBE BRI HBENES LEIAONDD
<, MEIEEREEZ PITIPTHS, i
I TEERIERS DMEITEIC X > TREHSHBED 57
Y, BEEEIEICESE BV OREA2RET 2
HEDRH D,

N2a D#erid, i RiaE chlf L sal-
vage ND ##% % %, N2b D& T b LB %
) v SEIDS2~3E R S N B HAIEE, (LR
Bk CHIETIRE T d D IBREE D RIFTH 520°
B oAbt 4 M ki S HT 25EPHBIR
~ABELTVBBARTFEIRTH L, ZDHE
N2 THETFHRE & 2 R LR RER

1607



ZHEAT L, BHS 2 REFFIX salvage ND 2 {73
%, N3 OBA LA RRIGE, MiLFEE,
FAIgETHNIL ND ZETT 5,

el JCOGO706 Tk, {iEMEH kT
T HHREBB/BONIHE, SHICS1+E AT
SFE2A-AETTHILEERD>TVS, £
LT, BETAEEY V8B LT, MRI®
CT CEM10mm BT R ) EFHRERI L
b DR L £ Z good PR & L THEBEE L
LTws (B1),

BHDIC

TUAGERS TIN2-3 DR IEHEFIHHRIE L 7
%, ACEEBEHEERE IE—ARICSEHE Y v SRR I
BIL TR BRFER LB L CH B LEI LN
Tw3, L7dioT, SEEEREM 2 iEatE i
AANBZBEDZERL 2L TEESRY, 205
#, PND %2179 %, salvage ND %17 9 »BARE
EMET 0N, RETE AU TR
2 BE DL “according to treatment” THET
T3 DBEEIRDITEHTH S 9,

—H, N2c® N3 &, FMicko>THb+a%F
BRESED LI EHE L, BHRERER
ik LB ofLEEE R & intensive R BERDSED
BEThHrlLEZIONS,

X B
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FUHIC

(1) | A DRI E FHE

EEHAARORE, RS, LEE, FIHEE,
TIRSE, WEEE, MEMRE & F ST REMIcRAeT
255, BEREMNOFEEEREETREREES
EZ4% (2003 £ ). [ X hiF, OFEH59.1 %,
EEDE L, RTHEE 157 % T WHEE 9.6 % IH
E84%, BEIRKES1%, EHE22%L %o
TWwa., wHHICE, #50 %AETHEA, T4
bHLIIE - IVETHY, IVHARZED) LD 3
BD2%EDA.

EEHIR AR, BITBEATH o THFMTEEL
BAIFEMBTONE DS, EITHAHT 5 il
DEBBEREIZVCELZSRTH5THY, BdDETFEEK
EOWEEN AT 5 ELEFRI 60 %BRETH Y,
TIHEA A D 5 EEFEIT 30 %R BROMENS
W, RIBHERICD PP ST, EFBATIR
40~60 % TS5 EDAICHERL, BRELLEAR
%#K?&$Ef&é.it,m~m%®ﬁw

THR B2 EORBEBFELS. BR - BB
ADFHIZE, FH7~10 7 B T18 7 BLAICIE
T3 2%E L.

(2] EATEBWMH A T DIESEE
HEFFEBEATA K 5 E2HERICB TR
SRBEOEO S RENIKE <, B, BEHRIER
LB EO BT b bR BT RRE
(MF, CCRT) BA¥T7FY ¥ X (XF34H)
TN, RSN R L CARRBRERIC
5 BLEBMED F R REIEEEE S o TR
SN, ETHACKHT BB T
CFVASTEHS L TWSY, BRYBRAREE
ETEHREIRIFTHY, WERTREEFE
CCRT 2—BIRL 2 5. B - BB ALK
LT, B BIE AT RRRHA X2 Y CCRT
B179 0%, BEHREEEOBRICH L CX, $F
FROTEEZZ 2 & bR RL2RE L I
fFFrazblih.

Pl > 2REN R REESR L 2HAICE,

*ECREEE RERE > 42— BRIt 2 — EREME} - National Hospital Organization Tekyo Medical
Center National Institute of Sensory Organs, Otolaryngology (T152-8902 HEXEAE 2-5-1)

0917-0359/11/% 400/ 3/JCOPY
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BRI L AWELAEERONT Y AR TR
B L7 TlRE bRV, FRLBERERETT
CHifT L= B OB - BB AT S{LERIE
B, YA755¥ (UF, CDDP) ZED®A%
[EEBEIC L o CHERPHEERSEL L)
IEFYRIRERL, SBESTFEHEAHFS
nCwa. EEHERIC X% QOL Nl LiZEE
DR R LD, EWEAD TOZERLEL TR
bpw, )

&, YBRFROBACERE BBLLGED
BB IO T BRI IC DV TN 5. :

IRAYIBREERIIC T D CCRT

CCRT

PR BRI LCid, BB i hy
213, BESHEORVWEERTH S, LVEL
BFiEfax, £4FFEEZ B L TCCRT 737
bhTwa., ZLTESE, ST RBOMAL
BEERAYTh N, CCRT IZBUHRIGRE M &
LCEREE, HEXAOEBRIBOOLNLHDOD
BEiglfE, EFRIERICENTVAZ LIVR
EhTw5, £LT, BETRIUBRAFRZEEIC
CCRT p4E#pyiaml LTEZ bR Tn5* 2,
{b@Er RS 254, BUHRAERNCEA
e LTRET 54, RRFHREL
DORBRE TP TVE Y, Zhblckbd
TEECEFECH L TAEZIRD NP0z
%%, CR (complete response) 3, RATHIEIE,
A R U C IR ARG RS A BICE
nownie. hbd 0RO WRTRES CILER
A BIRE AT BAEENREL LT
CCRT #4Tbh T\ 5. ,
YIRS CRIBHBSHRIGREITOHE, &
EREBAEOHA DS, (LERESAIC L BE]
Ve D EZE L TCHREDRZEEDRV I ITER
TREELEZOLND.
HABREEEZ Vv—7 (JCOG) Tik JCOG
0706 & L CARIBYIRA SR G RR AT AWK 3 B 1L
ERSRREO SRR I AMELToT V2",
ZFITR, GEEAENICEERERTI LS

BLTWA, 7, OB 72 AT S LN
HEEENTHY, CCRT Ik s HERESE, &
AEEEZR/NRICFIRAIITORL TS, WK
FEEOEITH A THRBEDOE AL CCRT 25
HiaEEE Shad, BERICXoTQOL A& L
CETT52EddHb. LidoT, {LEEED
BIRCHLTRMLDOEREZLINETHS.

(2] CDDP

E¥R 2K TH 5 CDDP 2 EHT 254,
b AE Tk 80 mg/m® % 3 M B X1 3 ERS,
¥ 7-13 CDDP 70mg/m* 1 B &L T5-FU
700 mg/m* 1~4 BFEEAREREFE L OMERT
FThnTWwBAVIXVTHA.

CDDP ZHib & LV Y v O¥aid, Tk
BAMEZ LT F=v 7Y 7S5 Y AT60mL/FE
PHRESNATWSZ LRLETHS. TSERUE
DA, ERENEVES, Z0EIORERE
PBE SN TV B HE T REREEmAE, ¥

R FEYFENE 10me/m’ TEERST SV

VAVEBRTBLLH B

EIVEE % BIRT A 2 L TENIECCRT T X
2T, EEPHOEEIELNATiENH S T
L, BRABOESEAIREEBLILICLY
QOL ] EAMRET 5 Z L B FIC L o TOFIEI
ORNRBEEZLNS. Li2dtoT, ETHFAIC
35 CCRT B WANABELREBRFRTH S
Lrdiz, BEEAOR#ER EEHERMLL ) ICHE
WHICELWESH A L HRRTETHAS.
T, BETIREEHPEAICHT S CCRT O
TEEECHELTEE Y Y RYY AREEESTH
BEhLTWwS. .

BH - GBI AICHT DLEREA

[0 - FE6VERA
EEEBHS A TH L CREBAYIC CCRT 2¥Th i
TVRBICdPrb 5T, BFFACBWTIESF
PINIC 40~60 %N ESR - BEBEHONE. F
% EBHICE LTI, CODP2at &
BHRDBAKOPHRIFFENOPBEETHS.
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