ONCOLOGY KNOWLEDGE HUB - FOR HEALTH PROFESSIONALS

Head & Neck Cancer: Oral cavity cancer Dr. Haritha Chiramana

MD, DM - Senior Medical Oncologist &

algorithm Hemato-Oncologist

Biopsy-proven oral SCC: CT or MRI of the primary and neck - CT chest (PET-CT if stage llI-1V) - DOI estimate - dental OPG -

nutrition - tobacco cessation - PD-L1 CPS if stage lllI-IVA - tumour board

7~ ™~ 7~ N~ ﬂ
T1-T2, CLINICALLY NO T3-T4A OR N+, RESECTABLE BORDERLINE, UNRESECTABLE OR
UNFIT
Wide excision (final margin >5 CPS 21 -, option: 2 doses of . .
mm) + neck by DOI and site pembrolizumab, then surgery Borderline resectable, fit — TPF

induction - reassess for surgery
( CPS <1/ unavailable — surgery first
DOI >3 mm or buccal/gingiva -

elective neck dissection (levels |- . . Technically unresectable

/1v) Resection + neck dissection + (masticator space, skull base,
free-flap reconstruction carotid) — cisplatin

DOI 1-3 mm, lateral tongue — SLNB chemoradiation

(expert centre) or dissection
Margin+ or ENE - RT + cisplatin

(HPV-negative: + nivolumab) Unfit for surgery or chemo - RT

Close/positive margin — re- alone (+ weekly docetaxel if

excise; pN+, bone, PNI/LVI - ( Other risk features — RT alone

cisplatin-ineligible)

adjuvant RT
- . . PS 3—4 or uncontrolled comorbidity:
DOI <1 mm and lateralised: observe the Start RT .Wlthln 6lweeks, continue palliative RT and supportive care
neck pembrolizumab if started

All patients: dental clearance before RT - swallow and jaw exercises - weight weekly - PET-CT at 12 weeks only after definitive (chemo)RT
- TSH every 6-12 months after neck RT - stop tobacco and areca nut for life.
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ONCOLOGY KNOWLEDGE HUB - FOR HEALTH PROFESSIONALS

Head & Neck Cancer: Oropharynx, larynx Dr. Haritha Chiramana

MD, DM - Senior Medical Oncologist

and hypopharynx algorithm & Hemato-Oncologist

Biopsy-proven SCC: pl6 (oropharynx) - CT/MRI neck + CT chest or PET-CT - laryngoscopy (cord mobility) - audiogram,

creatinine clearance - dental - nutrition - swallow baseline - tumour board

7~ ™~ 7~ N~ ﬂ
EARLY (STAGE I-11) LOCALLY ADVANCED, LARYNX CAN T4A LARYNX/HYPOPHARYNX OR
BE PRESERVED UNFIT

Oropharynx T1-T2 - RT or TORS

. . . Cisplatin chemoradiation Cartilage destruction or dead
+ neck dissection (pick the route ¥ eiv), IMRT | ¥
least likely to need a 2nd modality) (weekly or 3-weekly), ,once arynx - total laryngectomy +

daily neck dissection — adjuvant RT =
cisplatin (x nivolumab if HPV-

Glottic T1-T2 - RT or transoral negative)

Or TPF induction — RT/CRT in
responders; non-responders —

laser; no elective neck

surgery CPS 21, resectable — option of
Supraglottic T1-T2 - RT or perioperative pembrolizumab
transoral surgery + bilateral neck
(I-1v) Clinical review 4—-6 weeks; PET-CT
at 12 weeks - salvage surgery for Over 70 or frail — RT alone
HPV-positive TI-T2 Ni is stage I: same residual (altered fractionation if feasible)
options
Cisplatin-ineligible: weekly docetaxel or Hypopharynx: high distant risk; nutrition
carboplatin; never cetuximab in HPV+ first

All patients: stop smoking (quitline 1800-11-2356) - avoid treatment gaps - swallow exercises before RT - voice rehabilitation after
laryngectomy - TSH 6-12-monthly - yearly low-dose chest CT if 220 pack-years.
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ONCOLOGY KNOWLEDGE HUB - FOR HEALTH PROFESSIONALS

Head & Neck Cancer: Laryngeal cancer Dr. Haritha Chiramana

MD, DM - Senior Medical Oncologist &

algorithm Hemato-Oncologist

Biopsy-proven laryngeal SCC: laryngoscopy (stroboscopy for early glottic) - cord mobility - CT neck for cartilage and pre-

epiglottic/paraglottic spread - CT chest (PET-CT if stage Ill-IV) - lung function, voice and swallow baseline - dental - tumour
board with a surgeon who offers partial and total laryngectomy

s N A N A ™
EARLY (T1-T2 NO) T3 (OR N+), LARYNX CAN BE T4A, NON-FUNCTIONING LARYNX
PRESERVED OR SALVAGE
Glottic Tla-T1b, selected T2 - <platin ch diation (RT Total | ‘
transoral laser cordectomy or RT Cisplatin chemoradiation (RTOG ota a_rynge_ctomy +nec
. 91-11: best locoregional control and dissection (bilateral for
(small field, moderately | ion) ottic: lovel VI f
. . arynx preservation supraglottic; leve or
hypofractionated); no elective ynxp prag ) ) )
subglottic/transglottic) + voice
neck
prosthesis

Or TPF induction - response —
RT/CRT; no response - total

laryngectomy Adjuvant RT; add cisplatin for ENE
or positive margin (= nivolumab if

Supraglottic T1-T2 — RT to
primary + bilateral neck (ll-1V), or

transoral/open supraglottic Selected fit patients — L .
laryngectomy + bilateral neck supracricoid partial laryngectomy in HP\_/—negatllve), CPS 21'.
dissection expert centres per{operat|ve pembrolizumab
option
Subglottic (rare) - RT including Clinical review 4—-6 weeks; PET-CT )
level VI, or surgery; often presents at12 weeks - salvage Refuses laryngectomy or unfit -
late laryngectomy for residual chemoradiation, accepting lower
larynx preservation and survival
Anterior commissure or impaired Cisplatin-ineligible: RT + weekly
mobility (T2b): RT usually preferred voice docetaxel: over 70 or frail: RT alone Poor lung function or chronic aspiration
outcomes of laser and RT are similar for (altered fractionation) also favours total laryngectomy over

small tumours partial surgery

All patients: stop smoking (quitline 1800-11-2356) - speech and swallow therapy before and after treatment - stoma care and
humidification after laryngectomy - TSH 6—-12-monthly after neck RT - yearly low-dose chest CT if 220 pack-years.
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ONCOLOGY KNOWLEDGE HUB - FOR HEALTH PROFESSIONALS

Head & Neck Cancer: Hypopharyngeal
cancer algorithm

Dr. Haritha Chiramana
MD, DM - Senior Medical Oncologist &
Hemato-Oncologist

Biopsy-proven hypopharyngeal SCC: panendoscopy with oesophagoscopy (synchronous oesophageal cancer) - CT/MRI

neck - PET-CT (high distant risk) - nutrition first (feeding tube if weight loss or aspiration) - lung function - dental - tumour

board

EARLY (T1-T2, NO-NT1),
UNCOMMON
RT or chemoradiation to primary
and both necks (most patients)

Selected small pyriform or
posterior wall tumours -
transoral or open partial
pharyngectomy + bilateral neck

T2-T3 OR N+, LARYNX CAN BE
PRESERVED

Cisplatin chemoradiation, or TPF
induction -, responders RT/CRT

EORTC 24891: induction then RT
gave the same survival as
surgery and a functioning larynx in
many survivors

T4A, CARTILAGE DESTRUCTION OR

EXTENSIVE POST-CRICOID

Total laryngopharyngectomy (=
oesophagectomy) + bilateral neck
and level VI dissection

Reconstruction: free jejunum or
tubed ALT/radial forearm flap;
gastric pull-up when the

=

dissection oesophagus is removed

Most patients present with nodes: early
disease is the exception

Non-responders or residual
disease (PET-CT at 12 weeks) —
total laryngopharyngectomy

Adjuvant RT * cisplatin (ENE or
margin+; = nivolumab if HPV-

negative)
Cisplatin-ineligible: RT + weekly
docetaxel or carboplatin T4b or unresectable: chemoradiation if
fit, otherwise palliative RT and supportive

care

All patients: nutrition and weight weekly - speech rehabilitation (voice prosthesis) - stricture dilatation if swallowing narrows -
surveillance of the oesophagus and lungs for second primaries - TSH 6—12-monthly.

Dr. Haritha Chiramana, MD, DM - Senior Medical Oncologist & Hemato-Oncologist
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ONCOLOGY KNOWLEDGE HUB - FOR HEALTH PROFESSIONALS

Head & Neck Cancer: Recurrent or Dr. Haritha Chiramana

MD, DM - Senior Medical Oncologist &

metastatic disease algorithm Hemato-Oncologist

Recurrence suspected: biopsy - PET-CT - is it curable? (isolated local/neck — salvage surgery or re-irradiation at an

experienced centre) - PD-L1 CPS - performance status - goals of care

7~ ™~ 7~ N~ ﬂ
CPS 220 CPS 1-19 CPS <1, 10 UNAFFORDABLE OR
UNSUITABLE
Pembrolizumab alone Pembrolizumab + platinum-5FU .
(PS 0-1) Platinum + 5FU or taxane *
cetuximab (EXTREME) +
Rapid progression or heavy pembrolizumab
symptoms - add platinum-5FU Frail » pembrolizumab alone
(or taxane) .
Platinum-refractory (<6 months)
Responses are slower; some progress Progression — taxane, cetuximab - nivolumab or pembrolizumab
before they respond or methotrexate

Cost-limited - oral metronomic
chemotherapy + low-dose
nivolumab (Tata trials)

PS 3—-4: best supportive care

All patients: early palliative care - pain, bleeding and airway plans - nutrition and feeding route decisions with the family - trials where
available - carboplatin rather than cisplatin after previous cisplatin.
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ONCOLOGY KNOWLEDGE HUB - FOR HEALTH PROFESSIONALS

Head & Neck Cancer: Nasopharyngeal Dr. Haritha Chiramana

MD, DM - Senior Medical Oncologist &

CarCinOma algorithm Hemato-Oncologist

Biopsy-proven NPC (EBER positive): nasoendoscopy - MRI nasopharynx, skull base and neck - PET-CT if stage IlI-IV or bulky

nodes - plasma EBV DNA - dental, audiology, endocrine and eye baselines - tumour board in an experienced centre

7~ ™~ 7~ N~ ﬂ
STAGE I-II STAGE IlI-IVA RECURRENT OR METASTATIC
Stage | — IMRT alone (no surgery Induction gemcitabine—cisplatin Metastatic — gemcitabine—
to the primary) (or TPF) x 3 cisplatin + PD-1inhibitor (no CPS
threshold)
Stage Il - IMRT + concurrent Cisplatin + IMRT to ~70 Gy, both
cisplatin (N1, bulky T2, high EBV necks Oligometastatic — add local RT to
DNA) primary and metastases after
response
Low-risk T2NO / TINT with low EBV DNA: High risk (N2-3, T4, EBV DNA
RT alone may suffice detectable after RT) —
metronomic capecitabine 1 year Local recurrence, resectable -

endoscopic nasopharyngectomy
MRI ~3 months after RT; EBV DNA

monitoring
Unresectable — hyperfractionated
re-IMRT

All patients: refer to a centre that treats NPC regularly - yearly TSH and pituitary tests, hearing checks - watch for temporal lobe
necrosis, cranial neuropathy and carotid stenosis - dental care for life.
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ONCOLOGY KNOWLEDGE HUB - FOR HEALTH PROFESSIONALS

Head & Neck Cancer: Follow-up and
survivorship plan

Dr. Haritha Chiramana
MD, DM - Senior Medical Oncologist &
Hemato-Oncologist

A simple follow-up rhythm (NCCN, American Cancer Society survivorship guideline). Imaging is a baseline at about 12 weeks;
afterwards the examination and the patient’s symptoms drive tests.

Reduce recurrence and second
cancers

Stop all tobacco, gutka, khaini and
areca nut for life

Quitline 1800-11-2356; ask at
every visit

Limit or stop alcohol

Complete treatment without gaps
Yearly low-dose chest CT if 220
pack-years

Red flags to report

New ulcer, patch, lump or bleeding
in the mouth or throat

New neck lump

Hoarseness, pain or difficulty
swallowing

Exposed bone, jaw pain or swelling
Cough, breathlessness or chest
pain

Do not forget

TSH every 6-12 months after neck
RT

Dental review 6-monthly; fluoride
for life

No extractions after RT without
specialist advice

Swallow, jaw and shoulder
exercises

Screen for depression; involve the
family doctor



