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Introduction

Squamous cell carcinoma of the head and neck arises from epithelial
cells and occurs in the oral cavity, pharynx and larynx

seventh most common cancer worldwide with an annual incidence of
approximately 700 000 and a mortality rate estimated at 350 000.

In Iranian men is 2.62 per 100,000 and among Iranian women is 0.46
per 100,000.

Risk factors: 75%-85% due to tobacco use and alcohol consumption,
although human papillomavirus (HPV) infection. Other: radiation
exposure, chronic infection, long-term immunosuppression, poor oral
hygiene, poor nutrition, Genetic, Specific polymorphisms in genes
such as glutathione S-transferase (GSTM1), glutathione S-transferase
(GSTT1) or human microsomal epoxide hydrolase (EPHX1)




Table 1. Work-up for staging and diagnosis

Strongly recommended Alternative If indicated
General o Tumour biopsy e Speech and swallowing function
o Medical history ¢ Nutritional status with weight assessment
o Physical examination including head and neck ¢ Social and psychological evaluation
examination
o PS

¢ Dental examination
e Blood test’

Local and regional assessment o Head and neck CE-CT and/or MR o Teeth extraction”
o Rigid head and neck endoscopy under general
anaesthesia
Assessment of distant metastases o FDG-PET o Chest CT
Second primaries o Head and neck endoscopy o QOesophagoscopy

o Bronchoscopy

CE, contrast-enhanced; CT, computed tomography; FDG-PET, 2’-deoxy-2’-[18F] fluoro-p-glucose positron emission tomography; MRI, magnetic resonance imaging; PS, performance
status; RT, radiotherapy; TSH, thyroid-stimulating hormone.

® Complete blood count, assessment of liver enzymes, serum creatinine, albumin, coagulation parameters and TSH if RT is foreseen.

 |deally to be carried out during the head and neck endoscopy under general anaesthesia if indicated.

\\



Management

™ Staging based on Tumour Node Metastasis (TNM) Cancer

Staging Manual 8th edition

The optimal treatment strategy must be discussed in a
multidisciplinary team (MDT) including not only the main
treatment disciplines (surgery, radiation oncology, medical
oncology) but also the disciplines involved in diagnosis
(radiglogy, nuclear medicine, pathology) and treatment support
nutritionist, research nurse, psychologist).

THE STAGING OF CANCER
In the Tumor-Node-Metastasis (TNM) system:

+ The T refers to the size and extent of the main tumor. The main tumor is usually called the primary tumor.

+ The N refers to the number of nearby lymph nodes that have cancer.

* The M refers to whether the cancer has metastasized. This means that the cancer has spread from the primary
tumor to other parts of the body.

Primary tumor (T)

+ TX: Main tumor cannot be measured.

+ TO: Main tumor cannot be found.

* T1, T2, T3, T4: Refers to the size and/or extent of the main tumor. The higher the number after the T, the
larger the tumor or the more it has grown into nearhy tissues. T's may be further divided to provide more
detail, such as T3a and T3b.

Regional lymph nodes (N)

+ NX: Cancer in nearby lymph nodes cannot be measured.

+ NO: There is no cancer in nearby lymph nodes.

+ N1, N2, N3: Refers to the number and location of lymph nodes that contain cancer. The higher the number
after the N, the more lymph nodes that contain cancer.

Distant metastasis (M)

+ MX: Metastasis cannot be measured.
+ MO: Cancer has not spread to other parts of the body.
+ M1: Cancer has spread to other parts of the body.

Stage 0 Abnormal cells are present but have not spread to nearby tissue. Also called
carcinoma in situ, or CIS. CIS is not cancer, but it may become cancer.

Stage I, Cancer is present. The higher the number, the larger the cancer tumor and the

Stage 11, and more it has spread into nearby tissues.

Stage III

Stage IV The cancer has spread to distant parts of the body.




Larynx cancer
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Standard:

* Conservative (laser) surgery (T
and N¢) followed by RT or CRT if
indicated [IV, A]

¢ RT (T1-2, NO) (T and N°) or CRT
(T3 or N1-39) (T and N) [IV, A]

Standard:

* Concomitant CRT (T and N) I, A]

o |f total laryngectomy is necessary,
concomitant CRT (T and N) or
induction ChT followed by (i) RT
(T and N) in case of complete or
partial response after induction
or (ii) surgery in case of stable or
progressive disease after induction

0, A]

Option:
 Surgery (T and N) and lymph node
dissection followed by RT or CRT if
indicated [IV, B]

Standard:

* Surgery (T and N) followed by RT or
CRT [IV, A]

Option:
* Concomitant CRT (T and N) [IV, B]

Options:
* Induction ChT followed by RT
(T and N) [IV, B]
» Concomitant CRT (T and N) [IV, B]
» Palliative treatment: systemic ChT/
immunotherapy and/or palliative RT
and/or BSC [IV, B]

Figure 2. Management of laryngeal cancer (stage 1—IVB).
BSC, best supportive care; ChT, chemotherapy; CRT, chemoradiotherapy; M, metastasis; N, node; RT, radiotherapy; T, tumour.

* Not requiring total laryngectomy.
® Requiring total laryngectomy.

© cT1—2NO glottic cancer does not require neck dissection or neck RT.
 Altered fractionation (accelerated or hyperfractionated) RT is a valid option for selected T3 or T3N1.




Follow-up

follow-up iIncluding not only the physicians but the dietician and the
speech/swallowing/ hearing and psychological specialists.

Clinical follow-up, including endoscopy every 2-3 months during the first 2 years,
every 6 months for years 3-5 and annually thereafter

Imaging is recommended 3 months after the primary treatment and if symptoms
occurs or in case of abnormalities found at the clinical examination

For patients treated with RT, daily fluorination, dental evaluation every 6
months and yearly TSH dosage. i s; 0 and alcohol withdrawal counselling and
psychological support are also réee# n



Case
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= AMP Enoxaparin Sodium
= AMP Pantazole Laboratory parameters

= AMP Meropenem

WBC [18.9 [ Urea | 26 | FBS | 135
Hb | 90 | cr [0.70[SGOT]| 28
Hct [ 298| Na | 136 | SGPT | 16
RBC [386| K | 3.1 |ALKP| 175
Plt |29 | Mg | 1.6 | Alb | 29
CRP [ 35| P |23
ESR | 20 | Ca | 59

= Syr Lactulose
» Tab Caco3

= AMP Plasil (metocleropramide)

= Perl Rocatrol
» Kcl 15% 10 cc
= Mgso4 50% 4cc
= Alb 20%
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Hypocalcumia

= 99% of calcium is in skeleton, remaining 1% has important physiologic functions. half of
the Ca i1s bound to albumin. when serum albumin levels are low, total Ca levels decrease
because of hypoalbuminemia.

= |onized Ca is the active form of Ca and is not impacted by hypoalbuminemia. normal
levels for serum total Ca are about 8.5 to 10.5 mg/dL, normal levels for ionized Ca are 4.5
to 5.5 mEq/L.

= Hypocalcemia associated with vitamin D deficiency and inadequate hepatic or renal
activation of vitamin D, hypoparathyroidism, magnesium deficiency, renal failure, and
nephrotic syndrome, low serum phosphorus and hypoalbuminemia.

= \When serum albumin is low, ionized calcium is measured or the corrected calcium formula
accounts for a 0.8 mg/dL decrease in Ca for each 1 g/dL decrease in serum albumin below
4 g/dL.
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» Based on expert consensus, in the absence of IC, we suggest that a published predictive
equation or a simplistic weight-based equation (25-30 kcal/kg/ day) be used to determine
energy requirements Based on expert consensus, we suggest that patients who are at high
nutrition risk (for example, NRS-2002 > 5 or NUTRIC score > 5, without interleukin-6) or
severely malnourished should be advanced toward goal as quickly as tolerated over 24-48
hours while monitoring for refeeding syndrome.

e suggest that sufficient (high-dose) protein should be provided. Protein requirements are
expected to be in the range of 1.2-2.0g/kg actual body weight per day .

In patients at either low or high nutrition risk, use of supplemental PN be considered after 7
to 10 days if unable to meet > 60% of energy and protein requirements by the enteral route
alone. Initiating supplemental PN prior to this 7-10-day period in critically ill patients on
some EN does not improve outcomes and may be detrimental to the patient .
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= Energy
54 * 25-30= 1350- 1620 kcal

=» Protein
= 54*1.2-2 gr = 64.8-108 gr

= Fluid
= 54* 30-35= 1620- 1890
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Laboratory parameters
®» Corrected Ca= Serum calcium +

0.8 (4- Serum albumin) WBC | 139 | Urea | 36
7.5+ 0.8 (4- 3.3)= 5.81

Hb 9.1 Cr |0.98

Hct 28.9 Na 140

RBC | 3.80 K 3.2

Plt |440 | Mg | 158

Alb 3.3 P 3.0

Ca 7.5




Protein: 64/8-108 gr

» Standard supplement: 14 * 300/ 100= 42 kcal/ 4
kcal=10/5 gr pro

» Alb20% 50 cc= 10 gr

» 64/8-108- 20/5= 44/3-87/5 gr
®» Amino acid 10% 500 cc=50 gr
10/5+ 10+ 50= 70.5 gr Protein

» Jcc=1.1kcal
» 250 cc /day= 275 kcal

Carbohydrate :
» 535- 805 kcal / 3.4= 157/5- 236/7
» =D/S10% 500cc + 4 vial dexterose 50%

» Jcc=1 kcal
» 3* 7100 cc=300cc=300kcal +

= 10 gralb + 50 gramino acid = 60 gr pro* 4 kcal=
240 kcal +

» 250 cc intralipid10% =275 kcal======
» 300 kcal + 240 kcal +275= 815 kcal
» EFE: 1350-1620 kcal — 815 kcal= 535-805 kcal/day

Fluid:
30-35cc/ kg

1620 — 1890 cc — 200 cc (microsets for
antibiotics)= 1420- 1690 cc

500 cc amino acid+ 50 cc alb + 250 cc intralipid
+ 300 cc intrameal= 1070

====+ 350- 620 cc



First order

oral complete liquid diet

Powder standard supplements 100cc TDS
Amino Acid 10% 500 cc daily

D/S 10% 500cc + 4 vial dexterose 50% daily
Tab caco3 500 mg BD

Vial KCL 15% 15 CC/IV/day

Vial Mgso4 50% 4 cc 1V/ day

Check BS BD

Check Na, k, Cr daily

Check Alb, Ca, P, Mg 2/week

Check Tp, lipid profile, Alt, AST, ALKp weekly
Check Vit D state
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Total laryngedtomy after next week




)LO-.H >IA=0 LS\JL.’.)')l

A desd NG oo (6l g o0g aid S 18 S0 5 0guSGolad g c0guS5H Y JUgh i Lo

L aboratory parameters

WBC [ 6.9 | Urea | 26 | FBS | 130
Hbo | 99 | cr (098] Alb | 30
Hct [365] Na | 138 | TP | 5
RBC | 37 | K | 40 [VvitD3 [2509
Plt | 240 | Mg | 1.9

P | 32

Ca | 86
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Alb 20% 1/day =

Serum 1/3 2/3 1 Liter
Amp Heparin

Mgso4 4 cc

Serum 1/3 2/3 1 liter
Amp cefazolin

Amp dexametazon



JI o Adts Cg> 1 Ak 0y gl S sums Co g

ail o YUNF L ol e BMIE il sl ol (oo VPA Jlows 08 5 009y p,55LS OF Jloy 059 ™

el axd 5 ki s wb Yo-Y- Kecal/kg/actual BW 55 ICU o lews ,o BMI ssgome ol 5l ™
e a3 5 L s wb VY=Y gr/kg/ actual BW 655 ICU o lews ,o BMI ssgae ool sl ™

Jlew OUL PUT e+ ail (o Vo-Y0 CC/KG 5Ls 050 wlule =

/

\_

Protein requirements are expected to be in the range of 1.2-2.0
g/kg actual body weight per day.

~

Based on expert consensus, in the absence of IC, we suggest that a published predictive equation or a
simplistic weight-based equation (25-30 kcal/kg/ day) be used to determine energy requirements.

/
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= [Energy
54 * 25= 1350 kcal

= Protein
W 54*1.2-2 gr =64.8 - 108gr




EN &9

Standard Enterameal: Fluid:
» Jcc=1 kcal 30-35 cc/ kg

= 14% pro or 1.8 gr pro/ 50 cc (1 P. 11.3 gr powder) %&2}8 — 1890= 1600 cc + 200 cc (drain)= 1820-
» FE: 1350 kcal/ 7= 192 cc/g3h = 200 cc/3h (1820- 2090) -1450= 370-640

200 cc* 7= 1400 cc/day —===+ 500 CC N/_S

=

Protein: 64/8 gr

» Standard Enteramael: 14 * 1400/ 100= 196
kcal/ 4 kcal= 49 gr pro

» Alb 20% 50 cc= 10 gr

» 49+ 10 =59 gr == (64/8- 108)- 59= 5/8- 49 gr
» 1 sachet pure pro = 12 gr Protein

» 50+ 10+ 12= 81 gr Protein



order

® gavage standard enterameal 200 cc/ g3h
= gavage sachet pure protein l/day
= Vial Alb 20% 50 cc daily
= Serum N/S 500 CC daily
= Vial Mgso4 50% 4 cc 1V/ day
Amp vit D state IM
= Check BSBD
» Check Na, k, Cr daily
= Check Alb, Ca, P, Mg 2/week
= Check Tp, lipid profile, Alt, AST, ALKp weekly
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