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Part | MEERSARIER

BB —2:00PMAREE 2 MIEHE I RS, UGY B EER S ISR B2 MHI
BRERE BEHELREKRBE. SB=. @, H7:30AM , EREHRUGY
EBMBTIME. SHE6. BHEER. HRERECHRAIN K. BHHEES
HIRBIR mARERPowerpointiE X , MERBUTEB157ERRA, A=
ERTHBAUCYEMGBELS  BURBESRLENMEIREMESE TR
ERXHBBOTE. §8=7.00AMHNBEH S HR BB Z Mortality 2
ComplicationfB R , BRI AR RBRENE T ABMEREBERNRTRAA
PAREE. SAAE_EENAILER , BESTABMN —(IBA (&
102 E ), AERBEMARUGYEM N BREFLE. ERERE  TREMER
HEinBAEE. SEAX=EE2MI8.00AMAREEHSHRE  BEBES
R—BREIAME  EREMSERENERBRGIBRE  YRETORKRER
%, ERRARIBE. SEASE—EEHLANEEE HEBEFEXAS
FIEFMEERER , REBEPRR.

EREMRUCYEBMERR—ZFTEBREA , WASENE , FOBBMERRE,
EMEMEETTE  YREFRERREMNRE  REFEINEE.

FESELRAREHRERERE  SARTRE P XERZEHERRE
D BB HEmSE,

HEEXGHRRE (M- ) FRLDEE  XiHHEREEEHRESR,
HERARENMY  RUtRTEEY YR HEER  UAFREMDE
MR,

FEBRERSPEZRESIR  SEMARE  FELFEMPBENRR R
MR 5 EBERE R . ARBMATDERRERELRIAEMEE,

FAREEARNMEE , FHELREARBARREMNE , LEBFRHES,
ERBECEHELIRE  FEEXFMAX.

EBEHEBZ Admission Note BTE 24 PRERZEMR | Progress Note BRER
—R. FIEREMEIAESR Pre-operative Note , iTRAER Post-operative
Noteo

RERETREE



(1) fEBREMHE ( Admission Note ) :
ERFEBRERIREMES , RTEAREREEKBEZZHIN , R
BAZERLE , BEBECFHiRE  RAREESE,

(2) FRREFTE ( Progress Note )

A
B.

o

E.

F.

S HELEMK POMR base Z SOAP AR EEHFERE 2K
ARNERFAFTHARIEMANBELER , AT HBERFE
Acceptation Note R ¥ BE &} Admission Note S KiBREEE , % F
EEERGER  FRERE FRRERZARTEL
FER—BAAERASERRE-BRNEL , XRAEARE Weekly
Summary,

RREREPERIABMERE S BN FREDRARYIE M
&

FERIBMEEEDERRITEIERIRS S 8 | R &.
HRERRBZRARLZEARKFES.

(3) FMIFLE ( Operation Note ) :

A

B.

C.

R RERRR iR, By, EEE. &8 EHITARN S
RE,

FHRE (G ) FERERLZHERRFMEE , MTREMD
S OMR,

TREANEE (XK ), TREFMRA,

(4) FMEMIEFDE ( Post-operation Progress Note ) :

A
B.

BHEERAE0 (K. B, &), ARBEOER.
ERBERECHRE  SRAUELENESIRE, SIRABIEECRR
%A air-leakage 2 &R

BEFMANBERS REZEHHE, ERAEEIN AR 5 AR
EHMBBENEED.

REMERILY SHELHECLRFERUREBREESR ; 1R
FHRERBRERE  tETIARKEL.

10. SREERBRACEETIEEN A F2HEMMF=. =, O



Part Il MIRRAN—BTHEEA

HABRRAZRE :

(1)
)
@)
(4)
®)
(6)
@)
8)
9)
(10)

e
SERE (SELENE )

M x GEEHRE (EARAESR )
mER A MERE.

L B P % R I B

nERE,

B ERE,

DEERE,
MERBRERSE ( HEE ).
BADETEL R ERKRE,

MEAMERAZRE

(1)
)

@)
(4)
®)
(6)
@)
(8)
9)

MEEONHREREE FRMKMEESORESRA T AP E TR
REAR. VERHSHEBEMNE RT3,
EERAZFRER—MARMFR (paradoxical respiration ) & Hf
WIREE , AIZEEEEAEBREREEBIPAP.

mMEEE , mERRARE R,

M9 x kHE (EERAES) —UBEEDEEH , RN n0ENEE,
BABR IR 2.0

LHERTETFIEEE , 10 Demerol Fo

LERFSEFRER  BESIR , ERERFMEE.
NEBEEZFFEAMKE AIS & 1SS Score System ( i< )
BENCHRETIELEMHE (HHEL )

REYIBAMT ( Tracheostomy )

(1)

)

@)

EHESE
A, LHIREMRE,

B. MREAESDBIBRETSERE.

C. ERHEATREEE (HEBWBE )

D. AENHBRR , BAFEE (dead space »

E. HtWTHIZZREANAREMREESELE, EHRMEFI2
BEE,

Fha=R

A EREY

B. REXRY

AEEE:

A FIBRFEFHEEST,
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(4)

B. EARREANAERBETRETNRMN.
C. BEZREVRUEREE-ZE=MER A UBHRARERRE

ﬁ%o

D. SEUHZED, FEAK, UFBEREESE  BEABERSR
EHRE,

E. EEHERATREHESE , UEZEZEER)D  SRECRERER
BEZREREE

FHi%RE :

A. 5 Nebulizer , BILZR , AT,

B. WREDWRZHBRECEFTEMNTBRE SAHRTARE 15
»o

C. HEREEMEREE,

D. SBRERMEEEORBEE,

REFRXREHRSE :

(1)
)
@)
(4)
®)

FEREIERMNE,

BERE | EEERE.

CIEER | ERERE,

LT ERE- I e

FREMPRNR , ELEREHFA R, IEHNEERTRE , §8
W R

BRFHT ( Thoracotomy ) :

(1)

)

@)
(4)

FoTaI S
A EBY RT,.ZEFBAERER , 2ENMER Incentive
Spirometer (Coach) , BB 2 RE %,
BYMEN | MFAMETE R F IR EREE,
AHZhBE S ER . B ERBIM ventilation & perfusion scan(Mi#
Mo
& room air T , BN AR SR B8 247 .
RAEE —BURZME X K.
BRERFMHR (schedule ) ER.
T2 -
EfmK , KNMEZBIITRE , R PT, APTT ZBIE.
.
RERZ %R,
Eﬁ"?ﬁﬁZHﬁﬁ%ﬁIﬂEo
xﬁi%ﬁﬁf] EU =] n/o
TR ARTRE RS 2 RFMIA 2 BR.
?ﬁhﬂPZEﬂ/ﬁﬂgumfusmn pump HERF6 co/kg/hr BRI,
FHREHEEIEEE

ow

ﬂrn.oo.m.nnmmrn.o
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A FIERERRRAZHEREE  EIFRESIRESR , Mmis
& CBC, electrolyte , ABG & blood sugar, ¥ Portable CXR
ZREEH,

B. HMUTZEMEXXHARRAERE , IN EXHBUSEE2RE
3o

C. FHERBEREFBA, BXARGAAEIERESIRERTERE
ER?HERSIRERTES ? ARRKDERT R ? XEE5|
TRRR &,

D. EBBEAERER, 8PN 20 R, BRREERY , Fifk
E=KRENBAEEER Incentive Spirometero

E. BYMBHFRE, XERENRE X XRERERIRE FMRE
o

FF EWRFEE, X XA LWEERRT  MESIREE 24 N
REFRERR , SIRREER 100 c.c.B , BNAHEIRE KR,

ME—RBRERBZRE  (MRE , XKREERREWN ):

(1) RERE ((SEZEMEEES AHREZRAREREE MEEE
URMEBRRR  YERGERMBERSE. )

(2) Z&MI5IR ( postural drainage »

(3) RERZEE,

(4) BEEERA, £HRKBE  SARLBRLIEZ  NW-EH LT
BH open drainage . B BEENAK,

fim B E 2 RE

(1) NERBEYERZBRIRE.
(2) BMERETZHRIRE.

(3) MEERAERE,

(4) RERERBEYAE (MO )

B BRI : ( Spontaneous Pneumothorax ) :

() WE-EIFEEEUERFABRAERER  REREEETHEL (W
RER, BB, RALNE ), REEZER (WPREE. WE 8
RS, BER RNE\/ERE ), WEBBEIERMHBER WRALMESRE
B FESx = 88 A 18 2 BIR LAk BRcatamenial pneumothoraxZ AT 8E .

(2) Be-aF: 2. B8 8. IREH X X%

(3) RE- -BREXSLETEHIMZEE, BEEB 20% (H—IEEE)
EEAR, BAZHERBESIRM ( pigtail catheter B chest
tube ), BEMBEAERMIWIAMALREE , BIEEBFHEE,

(4) FHEzRE, MREE-BMTELEMR, XF tension pneumothorax
FER, HERE RHERZEERAAR, BUB £reperfusion pulmonary

_6-



edema, XERETHBMHER L. IREHELRR SE2EBHN
FAREBIRE , URIRROMERKN , RERK.

(5) BHWANAFEUERE B5IRMEER central wall suction( Emerson
WER MEEB W, BB £ central wall suction Rt H B, REmerson
WERESEIMR |, AR —BERM. SEIESIRIASRBRKTS
Fi(free drainage system) , MEMER S BB I RIDRE | EH4E
wER.

RIER#E ( Corrosive injury of esophagus ):

(1) ¥HE -

A. S (acutestage ) - EHHARMYZER (mE. BE ), TR
2B (REZCEAR ), HE (W—0O. ¥F, ¥RE), #4E
ZHE, ¥ FRECRE (WERF, EE, Hm BEE) S
HERERFEE,

B. @M (chronic stage) - BFERERE , REWFIREREZ K
BRBEEZER,

(2) BR-EIZRECEERBURRAREENRR, ABRRE  SFEOE
RREMBEEAE, &5, 23Uk OBKEEBE&8NE. BED
RE , SEBERERIBAR , SERSMNM X KRE, niEH
SENEIEHEERR. AREETEDREN. OB, REREEE
EETEY ENT. HARAMA , FRRBE , IAARERE.

(3) —M routine ZWE , AETEMBMBE pHE<72ETRIEE),
electrolytes & HCO5” RBZAE. BIHEE  AREFEERREZ
P,

(4) LEHILERERE - AEERI KRB/ NMOET. BERBAEER
24 PRERITZ  URELHLCEZEZRE. LHILERBZREE
A % % Grade 1: edema or hyperemia of mucosa ; Grade 2:
non-circumferential superficial mucosa ulceration with white plaques ;
Grade 3: circumferential mucosal ulcerations ; Grade 4: signs of
transmural necrosiso

(5) f1IBitk - SMEBERER FTUBREE  WTBHERHBML, NE 5.7
BAEKHEL  ATERERRE K ALERBRE.

6) LHILERE (UG series ) - SMEE  HIENEBE  BHHERET
iR E | AR EHCEZBER. BMEE  ATMAHREZME
REE.

(7) BEEBZWHITEMES -

A SHEE BRHEREE, ARENEBENEEERK,

B. 1 BMEE 6 REIWMIHEERKE , TEKOEEERR , &

HAEXMTF :
(A) =ZBIREE (TPN)
7 -



10.

1.

12.

(B) BHZEBER ( Gastrostomy or Jejunostomy feeding ) -
AREEEFEE
(8) FiAR-MAXEFRESREBRRZEE  ARE. 5. BHYTLE
WHIE , IS ERSBITFMIR. BEEEE K ASHERRS  EE
AT, RAMEBE  NELEREREFREBNER , TR=Z
ANEA HETREEEFIH.

BRI :

(1) #F vit. B6 50mg Bido

(2 REBZIHK.

(3) BmMNREARMMREEZEHNRE  REAHHSRREZLE,

LBEYERE

(1) #F vit. B6 50mg Bido

(2) #F vit. B122cc Q1We

(3) BYIAE , HRlRHEZER.
(4) HAnXRRI/MIBEZERRSE,
(5) BREWIHE A BSHEMET.

RIEIIREM ZFRIE ( Functional disorders of the esophagus ) :
‘@¥EHiatal hernia , gastroesophageal reflux , achalasia , diffuse esophageal
spasm , diverticulum %.
(1) RE:
A REE®M®E (Esophagography or Barium swallowing Chest
x-ray ) ZHFE , LHLEBEMREZHE (UG series L
Trendelenburg position )

B. REHR®RZ.

C. EBEBI®E (Esophageal Manometry Study »

D. ZTHRRERBZBEBEM®RZ (24 hours esophageal and
gastric pH monitoring ) &I LA HEA |, Ho-blocker ,
PPl , B iEfR R,

E. HREEBHE ( Esophageal Transit Study »

F. Enterogastroesophageal Reflux

G. Gastric Empty Scane

(2) AR

A. Gastroesophageal reflux, Hiatal hernia :
A) BRETEBRFZAMEER.
(B) EWAE,
(C) FUERFHT ( anti-reflux procedure ) :
3 Nissen Fundoplication ( B BIEEFREEHIIT ) |
Belsey Mark IV procedure, Hill's procedureo
-8 -



B.  Achalasia :
(A) Modified Heller's operation ( 7J B MIFR R SRS AR S #14T )
(B) Modified Heller's operation + anti-reflux procedure
C. Diverticulum :
(A) Esophagomyotomy
(B) Esophagomyotomy + diverticulectomy
(C) Esophagomyotomy + diverticulopexy

(3) FWERERE: WERMFMZFHEREE, N= OXRZIRNTER.

13. EEMEDEE ( Myasthenia gravis ) BEZRE :
(1) FHERE :
Chest X-ray , B2 AR EIDE.
CT scan of mediastinum. Anti-skeletal muscle antibody, Ach-receptor
antibody, ANA, C3, C4, Anti-Mi Ab, T3, T4, CPK, EMG ®ZE, PFT.
(2) Osserman’s and MGFA classification

Osserman's Classification of Myasthenia Gravis

Class | Ocular involvement only

Class 1A Mild generalized myasthenia with ocular involvement

Class 1IB Moderate severe myasthenia with bulbar symptoms

Class Il Acute severe generalized disease with bulbar impairment

Class IV Late stage of disease with marked generalized and bulbar
involvement




MGFA clinical classification

Class |

Any ocular muscle weakness
May have weakness of eye closure
All other muscle strength is normal

Class II

Mild weakness affecting other than ocular muscles
May also have ocular muscle weakness of any severity

Predominantly affecting limb, axial muscles, or both
May also have lesser involvement of oropharyngeal muscles

Predominantly affecting oropharyngeal, respiratory muscles, or both
May also have lesser or equal involvement of limb, axial muscles, or both

Class il

Illa

b

Moderate weakness affecting other than ocular muscles
May also have ocular muscle weakness of any severity

Predominantly affecting limb, axial muscles, or both
May also have lesser involvement of oropharyngeal muscles

Predominantly affecting oropharyngeal, respiratory muscles, or both
May also have lesser or equal involvement of limb, axial muscles, or both

Class IV

IVa

Vb

Severe weakness affecting other than ocular muscles
May also have ocular muscle weakness of any severity

Predominantly affecting limb and/or axial muscles
May also have lesser involvement of oropharyngeal muscles

Predominantly affecting oropharyngeal, respiratory muscles, or both
May also have lesser or equal involvementof limb, axial muscles, or both

Class V

Defined by intubation, with or without mechanical ventilation, except when employed during
routine postoperative management. The use of a feeding tube without intubation places the
patientin class IVb.

@)

(4)

®)

FHaI 22Xl - ENERNZAERE  AIRER, BOFHE2
complication.
A TERES,
B. Plasmapheresis - BIEREETM 3-5 Ko
C. Solumedral ( Methylprednisolon ) - 1000mg in 400 c.c. G/'W : F
Mial— /B LV, BE 100 cc.. FMH 100c.c.. FME—DE
100c.c. , H& 100c.c. Rl #24/ NFRIEEHETE,
Formi
A. Median sternotomy with maximal thymectomy ( Extended
thymectomy )
B. Thoracoscopic thymectomyo
C. Subxiphoid video-assisted thoracoscopic extended thymectomy
(SXVATET)
Filitk
A FERAZER , XERTAFRFRBPAPHE , LA
endotracheal tube extubation Z .
B. Fii## Mestinon WAFWE 2/3 B , X ERTZEHMEFME
A&,

-10 -



14.

BERAHH Prednisolone 15mg q.o.d. &, ERBEM 2.55mg
B XERTEME 1-3 mg/kg q.od. Al
FitBRERAZEVCNATERZEY (HE+— )

W BRI RS, AT A BN, RABEY (I MTX)
PEBEEIRR | B RIMEIEY (Imuran)Fo

F TR R AR 3 9l B 2 # 3
FTHTHY 24
A FINSTETEHEMRLZFEARE

(1)

)

@)

(A) BIEB X K

B) LEME

(C) HmkE

(D) FERBRHBFREIR

B. FHdi—KML+BLUBEAREK,

C. fRRE: REBLIHRILEESS,

D. FHEXRBESERBFHTHEEE FHHEEERREE £H
EXGE PN S e L L CIN

E. BARBRBKEENR.

F NREBEETMENR  BEZRMEARBASHE B
(04)23592525 & 5041

EHBE

A BBFLME | HETHBL SR,

B. LEME4BIENRTIE 1 A9kt , NAMEHEE IR
FERET B EH (T EER )

C. FHHBRMIE 30 DEA,

D. HEARRAETHEMATASL  KERESINTER, 1 2 -
AR,

FHEEEEE ;

A BEAEERE. WA WE. SOABZER, BEADED
FFPBMEZADERD.

B. FHHAMI=X, BONMREDEBEANE  0RBHMNSSE
W—BRAREEHRE.

C. F5TEAR OS%ULWUER  FHATERETLER  AKE
SUBIERE, THESEEBEITRAR M. SRR TGS
HSTRMGTE, SRR ERAESE T8RS0
B EEBRFANET.

D. MEBENE S0%WHER , THATSEBHITHRS , o
A AR TR IR AR AR E.

E. —BEABOZRK, —BRENDHEHDRE EZRBTRE.

-11 -



15, ATMEEAZEERSE :
(1) FHATETR 2ER

A
B.
C.

BRRS X A ERFEFNZER(WLERE, EES).
R FM L EZEM | BEER SVC syndrome,
5 ERBR M LN TTEEYE (# 3%).

@) FHHE:

A. Open method

B. Puncture method

(3) FHEEEE:

e EREBXEERTRERMMEEE,

16. &K AR E B BT
(1) FHATETR 2ER

)

@)

A
B.

R0 R R AR & B N R R B AN 2 BE,
ERFNEES,

F i % : Ponsky pull technique

A
B.
C.

D.

B HEREENEIE,
UFEBREEREEESEEREEE A RREEAR.

#EREERHE A Angiocath ZEBH B A guidewire, FIF B &EAB KA
guidewire HIAHHH,

EEEERETE guidewire HOFEA , EEEHE , Bl external
bumper BEE. ( —MEEE 3-5 XD )

FMREESEE

-12 -



A BETHRERZEHIK,
B. External bumper FETEAE,
c. EOEELNTER,

17. FEBEBD Fir. FhEEAE :
EZ2ERET=. +=.

18. HREBBMIEXMEARE
F2EM M.

19. MESIRRHEBN (E1-A. B):
(1) 1 bottle system
BAME( RBEKTEIRMR ), ABZEIREZEM, SIRBAREETE
(2) 2bottles system ( XTSI + WEHM ), SIREEHEKER , TF
HelmBAzFEMTEI D EERE R RE 25N, BACAMKSE
K, BERARRNER  ZhiRFEERHHREAR,
(3) 3bottles system (K TFEIRME + WEM + B ), ARG RARE
ZEEREHMEREZR D , Bt TEEE P RARIER,
(4) MEREZWEH .
A. Indications:
(A) FET2ER
(B) FEBBBMRAERAELE
(C) BIREPR100c.c.
B. Technique
(A) FEEER
a. SAEAFBERRER
b. WEBE/DEEGLESE

®) MERB
a LEEBEEEALIHOERETBS
b, BHIEE L8R
o UBEERWELZEREEE
4. BREELTUREEE

S13 -



Collection Water seal
chamber chamber

.

Suction
regulator

+D

To wall suction

From patient

To wall From patient
suction \

~

Suction Dry Suction Chest Dfln
regulator —— E
2000 1090 [ —
1900 | qp00 ;
1800 F | 900 [ 3
1700 = 500
1800 700
E E Collection
1500 £ 600 | chamber
1400 = 500 [
Water seal s E
chamber 1800 400 3
| s00f—




20. [fERB GGO x BERZENRE

| Mo follow up |1—|

Incidental nodule on
chest radiograph or CT

v Benign
appearing
Thin-slice CT for calcification
further
characterization Fat density
within
nodule

Mo
further
testing

¥ wlr

Low
risk | Smaller
No growth H_l-h— than |«
| 1ah 1 4 mm
risk
Repeat CT |«—l
ati2mo |*—
Low
risk
|—| 4=6 mm Ilf.
Repeat CT :IE:‘
at 6-12 mo, |eg—
then at
18-24 mo if €
no change Low
risk
High
risk
Repeat CT|le—t
at3, 9,
and 24 mo 4—| 8-10 mm |
Interval
growth

Smooth margin + || Spiculated margin +
larger than 1 cm larger than 1 cm

— Hiigh risk
Low risk 1
¥ 1

> PIIET -Positive 3»| Biopsy |

Negative 1

Repeat CT | _Interval
at3mo growth

]
Mo growth

Repeat CTat | Interval _|
6, 9, and 24 mo growth

-15 -




Part Il FEESAFHE X @ 25a5T M
FifE

B RE
(1) FHTEZHRERSEEERE  TH Performance Status( MiF+H )
(2) WKREILRBRESRRE (B4 CEA SCC. Cyfra21-1 & Ca™* & )
(3) MWEER X Xk,
(4) XREHEBRE,
(6) TR, XREERF. EFUHOEMDYZ ERERER TR ARE,
(6) KT EERE
A. IEEFES (PET scan)
B. £HEHREHE
C. MERMGITIHEBERKERFE Ventilation & Perfusion scan
(7) EMETEES (CTscan )
A MREHEERS.
B. EMRKEME MM EME ERY,
(8) HFRHESRIRME.
(9) FiZhRERE,
(10) BDARMLIR 588 2 47

fHiEE (52 ) BEZRE

(1) RERREKIETIERFE L ( nonsmoking, ex-smoker, current smoker ), &
SHHE A IRARREBER.

(2) BESEZRSRER A KBELAENERZZFE.

(3) RERE,

(4) WEBEERB X XA,

(5) BEER  DEE. B, RERERE,

(6) XREHERE - @ inspection , brushing and washing cytology,
transbronchial biopsyo

(7) #IRAREE M Mediastinoscopy ) ARSE 35 HERR ¥ B Y1+ i Parasternal
mediastinotomy biopsy ) BMIf2EE (Thoracoscopy ) E1T.

(8) BAMIFM - B Partll ¥ 5 HEEFH.

(9) MR FIT : EREEMFERFMER.

-16 -



3. [EHERZ D MHRE
FHMaIERG THRAME , FMEEFARSE , FMHREZHABLEMEBIE
BAREBRR,

Sites of lymph nodes

B2

1. Highes: mediastinal
2. Upper paratracheal
3. Pretracheal or retrotracheal
4. Lower paratracheal

or tracheobronchial

5. Subaortic

6. Aortic (phrenic)

7. Subcarinal

8. Paraesophageal

9. Pulmonary ligament
10. Hilar
11, Interlobar
12, Lobar
13. Segmental

17 -



Supraclavicular zone

@ 1 Low cervical, supraclavicular,
and sternal notch nodes

Superior Mediastinal Nodes

Upper zone
. 2R Upper Paratracheal (right)
@ 2L Upper Paratracheal (left)
. 3a Pre-vascular
. 3p Retrotracheal
‘ 4R Lower Paratracheal (right)
@ 4L Lower Paratracheal (left)

Aortic Nodes

AP zone
@ 5 Subaortic

. 6 Para-aortic (ascending
aorta or phrenic)

Inferior Mediastinal Nodes

Subcarinal zone
O 7 Subcarinal

Lower zone

@ 8 Paraesophageal
(below carina)

@ 9 Pulmonary ligament

N4 Nodes
Hilar/Interlobar zone
QO 10 Hitar
. 11 Interlobar
Peripheral zone

@ 12 Lobar
@ 13 Segmental
@ 14 Subsegmental

© MSKCC 2008

B3 The IASLC lymph node map

-18 -



4. [z 5 8 ( Staging of Lung Cancer )

Types of Staging Assessments

Prefix Name Definition
c Clinical Prior to initiation of any treatment, using any and all
information available (eg, including mediastinoscopy)
P Pathologic  After resection, based on pathologic assessment
y Restaging  After part or all of the treatment has been given
T Recurrence  Stageat time of a recurrence
a Autopsy Stage as determined by autopsy

Residual Tumor after Treatment

Symbol Name Definition

No identifiable tumor remaining;

RO No residual
Negative surgical margins

Microscopically positive margins but no visible

R1 Microscopic residual .
tumor remaining

R2 Gross residual Gross (visible or palpable) tumor remaining

-19 -



Difference between AJCC 6" and 7" lung cancer staging system

Table 1. T descriptor changes: comparison between 6th and 7th edition of the TNM Classification of

Malignant Tumors.

T definitions 6th ed. descriptor | 7th ed. descriptor
ITumors = 2 cms. T1 Tla
ITumors > 2 cms and = 3 cms. T1 Tib
ITumors > 3cms and = 5cms. T2 T2a
'Tumors > 5 cms and = 7 cms. T2 T2b
'Tumors > 7 cms. T2 T3
Separate nodule(s) in the primary lobe. T4 T3
Separate nodule(s) in a different ipsilateral lobe. M1 T4
Malignant pericardial effusion. T4 Mia
Pleural dissemination. T4 Mila

Table 2. Grouping of lymph node stations into “zones”.

Nodal Zone

Lymph node station

Upper zone

Low cervical, supraclavicular, sternal notch (1R - 1L)

Upper paratracheal (2R - 2L)

Prevascular (3a) and retrotracheal (3p)

Lower paratracheal (4R - 4L)

IAortopulmonary zon

Subaortic (aortopulmonary window - 5)

Para-aortic (ascending aorta or phrenic nerve - 6)

Subcarinal zone

Subcarinal (7)

Lower zone

Paraesophageal (8)

Pulmonary ligament (9)

Hilar zone

Hilar (10)

Interlobar superior (11s) and inferior (11i)

Peripheral zone

Lobar (12)

Segmental (13)

Subsegmental (14)
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Table 3. M descriptor changes: comparison between 6th and 7th edition of the TNM Classification of
Malignant Tumors.

M factor definitions 6th ed descriptor 7th ed descriptor
Metastasis cannot be assessed. MX MO
Malignant pericardial effusion. T4 Mla
Pleural dissemination (malignant pleural effusions,

T4 Mia
pleural nodules).
Addltlonal nodules in the contralateral lung (same M1 Mia
histology).
Distant metastasis. M1 Mib

Table 4. Classification of visceral pleural invasion (VPI): Proposed modification of Hammar
Classification (30).

PL category Definition T status
[Tumor within the subpleural parenchyma or, |PLO is not a T descriptor and the
PLO invading superficially into the pleural IT component should be assigned
lconnective tissue below the elastic layer. lon other features.
PL1 [Tumor invades beyond the elastic layer. =
PL2 [Tumor invades to visceral pleural surface. pT2 |Ind|cates VPI
PL3 [Tumor invades the parietal pleura. pT3

Table 5. TNM staging groups changes: comparison between 6th and 7th edition of the TNM
Classification of Malignant Tumors.

6th ed | 7th ed

T/M descriptors NO it N2 N3
Tl (=2cm) Tla 1A 1IA IIIA 111B
T1 (>2 cm =3 cm) Tib IA IIA IIIA 111B
T2 (>3 cm =5 cm) T2a 1B IIA IIIA 111B
T2 (>5cm = 7 cm) T2b IIA 11B IIIA 111B
T2 (>7 cm) I11B IIIA IIIA 111B
IT3 (direct invasion) T3 11B IIIA IIIA 111B
T4 (same lobe nodules) IIB IIIA IIIA 111B
T4 (extension) Ta IIIA IIIA 111B 111B
M1 (ipsilateral nodules) IITA IIIA IIIB IIIB
T4 (pleural effusion) Mia IV IV IV v
M1 (contralateral nodules) v v v v
M1 (distant) Mib v v v v
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Lung Cancer
ANATOMY

Primary Site. Carcinomas of the lung arise either from the alveolar lining cells of
the pulmonary parenchyma of from the mucosa of the tracheobronchial tree. The
trachea, which lies in the middle mediastinum, divides into the right and left main
bronchi, which extend into the right and left lungs. The bronchi then subdivide into
the lobar bronchi in the upper, middle, and lower lobes on the right and the upper
and lower lobes on the left. The lungs are encased in visceral pleura. The inside of
the chest cavity is lined by parietal pleura. The mediastinum contains structures,
including the heart, thymus, great vessels, lymph nodes and esophagus.
Regional lymph nodes. The regional lymph nodes extend from the
supraclavicular region to the diaphragm. During the past three decades, two
different lymph node maps have been used to describe the regional lymph nodes
potentially involved by lung cancers. The first map, proposed by Naruke (E&l 2) is
used primarily in Japan. The second, the Mountain-Dresler modification of the
American Thoracic Society lymph node (MD-ATS) map is used in North America
and Europe. Recently, the International Association for the Study of Lung Cancer
(IASLC) proposed a lymph node map ([ 3) that reconciles the discrepancies
between these two previous maps. The IASLC lymph node map is now the
recommended means of describing regional lymph node involvement for lung
cancers.

There are no evidence-base guidelines regarding the number of lymph nodes
to be removed at surgery for adequate staging. However, adequate N-staging is
include sampling or dissection of lymph nodes from stations 2R, 4R, 7, 10R and

11R for right side tumors, and stations 5, 6, 7, 10L, and 11L for left side tumors.
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Station 9 lymph nodes should also be evaluated for lower lobe tumors. The more

peripheral lymph nodes at stations 12-14 are usually evaluated by the pathologist

in lobectomy or pneumonectomy specimens. There is evidence to support the
recommendation that histological examination of lymph node specimen will include

6 or more lymph node stations. Three of these nodal stations should be

mediastinal, including sub-carinal nodes and three from N1 nodal stations.

Distant Metastatic Sites. The most common metastatic sites are the brain, bones,

adrenal glands, contralateral lung, liver, pericardium, kidney, and subcutaneous

tissue.

RULES FOR CLASSIFICATION

Clinical Staging (c). Clinical staging (cTNM) is based on the evidence before

primary treatment, including physical examination, imaging studies (eg, CT and

PET scan), laboratory tests, and staging procedures such as bronchoscopy or

esophagoscopy with ultrasound directed biopsies, mediastinoscopy, thoracentesis,

and thoracoscopy (VATS) and exploratory thoracotomy.

Pathologic Staging (p). Pathologic classification uses the evidence acquired

during and after surgery, particularly from pathologic examination.

1. The pathologic assessment of the primary tumor (pT) entails resection of the
primary tumor to evaluate the highest pT category.

2. The complete pathologic assessment of the regional lymph nodes (pN)
entails removal of a sufficient number of lymph nodes to evaluate the highest
pN category.

3. If pathologic assessment of lymph nodes reveals negative nodes but the
numbers of lymph node stations examined are fewer than 6 stations, classify

the N category as pNO.
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4. Isolated tumor cells (ITC) are single tumor cells or small clusters of cells not
more than 0.2 mm in greatest dimension that are usually accidentally
detected by immunohistochemistry. Cases with ITC in lymph nodes or at

distant sites should be classified as NO or MO.

Pathologic staging depends on the proven anatomic extent of disease,
whether or not the primary lesion has been completely removed. If a biopsied
primary tumor technically cannot be removed and if the highest T, N, and M
categories of the tumor can be confirmed microscopically, the criteria for pathologic
classification and staging have been satisfied without total removal of the primary
cancer.

PROGNOSITC FEATURES

Clinical Factors. Analysis of the IASLC lung cancer database revealed that in
addition to clinical stage, the performance status, patient’s age and sex (male
gender being associated with a worse survival) were important prognostic factors
for NSCLC. In addition, squamous cell carcinoma was also associated with a
better prognosis for patients with Stage Il disease but no in other tumor stages. In
advanced NSCLC (Stage I1l/IV), some laboratory tests (WBC and hypercalcemia)
were also important prognostic variables. In resected pathologic Stage | NSCLC
suggests that patients with high preoperative serum carcinoembryonic antigen
(CEA) levels have a poor prognosis, especially if those levels also remain elevated
postoperatively.

In the lung, arterioles are frequently invaded by cancers. For this reason, the V
classification is applicable to indicated vascular invasion, whether venous or

arteriolar.
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Biologic Factors. In recent years, multiple biological and molecular markers have

been found to have prognostic value for survival in lung cancer, particularly

NSCLC.
Metaanalyses published on the prognostic value for survival in lung cancer
Biological marker Prognostic

Bcl-2 Favorable
TTF1 Adverse
Cox2 Adverse
EGFR Adverse
EGFR mutation Favorable
ras Adverse
VEGF Adverse
p53 Adverse

ADDITIONAL NOTES REGARDING TNM DESCRIPTORS

1. Pleural invasion
(1) For the T2 category, visceral pleural invasion is defined as invasion to
the surface of the visceral pleura or invasion beyond the elastic layer.
(2) A tumor that traversing the elastic layer is defined as PLO
(3) A tumor that extends through the elastic layer is defined as PL1
(4) A tumor that extends to the surface of the visceral pleural is as PL2

(5) Either PL1 and PL2 status allows classification of T2

2. Multiple tumors
(1) If multiple tumors are of the same cell type, they should only be
considered to be synchronous primary tumors if that associated
carcinoma in situ or difference in morphology, immunohistochemistry,
and/or molecular studies presented differing subtypes, and also no
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Table 4. Classification of visceral pleural invasion (VPI)*

Proposed modification of Hammar Classification of VPI
Tumour located within the lung parenchyma
or only superficially invading in the pleural
connective tissue, but not beyond the elastic
layer of the visceral pleura

PL1 Tumour invades into the visceral pleura beyond
the elastic layer

PL2 Tumour invades to visceral pleural surface

PL3 Tumour invades into the parietal pleura or the
chest wall

Correlation between PL and T status
T1=PLO

T2 = PL1 or PL2
T3 =PL3

mediastinal lymph node
metastases or nodal metastases within a common nodal drainage.

(2) Synchronous primary tumors are most commonly encountered when
dealing with either bronchioloalveolar carcinomas or adenocarcinoma of
mixed subtype with bronchioloalveolar compartment.

(3) Multiple synchronous primary tumors should be staged separately.

(4) The highest T and stage of disease should be assigned first.

Vocal cord paralysis

(1) Vocal cord paralysis (resulting from invasion of the recurrent branch of
vagus nerve), SVC obstruction, or compression of the trachea or
esophagus may be related to direct extension of the primary tumor or to
lymph node involvement.

(2) Itshould be classified as T4 category (Stage IlIA).

(3) Ifthe primary tumor is peripherally, vocal cord paralysis is usually related
to the presence of N2 disease (Stage IlIA)

Pancoast tumor
(1) The “Pancoast” tumor related to the symptoms caused by a tumor

arising in the superior sulcus of the lung that involves the inferior
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)

branches of the brachial plexus (C8, T1) and, in some cases, the stellate
ganglion.

If there is evidence of invasion of the vertebral body or spinal canal,
encasement of the subclavian vessels, or invasion of C8 or above, the

tumor is classified as T4. If not, the tumor is classified as T3.

5. Diaphragm invasion

(1)

Tumors directly invading the diaphragm considered to be T3, but appear
to have a poor prognosis, even after complete resection and in the

absence of N2 disease.

6. Satellite nodules

(1)

)

@)

(4)

The term “satellite nodules” was defined as additional small nodules in
the same lobe as the primary tumor but anatomically distinct from it.
Additional small nodules that could be identified only microscopically
were not included in this definition. This term have deleted from 7"
AJCC staging manual.

The term “additional tumor nodules” should be used to described grossly
recognizable multiple carcinomas in the same lobe. Such nodules are
classified as T3.

The term of “Isolated tumor cells” should be applied to one grossly
detected tumor associated with multiple separate microscopic foci. Such

lesion was classified as NO or MO.
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7™ AJCC TNM staging of lung cancer

NG STAGING FORM

INIC. PATHOLOGIC
Extent of disease before STAGE CATEGORY DEFINITIONS
any treatment
[ y clinical - staging completed . s LATERALITY: O y pathologic - staging completed
after neoadjuvant therapy but H : " after neoadjuvant therapy AND
belorssupssasontsugony o o Oleft O right O bilateral bsequentsugery
PRIMARY TUMOR (T)
Q 7 Primary tumor cannot be assessed Q 1x
a T No evidence of primary tumor Q 7o
Q Tis Tis Carcinoma in situ Q Tis
an Tumor <3 cm in greatest dimension, surrounded by lung or visceral pleura, amn
without bronchoscopic evidence of invasion more proximal than the lobar
bronchus (i.e., not in the main bronchus)*
Q Ta Tumor <2 cm in greatest dimension Q Ta
Q T Tumor > 2 cm but <3 cm in greatest dimension Q Tib
a 12 Tumor > 3 cm but <7 cm or tumor with any of the following features (T2 tumors a T
with these features are classified T2a if <5 cm)
Involves main bronchus, >2 cm distal to the carina
Invades visceral pleura (PL1 or PL2)
Associated with is or i itis that extends to the
hilar region but does not involve the entire lung
Q Toa Tumor > 3 cm but <5 cm in greatest dimension Q T12a
Q T2 Tumor > 5 cm but <7 cm in greatest dimension Q T2
Q m Tumor > 7 cm or one that directly invades any of the following: parietal pleural a m
(PL3) chest wall (including superior sulcus tumors), diaphragm, phrenic
nerve, mediastinal pleura, parietal pericardium; or tumor in the main
bronchus (< 2 cm distal to the carina* but without involvement of the carina;
or i is or i itis of the entire lung or
separate tumor nodule(s) in the same lobe
Q 1 Tumor of any size that invades any of the following: mediastinum, heart, great Q m
vessels, trachea, recurrent laryngeal nerve, esophagus, vertebral body,
carina, separate tumor nodule(s) in a different ipsilateral lobe
* The uncommon superficial spreading tumor of any size with its invasive component
limited to the bronchial wall, which may extend proximally to the main bronchus, is
also classified as T1a.
REGIONAL LYMPH NODES (N)
[ ) Regional lymph nodes cannot be assessed Q Nx
Q No No regional lymph node metastasis Q No
a ™ Metastasis in ipsilateral peribronchial and/or ipsilateral hilar lymph nodes and Q N
intrapulmonary nodes, including involvement by direct extension
a N2 Metastasis in ipsilateral mediastinal and/or subcarinal lymph node(s) a N2
a N3 in iasti hilar, ipsilateral or [ ]
scalene, or sup i lymph node(s)
DISTANT METASTASIS (M)
a o No distant metastasis (no pathologic MO; use clinical M to complete stage group)
[ ] Distant metastasis Qa m
Q ma Separate tumor nodule(s) in a contralateral lobe; tumor with pleural nodules or Q ma
malignant pleural (or pericardial) effusion**
Q wmib Distant metastasis Q wmib
**Most pleural (and pericardial) effusions with lung cancer are due to tumor. In a few
patients, however, multiple i inations of pleural (pericardial) fluid
are negative for tumor, and the fluid is nonbloody and is not an exudate. Where
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NG STAGING FORM

these elements and clinical judgement dictate that the effusion is not related to the
tumor, the effusion should be excluded as a staging element and the patient should
be classified as MO.

ANATOMIC STAGE + PROGNOSTIC GROUPS

CLINICAL PATHOLOGIC
GROUP T N M GROUP T
Q Oceult TX No MO Q Occult TX No Mo
Qo Tis NO Mo ao Tis NO Mo
QA Tta NO Mo QA Tta NO Mo
Ttb NO Mo Ttb NO Mo
QB T2a NO Mo a B T2a NO Mo
Q A T2b No MO Q 1A T2b No Mo
Tla N1 Mo Tla N1 Mo
T1b N1 Mo T1b N1 Mo
T2a N1 Mo T2a N1 Mo
QB T2b N1 Mo a e T2b N1 Mo
T3 NO Mo T3 NO Mo
A Ta N2 MO Q A Tia N2 Mo
T1b N2 Mo T1b N2 Mo
T2a N2 Mo T2a N2 Mo
T2b N2 Mo T2b N2 Mo
T3 N1 Mo T3 N1 Mo
T3 N2 Mo T3 N2 Mo
T4 No MO T4 No Mo
T4 N1 Mo T4 N1 Mo
Q B Tta N3 Mo Q B Tta N3 Mo
Tib N3 Mo Tib N3 Mo
T2a N3 Mo T2a N3 Mo
T2b N3 MO T2b N3 Mo
T3 N3 Mo T3 N3 Mo
T4 N2 Mo T4 N2 Mo
T4 N3 Mo T4 N3 Mo
QN AyT  AyN M QN AyT  AyN  Mia
Any T Any N Mib Any T Any N Mib
Q Stage unknown Q Stage unknown
PROGNOSTIC FACTORS (SITE-SPECIFIC FACTORS) General Notes:
REQUIRED FOR STAGING: None e e
CLINICALLY SIGNIFICANT: suffix an% "y,""r," and "a" prefixes are
Pleural/Elastic Layer Invasion (based on H&E and elastic stains) used. Although they do not affect the
stage grouping, they indicate cases
Separate Tumor Nodules neegdingg se%a?ale aﬁalysis,
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G STAGING FORM

Histologic Grade (G) (also known as overall grade)

Grading system Grade
O 2grade system O Gradelor1
0 3grade system Q Gradellor2
Q4 grade system Q Gradelllor3

Q' No2, 3, or4 grade system is available QO GradeIVor4

ADDITIONAL DESCRIPTORS

Lymphatic Vessel Invasion (L) and Venous Invasion (V) have been combined into Lymph-Vascular
Invasion (LVI) for collection by cancer registrars. The College of American Pathologists’ (CAP) Checklist
should be used as the primary source. Other sources may be used in the absence of a Checklist. Priority is
given to positive results.

O Lymph-Vascular Invasion Not Present (absent)/Not Identified

O Lymph-Vascular Invasion Present/ldentified

O Not Applicable

O Unknown/Indeterminate
Residual Tumor (R)
The absence or presence of residual tumor after treatment. In some cases treated with surgery and/or with
neoadjuvant therapy there will be residual tumor at the primary site after treatment because of incomplete
resection or local and regional disease that extends beyond the limit of ability of resection

QO RX Presence of residual tumor cannot be assessed
QO RO No residual tumor

Q R1 Microscopic residual tumor

Q R2 Macroscopic residual tumor

General Notes (continued):

m suffix indicates the presence of
multiple primary tumors in a single
site and is recorded in
parentheses: pT(m)NM.

y prefix indicates those cases in
which classification is performed
during or following initial
multimodality therapy. The cTNM
or pTNM category is identified by a
"y" prefix. The ycTNM or ypTNM
categorizes the extent of tumor
actually present at the time of that
examination. The "y"
categorization is not an estimate of
tumor prior to multimodality
therapy.

r prefix indicates a recurrent tumor
when staged after a disease-free
interval, and is identified by the "r*
prefix: rTNM.

a prefix designates the stage
determined at autopsy: aTNM.

surgical margins is data field
recorded by registrars describing
the surgical margins of the
resected primary site specimen as
determined only by the pathology
report.

neoadjuvant treatment is
radiation therapy or systemic
therapy (consisting of
chemotherapy, hormone therapy,
or immunotherapy) administered
prior to a definitive surgical
procedure. If the surgical
procedure is not performed, the
administered therapy no longer
meets the definition of neoadjuvant
therapy.

(G)

GX Grade cannot be assessed
G1 Well differentiated

G2 Moderately differentiated
G3 Poorly differentiated

G4 Undifferentiated

Prognostic Factors (Recommended for Collection)

Pleural layer invasion
Separate tumor nodules
Vascular invasion (Venous or arteriolar)
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WHO histologic classification of lung tumor, 2004

Malignant epithelial tumors ICD
Squamous cell carcinoma 8070/3
Papillary 8052/3
Clear cell 8084/3
Small cell 8073/3
Basaloid 8083/3
Small cell carcinoma 8041/3
Combined small cell carcinoma 8045/3
Adenocarcinoma 8140/3
Adenocarcinoma, mixed subtype 8255/3
Acinar adenocarcinoma 8550/3
Papillary adenocarcinoma 8260/3
Bronchioloalveolar carcinoma 8250/3
Nonmucinous 8252/3
Mucinous 8253/3
Mixed nonmucinous and mucinous or indeterminate 8254/3
Solid adenocarcinoma with mucin production 8230/3
Fetal adenocarcinoma 8333/3
Mucinous (“colloid”) carcinoma 8480/3
Mucinous cystadenocarcinoma 8470/3
Signet ring adenocarcinoma 8490/3
Clear cell adenocarcinoma 8310/3
Large cell carcinoma 8012/3
Large cell neuroendocrine carcinoma 8013/3
Combined large cell neuroendocrine carcinoma 8013/3
Basaloid carcinoma 8123/3
Lymphoepithelioma-like carcinoma 8082/3
Clear cell carcinoma 8310/3
Large cell carcinoma with rhabdoid phenotype 8014/3
Adenosquamous carcinoma 8560/3
Sarcomatoid carcinoma 8033/3
Pleomorphic carcinoma 8022/3
Spindle cell carcinoma 8032/3
Giant cell carcinoma 8031/3
Carcinosarcoma 8980/3
Pulmonary blastoma 8972/3
Carcinoid tumor 8240/3
Typical carcinoid 8240/3
Atypical carcinoid 8249/3
Salivary gland tumors
Mucoepidermoid carcinoma 8430/3
Adenoid cystic carcinoma 8200/2
Epithelial-myoepithelial carcinoma 8562/3
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Graphic illustration of stages 0, I, and II.

Stage 0
Tis NO fk
Carcinoma
in situ ¥4

;‘a
FSL
\

T2b NO

(>5 <7 cm)

Superficial spreading
tumor confined
to airway wall

TlaNI
T1b N1

T2aNI

(Centr. Inv)

T2a NI

(>3 =5cm)
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T2a NO
(Centr. Inv)

T2a NO
(>3 =5cm)

General Note:

All Stage I-11T
tumors are MO

Tx, Nx or Mx
should be used only
if no information at
all is available about

T, N or M stage
(including no

clinical staging
information)

T3 Satell NO



Graphic illustration of stages llla and llib.

Tlab N2

T4,,,NO,1 } T3 N1

! }T4.N waNO

Ipsi Nod N1

A\ T4y noa N2
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Graphic illustration of stage IV.

Stage IV includes any T or N

Pleural
Nodules

Malignant
Pleural
Effusion

(or pericardial
effusion)

Milb

Metastases
(common sites
depicted)

\\ 1™ Adrenal
\

o
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Non-small cell
lung cancer

© History taking
©® Physical exam
® Chest X-ray

® Chest CT scan

® PET CT, PFT, CEA
if clinical indicated
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§ needle aspiration or bone marrow Bx if

cutting biopsy
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©® CT-guided biopsy
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clinical indicated
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® Heart function

evaluation if clinical
indicated

No tissue
diagnosis

Informed
consent
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AR 2 3.%? Fe 2| dmfe %% 5% R B - First Line Therapy

ECOG 1. Targeted therapy with Gefitinib or Erlotinib
PS 0-2 2. Doublet platinum-based C/T + Bevacizumab
EGFR Mutation
(+) ECOG 1. Targeted therapy with Gefitinib or Erlotinib
PS 24 2. Best supportive care
% ECOG 1. Targeted therapy with Crizotinib
() PS 0-2 Doublet platinum-based C/T + Bevacizumab
= . EML4-ALK (+)
z o ECOG 1. Targeted therapy with Crizotinib
% ) PS 2-4 2. Best supportive care
o 5 3. Single agent C/T
EOT % ECOG I” 1. Doublet platinum-based C/T + Bevacizumab
2z 3 Both EGFR & PS 0-2
b EML4-ALK wild
o type ECOG 1. Single agent C/T
:% PS2-4 | 7| 2. Bestsupportive care only
ECOG 1. Doublet platinum-based C/T + Bevacizumab
PS 0-2 2. Targeted therapy with Gefitinib or Erlotinib
— No molecular
analysis ECOG 1. Targeted therapy with Gefitinib or Erlotinib
PS 24 2. Single agent C/T
* All strategies include best supportive care. 3. Best supportive care only
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First-Line Therapy
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4 reference: NCON Clinical Practice Guidelines in Oncology (NOCN Guidelines™), 2012
HSRT B : 2012.03.

BRRRARER &/ HRfibEam R A

First-line treatment

Observation

or
R Continuation maintenence
) on
glableldisease Switch maintenance therap
Q anial r:rsponse Further 2-4 cycle | | Evaluate Bt
g . first-line C/T response 9!
® Stable disease
< Good PS
= Evaluate Good PS(ECOG:0-2)
= response
°
Q 2\P-jine chemotherapy Gefitinib
V) (docetaxel, F E Iort ib
o . platinum doublet if targeted Progression Good PS ! (.)ilm
R Progression therapy given as first-line) y @
or targeted therapy with OTES
Gefitinib or_Erlotinib e
| S

Poor PS(ECOG:2-4)

EE - 1 $WEE!EE&.W&K’Zlikl”ﬁ!’ﬁﬁﬁﬂ!ﬁk’izﬁ LT —EWARFAIERAC
— IR . DRGSR DEEE T REH AR IR,
3 E!&Em)\ﬁﬁfﬁ. 5 ERR R 250 A 5l ATk
4.reference: NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelings™), 2012
BRTEN : 2012.03.

-38 -



BRRRAERER 3E/ HRibEamR A

) 1.Surgery + WBRT +SRS
on lung lesion
Bronchoscope, 2.5RS +WBRT if possible
(] Stage IV. M1b mediastinoscope,
& Solitary brain MRI or PET —
Q Metastasis (not lung) scan if clinical _( omplete local control)
© indicated
i CIT £
< Adrenal Resection adrenal f
E (Pathologic Dx) lesion if lung lesion Bevacizumab
8 curable o 'or_ N
O
5 or
8‘ Jargeted therapy,
o
-

[

induction chemoradiation
or
Induction chemotherapy

chemotherapy +
Radiotherapy
or
observation

Surgery

Stage IV. M1a
Separate pul. Node(s),
Contralateral lung

chemotherapy +

Sy Radiotherapy

e 1$WERIEE&IW&K’BI&AIDEK#&W&ﬁA’iZE YF —EMARE BEHA.
R —{URRETA DR H MER T R AR AIERIE,
3 EEEM)« FRPRRANR , 534 M PRRAR 250 ANt ] T

4.reference: NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines™), 2012
58T AN : 2012.03.

B REERE /MR G R A

LN() H Chemotherapy }
Chemotherapy +
Xt Radiotherapy }

Operation

Solitary tumor
cT1-2NO

Chemotherapy
+ Radiotherapy

Poor PS due Chemotherapy
To SCLC + Radiotherapy
Poor PS not
due to SCLC

Brain mets(-)
Weight Bearing Bone mets(-)
SVC syndrome(-)
Lobar obstrution(- )
Spinal cord P! -)

Good PS

o

Combination Chemotherapy]|
+ Supportive care

Good PS

Individualized Therapy +
Supportive Care

Poor PS

Extensive Disease|

Brain mets(+)
Weight Bearing Bone mets(+)
SVC syndrome(+)
Lobar obstrution(+)
Spinal cord compression(+)

1i‘3 LADRRURRHBHRACERAADWEVARBBEFASELA | OF —EBA
LEGR—{IRIEA  DRN SRR 7 ROENE W ARBAIORE,

1§%zﬂﬂ)\ﬁﬁiﬂa SREAHR AR

IR BEIARIE) : 7 A SRR 7 H8 89 A et

_ Sureference: NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines™), 2012
EETEH - 2012.03

Chemotherapy
+ Radiotherapy

Good PS

BAEBRRERABIL
TR, MBS AT
ﬂm&ﬂ BHRAEAE

Individualized Therapy

(RERr + Supportive Care
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6.

fiE{L 255

Adjuvant chemotherapy

® Pulmonary
function test

® Cardiac function
evaluation

® Brain CT, PET

scan, perfusion

ratio study if

clinically

indicated

Pathologic
Stage la
Pathologic Adjuvant chemotherapy
Stage Ib In high risk patients*

Pathologic Platinum-based
Stage Il or Ill] ~|Chemotherapy 4 cycles

Free resection

Operable 4
margin

1| ‘| obels

* High risk patients are defined
by poorly differentiated tumor,

. > 30 days after operation vascular invasion, wedge
resection, minimal margins,
. Performance status (ECOG 0,1) tumor size > 4cm, visceral pleurg

involvement.

. Review of all staging studies

Evaluation

1
2

3

4. Review of pathologic results

5. Survey of underlying comorbidities
6

SR E £

Adjuvant chemotherapy regimens

Day 1 8 15 22
| | | |
MeE MMEE R B
Day 1 8 15

| |

|
! ! !
M KL KRB

=) Total4 cycles

=) Total4 cycles

TR —
o Platinum + Gemcitabine Platinum (44) :
o Platinum + Paclitaxel @ Cisplatin (dose adjusted by Ccr)

Plati + Docetaxel* )
: Plzt::ﬁrmn o Vi?fr;gﬁ]e @ Carboplatin (dose calculated by

@ Platinum + Etoposide Ccrand AUC)

* Platinum + Docetaxel, every 21 days
Stage Ibj R B[Ufur

+Single agent for unfit patient «X{LHE : Platinum + another C/T agent

( poor performance status ) ©

ML : single agent
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B Platinum-base doublet

B Cisplatin 50-80mg/m?2 (adjust as Ccr) Or Carboplatin AUC: 4.5-6 (if Ccr
<60ml/min or cisplatin not suitable) Day 1 or 15 And
Gemcitabine 1000-1250 mg/m2 Day 1, 8, 15 IV
(Three weekly cycle)
Cisplatin 50-80mg/m?2 (adjust as Ccr) Or Carboplatin AUC: 4.5-6 (if Ccr
<60ml/min or cisplatin not suitable) Day 1 or 8 And
Gemcitabine 1000-1250 mg/m2 Day 1, 8 IV

B (Three Weekly cycle)
Cisplatin 50-80mg/m?2 (adjust as Ccr) Or Carboplatin AUC: 4.5-6 (if Ccr
<60ml/min or cisplatin not suitable) Day 1 or 15 And
Paclitaxel 60-80 mg/m2 Day 1, 8, 15 Or Paclitaxel 180-225mg/m2 D 1 IV

B Cisplatin 50-80mg/m?2 (adjust as Ccr) Or Carboplatin AUC: 4.5-6 (if Ccr
<60ml/min or cisplatin not suitable ) Day 1 or 15 And
Vinorelbine 20-30mg/m2 Day 1, 8, 15 IV

B Cisplatin 50-80mg/m?2 (adjust as Ccr) Or Carboplatin AUC: 4.5-6 (if Ccr
<60ml/min or cisplatin not suitable) Day 1 or 15 And
Docetaxel 30-35mg/m2 Day 1,8 Or Docetaxel 60mg/m2 Day 1 IV

B Ufur (only for stage Ib) PO

| | Wﬂl‘-?,r%%#/‘ﬂﬁ ik £ 2 :fﬁ#}f’}spjpb@ AR s Bl
BSA~WBCZ # %2 n 2tk b &% P’%f'f_ﬁg,—i%#v- |2 o

B FEepe gk ER LG AR TR 3T *rm,r)gqp:,la

PS: 2nd line chemotherapy or Target therapy Zf@4R &R EFHFS WM+

Neoadjuvant chemotherapy regimens

Day 1‘ ? 1‘5 2‘2 Evaluation
‘ ‘ ‘ ‘ |:> Total 2~3 |:> .
S BRI SR T resiagne
Platinum (44) :

o Platinum + Gemcitabine isplati st
o Platinum + Paclitaxel o Cisplatin (dose adjusted by Ccr)

@ Platinum + Docetaxel o Carboplatin (dose calculated by
@ Platinum + Vinorelbine Ccrand AUC)

* Platinum + Docetaxel, every 21 days

«\{“% : Platinum + another C/T agent
/[ {“% : single agent
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7. hWEREEMPEREEES
(1) BARZTLAER , BARE-R, AMEARRRB=BABEE—X , =
FREBYEXFEE-R,
() #BEZEE :
A FEREEZERSE,

B. M&AMER  S=EARE W x tREMEFERHE,. £8588
HimE , RIFRBER.

C. BERMEBABHEZ Response Rate XHE A Z Performance
Status , BE , Hct , WBC , Platelet %o

(3) MBHRBIEBLFMBERE (recurrence ) RBH ( metastasis ) & , AEE
BRFM , RAERE BB EYAE,
(4) BT LBEYARECABFER S RO TRR

Post-chemoradiotherapy Tumor Regression Grade

TRGH1 Complete response with absence of residual cancer and

fibrosis extending through the wall

TRG2 Presence of residual cancer cells scattered through the

fibrosis

TRG3 Increase in the number of residual cancer cells, with fibrosis

predominant

TRG4 Residual cancer outgrowing fibrosis

TRG5 | Absence of regressive changes
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=. RIB ( Cancer of the Esophagus )

REBEBEZRE :

(1)

)
@)

(4)

®)
(6)
@)
8)

RREESEERBEE R BRYZSEIEF , Rikh 2 ELURHIER

pIIERE 8

SRRERTEEIHRBIRZEER K/, FREZRIIPER.

Alkaline phosphatase. CEA, SCC , Cyfra 21-1 , Whole body bone

scan , CT scan , ( chest & upper abdomen ), Liver sonography . PET

scan. FFRELHEBFZMM ICG test ( M+ )

RIEERWEZ B35 ( Esophagogram or Barium swallowing chest x-ray )
R BEXMEZHFE (UG Series »

REERERIAFERE.

ZREERE (L. PREEEEA )

REVIRMZER , RFEMEZER ( ERBRFMN )

RIEBYIBRAT -

A. BRI F i

B. ERIFMFM

C. HRIMBREF i

REEEF M ( Reconstruction of the esophagus )
ERAZREENREYE stomach, colon H jejunum Fo
(1) FTeTZ %R

A EERETEE BRI —BRBLBREE.
B. FHBIE =X Low residual diet o

C. FHAIE =K Warm saline enema. Q.N.o

D. Flisi—XKclear liquid diete
 EBERABERE , Fiia—XK

m

(A) Clear liquid dieto

(B) Fleet oral soln 90 mI&Clindamycin 150 mg QID

(C) Cleansing enema H.S.
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@ FHEBRZBT: EBHTETFLLBRERBRBAY | R

infusion pump HEREEE 8 co/kg/hr . B REERI BN Z urine outpute
(3) FMiBZEE :

A

FMBRBBZIET: HRinfusion pump #ERFRE 2 co/kgihr , HEE
Bl picco ERIBABRZTE METN).

NG tube BRIFBIE , SRELNERTHEIZR , BRSIRIES.
BEFAEBLABEEER K ERERNHER , YFAEZIFA
R#% , BTER. BEEFWR 7-10 REHEORTLES , BF
HMEAER RERBEEZFA EEOERRE, BREBRER,
EBEFIEECREABLER.

BR & 7T & B0 Aglutamineo

BRBARRIHRZ FHERLH,
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Esophaqus and Esophagogastric Junction Cancer

ANATOMY

Primary Site. Beginning at the hypopharynx, the esophagus lies posterior to the
trachea and the heart, passing through the posterior mediastinum and entering the
stomach through an opening in the diaphragm called the hiatus.

Histologically, the esophagus has four layers: mucosa, submucosa, muscle
coat or muscularis propria, and adventitia. There is no serosa.

For classification, staging, and reporting of cancer, the esophagus is divided
into four regions. Because the behavior of esophageal cancer and its treatment
vary with the anatomic divisions, these regions should be recorded and reported
separately. The location of the esophageal cancer at the time of endoscopy is often
measured from the incisors (front teeth, ElFY).

Cervical esophagus: (Ce)

The cervical esophagus begins at the lower border of the cricoid cartilage and
ends at the sternal notch, approximately 15 to < 20 cm from the upper incisor teeth.
If esophagoscopy is not available, CT location of a cervical thoracic cancer is
esophageal wall thickening that begins above the sternal notch.

Intrathoracic esophagus:(Tu,m,l)

Upper thoracic esophagus: The upper thoracic portion extends from the
thoracic inlet to the lower border of the azygos vein. Typical endoscopic
measurements from the incisors are from 20 to < 25 cm. CT location of an upper
thoracic cancer is esophageal wall thickening that begins between the sterna notch
and the azygos vein.

Midthoracic portion: This is the portion of the esophagus between the lower

border of the azygos vein and the inferior pulmonary vein. Typical endoscopic
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measurements from the incisors are from 25 to < 30 cm. CT location is wall
thickening that begins between the azygos vein and the inferior pulmonary vein.

Lower thoracic portion/Esophagogastric Junction: The lower thoracic
esophagus is bordered superiorly by the inferior pulmonary veins and inferiorly by
the stomach. Because it is the end of the esophagus, it includes the
Esophagogastric junction (EGJ). It normally passes through the diaphragm to
reach the stomach, but there is a variable intra-abdominal portion and because of
hiatal hernia, this portion may be absent. Typical endoscopic measurements from
the incisors are from 30 to 40cm. CT location is wall thickening that begins below
the inferior pulmonary vein. The abdominal esophagus is included in the lower
thoracic esophagus.

The 10 cm segment encompassing the distal 5 cm of the esophagus and
proximal 5 cm of stomach, with the EGJ in the middle, is an area of contention.
Cancers arising in this segment have been variably staged as esophageal or
gastric tumors, depending on orientation of the treating physician. In 7" edition of
AJCC cancer staging manual, cancers whose epicenter is in the lower thoracic
esophagus, EGJ, or within the proximal 5 cm of the stomach (Cardia) that extend
into the EGJ or esophagus (Siewert Ill, B F) are stage grouped similar to
adenocarcinoma of the esophagus. All other cancers with an epicenter in the
stomach greater than 5 cm distal to the EGJ, or those within 5 cm of EGJ but not
extending into the EGJ or esophagus, are stage grouped using the gastric cancer
staging system.

Esophageal wall. The esophageal wall has three layers: mucosa, submucosa,
and muscularis propria (El7<). The mucosal division can be classified as m1

(epithelium), m2 (lamina propria), or m3 (muscularis mucosae). The submucosa
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has no landmarks, but some divide it into inner (sm1), middle (sm2), and outer
thirds (sm3). The muscularis propria has inner circular and outer longitudinal
muscle layers. There is no serosa; rather, adventitia lies on the muscularis propria.
Adjacent structures. If cancers invading pleura-peritoneum, pericardium, and
diaphragm, that may be resectable (T4a). However, if cancers invading aorta,
carotid vessels, azygos vein, trachea, left main bronchus, and vertebral body, that
are usually unresectable (T4b).

Lymphatics. Esophageal lymphatic drainage is intramural and longitudinal. Up to
43% of autopsy dissections demonstrate direct drainage from the submucosal
plexus into the thoracic duct, which facilitates systemic metastases. The
longitudinal nature of the submucosal lymphatic plexus permits lymphatic
metastases orthogonal to the depth of tumor invasion.

Regional lymph nodes extend from periesophageal cervical nodes to celiac
nodes (Et). The present data demonstrate that the number of regional lymph
nodes containing metastases (positive nodes) is the most important prognostic
factor. These have been designated N1 (1-2), N2 (3-6), and N3 (7 or more).

In addition, data demonstrate that in general, the more lymph nodes resected
the better survival. This may be due to either improved N classification or a
therapeutic effect of lymphadenectomy. On the basis of worldwide data, it was
found that optimum Iymphadenectomy depends on T stage. For pT1,
approximately 10 nodes must be resected to maximize survival; for pT2, 20 nodes
and for pT3 or pT4, 30 nodes or more. On the basis of different data and analysis
methods, others have suggested that an adequate lymphadenectomy requires
resecting 12~22 nodes. Thus, one should resect as many regional lymph nodes as

possible.
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Distant metastatic sites. Sites of distant metastases are those that are not in
direct continuity with the esophagus and include nonregional lymph nodes (M1).
The previous M1a and M1b subclassification has not been found useful.

Nonanatomic tumor characteristics. Because the data indicate that squamous
cell carcinoma has a poorer prognosis than adenocarcinoma, if a tumor is of mixed
type or is not otherwise specified (NOS), it shall be recorded as squamous cell
carcinoma. If grade is not available, it should be recorded as GX and stage
grouped as G1 cancer. G4, undifferentiated cancer, should be stage grouped

similar to G3 squamous cell carcinoma.

RULES FOR CLASSIFICATION

Clinical Staging (c, yc). Clinical staging (c) is depends on evidence before
primary treatment. It included esophagoscopy with biopsy, endoscopic esophageal
ultrasound (EUS), EUS-directed fine-needle aspiration (EUS-FNA), computed
tomography (CT), positron emission tomography (PET/CT) for assessment of T, N,
M, and G classifications, and histopathologic type. These may be supplemented by
cervical lymph node biopsy, bronchoscopy, endoscopic bronchial ultrasound
(EBUS) and EBUS-FNA, mediastinoscopy, thoracoscopy, laparoscopy, and
ultrasound- or CT- guide percutaneous biopsy. Clinical reclassification during or
following chemotherapy and/or radiotherapy is designated by the prefix yc (eg:
ycT2NOMO).

Pathologic Staging (p, yp). Pathologic classification is based on surgical
exploration and on the pathologic evaluation of the surgical specimen and
associated lymph nodes. Pathologic reclassification during and following surgery

that has been preceded by chemoradiational therapy (neoadjuvant therapy) is
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designated by the prefix yp (eg: ypT2NOMO).

Esophagus Anatomy and Landmark

Incisorsl\‘,__f” ({7/ 7 4
) v
\‘\ /
UES — S (Y 15 o>
Sternal _ B feagcal
_ Esophagus
notch i 20 cm P
_ Upper
Azygos N Thoracic
vein W i el .
—) |' Middle
Inferior - Thoracic
pulmonary—QA_ 30cm
vein
Lower
Thoracic
EGJ 40 ¢m

CCF
®2007

El4
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o e

Type I |
Tem -
Type IT I
2cm
Type 1T I

Sem

Fig. 1 The definition of Siewert’s classification. Type I is defined as
tumors in which the center is located 1 to 5cm above the
esophagogastric junction (EGJ), type II as tumors invading the EGJ
in which the center is located between 1 cm above and 2 cm below
the EGJ, and type III as tumors invading the EGJ in which the center
is located 2 to 5 cm below the EGJ

BlE Siewert Classification

Tis (HGD) T1 Epithelium
Basement membrane
Lamina propria
Muscularis mucosae

Muscularis
propria

Periesophageal
tissue

B7< T, N and M classifications of esophagus cancer. Primary tumor (T) is
classified by depth of tumor invasion. Regional lymph node classifications are
determined by metastatic burden. Distant metastatic sites are designated M1.
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B+t Lymph node maps for esophageal cancer (7th AJCC)

Group Name Description
1 Supraclavicular node Above suprasternal notch and clavicles
. Between intersection of caudal margin of innominate artery
R Right upper paratracheal node with trachea and the apex of the lung
2L Left upper paratracheal node Between the top of aorticarch and apex of the lung
3P Posterior mediastinalnode Above tracheal bifurcation
. Between intersection of caudal margin of innominate artery
R Rightlower paratracheal node with trachea and cephalic border of azygosvein
aL Leftlower paratrachealnode Between top of aorticarch and carina
5 Aortopulmonary node Subafmr‘t\'cand paraaortic nodes lateral to the ligamentum
arteriosum
6 Anteriormediastinal node Anterior to ascending aorta or innominate artery
7 Subcarinalnode Caudalto the carina of the trachea

From the tracheal bifurcation to the caudal margin of the

aM Middle paraesophageal node inferior pulmanary vein

Fromthe caudal margin of the inferior pulmonary vein to the

8L Lower paraesophageal node esophagogastricjunction

8R,9 Pulmonary ligmentnode Within the inferior pulmonary ligment

10R Right tracheobronchial node From cephalichborder of azygos veinto orgin of RULbronchus
100 Lefttracheobronchial node Between carina and LUL bronchus

15 Diaphragmaticnode Lying on the dome of the diaphragm and adjacentto crura
16 Paracardial node Immediately adjacent to the gastroesophageal junction

17 Leftgastricnode Alongthe course of the left gastric artery

18 Common hepaticnode Alongthe course of the common hepaticartery

19 Splenicnode Alongthe course of the splenic artery

20 Celiacnode Atthe base of the celiac artery
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7" AJCC TNM staging of esophageal/esophagogastric junction cancer

OPHAGUS STAGING FORM

CLINICAL PATHoOLOGIC
Extent of disease before STAGE CATEGORY DEFINITIONS Extent of dis through
any treatment completion of definitive surgery
Oy clinical- staging completed T s LATERALIT O y pathologic - staging completed
after neoadjuvant therapy but H 4 f after neoadjuvant therapy AND
before suhsjequent sur;g‘{y UMOR SIzE Oleft Dright O bilateral subsequenll surgery o
PRIMARY TUMOR (T)
a Primary tumor cannot be assessed Q
a T No evidence of primary tumor a 7o
Q Tis High-grade dysplasia * Q Tis
an Tumor invades lamina propria, muscularis mucosae, or submucosa aTmn
Q Ta Tumor invades lamina propria or muscularis mucosae Q Ta
Q T Tumor invades submucosa Q Tib
a mn Tumor invades muscularis propria a mn
a1 Tumor invades adventitia am
QT Tumor invades adjacent structures Qm
Q Ta Resectable tumor invading pleura, pericardium, or diaphragm O Tda
QO T Unresectable tumor invading other adjacent structures, such as aorta, vertebral a Tab
body, trachea, etc.
*High-grade dysplasia includes all non-invasive neoplastic epithelium that was formerly
called carcinoma in situ, a diagnosis that is no longer used for columnar mucosae
anywhere in the gastrointestinal tract.
REGIONAL LymPH NODES (N)
QO NX Regional lymph nodes cannot be assessed Q Nx
Q No No regional lymph node metastasis Q No
a M Regional lymph node metastases involving 1 to 2 nodes a Nt
a N2 Regional lymph node metastases involving 3 to 6 nodes Q N2
Q N3 Regional lymph node involving 7 or more nodes a N3
DISTANT METASTASIS (M)
Q mo No distant metastasis (no pathologic MO; use clinical M to complete stage group)
a Distant metastasis Q wi
ANATOMIC STAGE * PROGNOSTIC GROUPS
CLINICAL PATHOLOGIC
Squamous Cell Carcinoma* Squamous Cell Carcinoma*
GROUP T N M Grade Tumor Location** GROUP T N M Grade Tumor Location**
Qo Tis (HGD) NoO Mo 1 Any Qo Tis(HGD) N0 Mo 1 Any
QA T NO Mo 1,X Any a A T1 NO MO 1,X Any
aB T1 NO Mo 2-3 Any QB T1 NO Mo 23 Any
T2-3 NO MO 1,X Lower, X T2-3 NO MO 1,X Lower, X
Q 1A T2-3 NO Mo 1,X Upper, middle | Q lIA T2-3 NO MO 1,X Upper, middle
T2-3 NO Mo 23 Lower, X T2-3 NO MO 23 Lower, X
o T2-3 NO MO 23 Upper, middle = @ 1IB T2-3 NO MO 23 Upper, middle
T1-2 N1 Mo Any Any Ti-2 N1 MO Any Any
a 1A T1-2 N2 Mo Any Any a A T1-2 N2 MO  Any Any
T3 N1 Mo Any Any T3 N1 MO  Any Any
T4a NO Mo Any Any T4a NO MO  Any Any
a B T3 N2 Mo Any Any Q B T3 N2 MO  Any Any
Q e T4a Ni-2 Mo Any Any Q e T4a Ni-2 MO Any Any
T4b Any Mo Any Any T4b Any MO  Any Any
Any N3 Mo Any Any Any N3 MO  Any Any
=\ Any Any M1 Any Any Qv Any Any M1 Any Any
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ESOPHAGUS STAGING FORM

*or mixed histology including a squamous component or NOS
** Location of the primary cancer site is defined by the position of the
upper (proximal) edge of the tumor in the esophagus

Adenocarcinoma
GROUP T N M Grade
Qo Tis (HGD) NO Mo 1,X
a A T NO Mo 12, X
QB i NO Mo 3
T2 NO Mo 12, X
Q lA T2 NO Mo 3
Q s T3 NoO Mo Any
T1-2 N1 Mo Any
a 1A T1-2 N2 Mo Any
T3 N1 Mo Any
T4a NO Mo Any
Q s T3 N2 Mo Any
Q e T4a N1-2 Mo Any
T4b Any Mo Any
Any N3 Mo Any
v Any Any M1 Any

a
Q Stage unknown

*or mixed histology including a squamous component or NOS
** Location of the primary cancer site is defined by the position of the
upper (proximal) edge of the tumor in the esophagus

Adenocarcinoma
GROUP T N M Grade
Qo Tis (HGD) NO MO 1,X
a A T NO Mo 1-2, X
a B T NO Mo 3
T2 NO Mo 1-2, X
Q A T2 NO Mo 3
Q e T3 NO Mo Any
T1-2 N1 Mo Any
Q A T1-2 N2 Mo Any
T3 N1 Mo Any
T4a NO Mo Any
Qa B T3 N2 Mo Any
Q e Tda N1-2 Mo Any
Tdb Any Mo Any
Any N3 Mo Any
a w Any Any M1 Any

Q Stage unknown

Squamous Cell Carcinoma
REQUIRED FOR STAGING:

pulmonary vein)
Grade
CLINICALLY SIGNIFICANT:
Distance to proximal edge of tumor from incisors
Distance to distal edge of tumor from incisors

Number of regional nodes with lar tumor

PROGNOSTIC FACTORS (SITE-SPECIFIC FACTORS)

Location — based on the position of the upper (proximal) edge of the tumor in the esophagus
(Upper or middle—cancers above lower border of inferior pulmonary vein; Lower—below inferior

General Notes:

For identification of special cases of
TNM or pTNM classifications, the "'m"
suffix and "y," *r," and "a" prefixes are
used. Although they do not affect the
stage grouping, they indicate cases
needing separate analysis.

m suffix indicates the presence of
multiple primary tumors in a single
site and is recorded in parentheses:
pT(m)NM.

Adenocarcinoma

REQUIRED FOR STAGING:
Grade

CLINICALLY SIGNIFICANT:
Distance to proximal edge of tumor from incisors
Distance to distal edge of tumor from incisors

Number of regional nodes with lar tumor

y prefix indicates those cases in
which classification is performed
during or following initial multimodality
therapy. The cTNM or pTNM
category is identified by a 'y" prefix.
The ycTNM or ypTNM categorizes
the extent of tumor actually present at
the time of that examination. The "y"
categorization is not an estimate of

tumor prior to ity therapy.

Histologic Grade (G) (also known as overall grade)

Grading system Grade
Q 2 grade system Q Gradelor1
Q 3 grade system Q Gradellor2
Q 4 grade system Q Gradelllor3

Q GradeIVor4

QO No2,3,0r4 grade system is available

r prefix indicates a recurrent tumor
when staged after a disease-free

interval, and is identified by the "’
prefix: rTNM.

a prefix designates the stage
determined at autopsy: aTNM.
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Squamous Cell Carcinoma Squamous Cell Carcinoma

T4
T1 T2-T3 T T2 T3 ﬁ
Grade/Location
M Lower
M Upper Middle NO

N1

N2

N3

Adenocarcinoma

T2 T3 a

Prognostic factors (Recommended for collection):

Squamous cell carcinoma

Required for staging Location: based on the position of the upper (proximal) edge
of the tumor in the esophagus
Grade
Clinically significant Distance to proximal edge of tumor from incisors
Distance to distal edge of tumor from incisors
Number of regional nodes with extracapsular tumor

Adenocarcinoma

Required for staging Grade

Clinically significant Distance to proximal edge of tumor from incisors
Distance to distal edge of tumor from incisors
Number of regional nodes with extracapsular tumor
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3. RERARE

Esophageal Cancer

Modify AJCC 2010 guideline
LN

[ workwe [ EVALUATION |

TREATMENT |

Tumor =T3NO
or
5cm NO

Tumor

H&P

EGD + Bx
Barium swallow*
CBC with D/C,
Panel B, PT/PTT
Chest CT
including Liver
Neck U/S*

PET

Cardiac
evaluation
Nutrition
evaluation

PET-CT (if not
obvious stage IV
disease)

Stage IV

* If clinically indicated

e[Sy S8 /1)

tumor
Gross
residual
tumor or
LN(+)

Adjuvant CCRT

aluation
Supportive care

CCRT
Esophageal stent

Tnoperable,
o Surgery
refused

Esophageal Cancer

Modify AJCC 2010 guideline
[N et

| FOLLOW-UP l

SALVAGE TX\ PALLIATIVE TX |

H&P

CBC, panel A g3m

Functional evaluation
for esophageal
substitute qImx3,
then g3m

PES / Esophagography
/ Dilatation prn

CXR qImx3 then g3m

Chest CT q6m pm

#*Bone scan pm

*Neck U/S pm

(*—if symptomatic)

Local recurrence

Stage IV disease

CCRT

Surgery or C/T or
supportive Tx

Treat as inoperable lesion
Best supportive care®

Cl with or
without R/T

"Best supportive care

* Obstruction: Stent, R/IT

* Nutrition: J-tube (for potential surgical candidate),
PEG, G-tube,

Previous CCRT

MI-Lymphatic
se

Metastasis
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Neoadjuvant CCRT regimens

R/T Week 1 2 3 4 5

| | | | | (Total dose 4500~5040 cGy)
\ \ \ \ \

C/T Week 1 5 Evaluation
‘ ‘ Re-staging

HPB(FE Y ¢ Cisplatin ~ 5-FU ~ Cetuximab - Paclitaxel -
Etoposide - Carboplatin - Docetaxel - Darcarbaxine - Campto

e R AL
Adjuvant CCRT regimens

R/T Week 1 2 3 4 5

| | | | | = Total dose

\ \ \ \ \ 4500~5040 cGy
C/T Week 1 5 8 11

| ‘ ‘ ‘ |:> Evaluation

| | | | Re-Staging

HF[=FE ¢ Cisplatin ~ 5-FU ~ Cetuximab - Paclitaxel ~
Etoposide - Carboplatin - Docetaxel - Darcarbaxine - Campto

UFUR 100mg PO for 1 year after adjuvant chemotherapy is completed.

R L 1R |
Pk o
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Definite CCRT regimens

R/T Week 1 2 3 4 5 =)

| | | | | Total dose

\ \ \ \ \ 5000~6000cGy
CIT Week 1 5 8 1 = Evaluation

} } } } Re-Staging

HF(ME T HF (M ¢ Cisplatin + 5-FU ~ Cetuximab - Paclitaxel »
Etoposide - Carboplatin - Docetaxel - Darcarbaxine - Campto

AR T T
iy

Chemo-radiotherapy for esophageal cancer ( 1)

Neoadjuvant CCRT

Indication: Squamous cell carcinoma & Adenocarcinoma
. AJCC 2010 stage IIB-llIC potentially operable

(1) 11 Cisplatin 18-20 mg/m2/d IVD 1hr, day 1-4 + 5-FU 800-1000 mg/m2/d IVD
24hrs, day1-4 , on week 1 and 5.

1-2 RI/T 4500cGy to 5040cGy in 25-28 fractions within 5-6 weeks.
BE A RRE: LPRA{HA RS T IHRFFET
Cetuximab - Paclitaxel - Etoposide - Carboplatin - Docetaxel -

Darcarbaxine - Campto - Capecitabine - Oxaliplatin - Epirubicin -
UFUR - Leucovorin - Irinotecan - Gemcitabine - Mitomycin ...

1-3

o AR A BAEEE & B
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Chemo-radiotherapy for esophageal cancer ( 2 )

Neoadjuvant CCRT

Indication:

Squamous cell carcinoma & Adenocarcinoma

. AJCC 2010 stage IIB-1lIC potentially operable

(1) 2-1 Cisplatin 18-20 mg/m2/d IVD 1hr, day 1-4 + 5-FU 800-1000 mg/m2/d IVD

24hrs, day 1-4 , on week 1 and 5.

2-2 RI/T 4500cGy- 5040cGy in 25-28 fractions within 5-6 weeks.

2-3 Cetuximab (target therapy) 400 mg/m2/d loading dose IVD 2hrs on
week 1 than maintain dose 250 mg/m2/d IVD 1hr weekly for week 2~8
concurrent with R/T.

24 HEEHARREE PHREIHA AR T IRFF LT
Cetuximab - Paclitaxel - Etoposide - Carboplatin - Docetaxel -
Darcarbaxine - Campto - Capecitabine - Oxaliplatin - Epirubicin -
UFUR - Leucovorin -~ Irinotecan - Gemcitabine - Mitomycin ...

» T g A R AR
F s ERLINK I B

R EL g

&

Chemo-radiotherapy for esophageal cancer ( 3 )

Adjuvant CCRT or RT
Indication: CCRT
*kSquamous cell carcinoma T3 NO

(1) R/T 4500cGy to 5000cGy in 25 fractions within 5 weeks.

(2) Cisplatin 18-20 mg/m2/d IVD 1hr, day 1-4 + 5-FU 800-1000 mg/m2/d IVD
24hrs,day 1-4 , on week 1,5,8,11.

(3) B% p A pin2 LYRTEHA L RAS > 7 LHFF 4T
Cetuximab - Paclitaxel - Et%posid_e ~ Carboplatin - Docetaxel -
Darcarbaxine - Campto - Capecitabine - Oxaliplatin - Epirubicin -

UR - Leucovorin ~ Irinotecan - Gemcitabine - Mitomycin ...

RT (1) RIT 4500cGy to 5040cGy in 25-28 fractions within 5 weeks.

oy

ai*?t?ﬁ

o T A IR AR 2 B
o ;Lé:xf;;»g;ﬁﬁ)vﬁz - il

SR R L
B .
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Chemo-radiotherapy for esophageal cancer (4 )

Adjuvant CCRT or RT

Indication:

*Adenocarcinoma of esophagus with gastric cardia invasion(optional)
T3,4 and/or LN(+)

1-1 Loading C/T with 5-FU 420 mg/m2/d+ Leucovorin 20 mg/m2/d IVD 1hr,
day1-4.

1-2 CI/T with 5-FU 360 mg/m2/d + Leucovorin 20 mg/m2/d IVD 1hr, day1~4,
on week 1 and 5 ; R/T 4500cGy in 25 fractions within 5 weeks.

1-3 CI/T with 5-FU 420 mg/m2/d + Leucovorin 20 mg/m2/d IVD 1hr, day1-4,
28 days after adjuvant CCRT for 2 more cycles.

1-4 BEEpAgaz bR miHd & 7 IHFFET
Cetuximab - Paclitaxel - Etoposide - Carboplatin - Docetaxel -
Darcarbaxine - Campto - Capecitabine - Oxaliplatin - Epirubicin ~
UFUR - Leucovorin - Irinotecan - Gemcitabine - Mitomycin ...

B pALER £ R
ERES 3 R

emE LS R g

Chemo-radiotherapy for esophageal cancer ( 5 )

Definite CCRT

Indication:
*  Squamous cell carcinoma or Adenocarcinoma
« AJCC 2010 Stage llIA-llIC
* AJCC 2010 Stage IIB-1lIC medically inoperable

(1) 11 Cisplatin 18-20 mg/m2/d IVD 1hr, day 1-4 + 5-FU 800-1000 mg/m2/d IVD
24hrs,day 1-4 , on week 1,5,8,11.

1-2 R/T 5000cGy to 5040cGy in 25-28 fractions within 5 weeks.

1-3 BR gL pR: LRRRIHACRE? 7 IHFH T
Cetuximab - Paclitaxel - Etoposide - Carboplatin - Docetaxel -
Darcarbaxine - Campto - Capecitabine - Oxaliplatin - Epirubicin »
UFUR - Leucovorin - Irinotecan - Gemcitabine - Mitomycin ...

[REY 5 A ]
EE
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Chemo-radiotherapy for esophageal cancer ( 6 )

Definite CCRT

Indication:

* Squamous cell carcinoma or Adenocarcinoma
« AJCC 2010 Stage llIA-lIIC

+ AJCC 2010 Stage IIB-llIC medically inoperable

(2) 21 Cisplatin 18-20 mg/m2/d IVD 1hr, day 1-4 + 5-FU 800-1000 mg/m2/d IVD

24hrs,day 1-4 , on week 1,5,8,11.

2-2 RIT 5000cGy to 6000cGy in 25 fractions within 5 weeks.

2-3 Cetuximab (target therapy) 400 mg/m2/d loading dose IVD 2hrs on week
1 than maintain dose 250 mg/m2/d IVD 1hr weekly for week 2-11
concurrent with R/T.

2-44 BEpEp AR LR i HA RS T IHFFT
Cetuximab - Paclitaxel - Etoposide - Carboplatin - Docetaxel -
Darcarbaxine - Campto - Capecitabine - Oxaliplatin - Epirubicin ~
UFUR - Leucovorin - Irinotecan - Gemcitabine - Mitomycin ...

R g
p

Chemo-radiotherapy for esophageal cancer ( 7 )

Definite CCRT for cervical Esophageal Cancer
Introduction:
1. 5-6 % of esophageal cancer

2. Cervical esophagus 6 to 8 cm long and extends from the cricopharyngeus to
the thoracic inlet.

(1) 1-1 Cisplatin 80 mg/m2/d IVD 1hr on day 1,22 and 43.
Adjuvant Oral UFUR(each table Tegafur 100mg+Uracil 224mg, 2 table
BID) for 1 year after CCRT.
1-2 R/T 6600cGy in 33 fractions.
1-3 &% o A RE EHRARR{HFLCRAR  FIHREF T
Cetuximab - Paclitaxel - Etoposide - Carboplatin - Docetaxel -

Darcarbaxine - Campto - C%pecitabin(_e ~ Oxaliplatin - Epirubicin -
FUR - Leucovorin ~ Irinotecan - Gemcitabine - Mitomycin ...
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(1) SRbERE
A. SABIFH Radical esophagectomy %= , Mediastinal tissue 8RB
B Tumor —HfEIER.
(A) Curative resection: 2 or 3 field node dissection
(B) Palliative resection:
a. Margins are not free.
b. Celiac or gastric nodes metastasis.
B. EEEZIKRZHARNEERBETET
(A) Bypass Surgery ,
(B) REAERREXRMEN (intubation or stent ),
(C) Feeding gastrostomy3 PEG
(D) Feeding jejunostomy ,
(2) HEAER: F2E cTC WARFM.
(3) BHHLEARR S AREBEMFAERE (Salvage esophagectomy)e
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B &M% ( Cancer of the Gastric Cardia )

(1)
)
@)
(4)
®)
(6)
@)
(8)

(1)

)

@)

(4)

. BFEZRE

EHLE X REY (SFBEEREE )
RRFERE (SRREEEREE b
EMETERE (CT ) ( SR TIBREDR )
Liver sonographyo

LB RBEREHE.

IM#EHCEA , SCC , Cyfra 21-1 Z# &,
MER  FXREERE,

MER  FRERRE,

. EEEHE:

HERER, EEARSREYE K BERE V¥R REEE. T
¥, EHCERDEER.

EERTAMEEREYER. T2EBEE. REXMEE. RERA
B K RE ( Barrett's esophagus ) E%KJ&.

WARFERER | FEES Borrmann Classification. SHAM. BB,
FEt  REBSHEENHREBEE, BIBEERCRE K GERE
LEERE , REGRERE.

FWAIFEZEHTNM System & clinical staging , F i # R operation
note , pathological report X HBTfEEIREREH pathological report &

TNM stageo
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STOMACH (Cardia)
ANATOMY

Primary Site. The stomach is the first division of the abdominal alimentary tract.
Its first part is the esophagogastric junction which is located immediately below the
diaphragm and is often called the cardia. The upper or proximal part of the
stomach is the fundus, and the distal part is the antrum. The pylorus is continuous
with the duodenum. The shorter right border forms the lesser curvature and the
longer border on the left is the greater curvature. Histologically, the wall of the
stomach has five layers: mucosal, submucosal, muscular, subserosal, and serosal.

The arbitrary 10 cm segment encompassing the distal 5 cm of the esophagus
and proximal 5 cm of the stomach (cardia), with the EGJ in the middle, is an area
of contention. In 7" AJCC staging manual, cancers whose mid-point is in the lower
thoracic esophagus, EGJ, or within the proximal 5 cm of the stomach (cardia) that
extend into the EGJ or esophagus area staged as adenocarcinoma of the
esophagus (see p44). All other cancers with a midpoint in the stomach lying more
than 5 cm distal to the EGJ, or those within 5 cm of the EGJ but not extending into
the EGJ or esophagus are staged using the gastric (non-EGJ) cancer staging
system.

Staging of primary gastric adenocarcinoma is dependent on the depth of
penetration of the primary tumor. The T1 designation has been subdivided into T1a
(invasion of the lamina propria or muscularis mucosae) and T1b (invasion of the
submucosa). T2 designation has been changed to invasion of the muscularis
propria, and T3 to invasion of the subserosal connective tissue without invasion of
adjacent structures or the serosa (visceral peritoneum). T4 tumors penetrate the

serosa (T4a) or invade adjacent structure (T4b).
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Regional Lymph Nodes. The regional lymph nodes are the perigastric nodes
found along the lesser and greater curvatures and the nodes located along the left
gastric, common hepatic, splenic, and celiac arteries. For ensure appropriate
designation of the pN determination, a regional lymphadenectomy specimen will
ordinarily contain at least 16 lymph nodes.

Involvement of other intra-abdominal Iymph nodes, such as the
hepatoduodenal, retropancreatic, mesenteric, and para-aortic, is classified as
distant metastasis. The following is a specific list of regional and distant lymph
nodes (B/\):

Greater Curvature of Stomach:

1.  Greater curvature

2.  Greater omental

3. Gastroduodenal

4.  Gastroepiploic, right, or NOS

5. Gastroepiploic, left

6.  Pyloric, including subpyloric and infra pyloric
7. Pancreaticoduodenal (anteriorly along first part of the duodenum)
Pancreatic and Splenic Area:

1. Pancreaticolienal

2. Peripancreatic

3. Splenic hilum

Lesser Curvature of Stomach:

1. Lesser curvature

2. Lesser omental

3. Left gastric
64 -



4. Paracardial; cardial

5. Cardioesopahgeal

6. Perigastric, NOS

7. Common hepatic

8. Celiac

9. Hepatoduodenal

Distant Nodal Group:All other lymph nodes are considered distant.

1. Retropancreatic

2. Para-aortic

3. Portal

4. Retroperitoneal

5. Mesenteric

Metastatic Sites. Distant spread to the liver, the peritoneal surfaces and
non-regional lymph nodes is common, while the central nervous system and lungs
are infrequent sites for metastasis. Frequently, with large, bulky lesion is direct
extension to the liver, the transverse colon, the pancreas, or the undersurface of

the diaphragm.

RULES FOR CLASSIFICATION

Clinical Staging. Designated as cTNM, clinical staging is based on evidence of
extent of disease acquired before definitive treatment is instituted. It includes
physical examination, radiological imaging, endoscopy, biopsy, and laboratory
findings. All cancers should be confirmed histologically.

Pathologic Staging. Pathologic staging depends on data acquired clinically,

along with findings of subsequent surgical exploration and examination of the
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pathologic specimen if resection is accomplished. Pathologic assessment of the
regional lymph nodes entails their removal and histological examination to
evaluate the number that contain metastatic tumor. Metastatic nodules in the fat
adjacent to a gastric carcinoma, without evidence or residual lymph node tissue,
are considered regional lymph node metastases, but nodules implanted on
peritoneal surfaces are considered distant metastasis. If there is uncertainty
concerning the appropriate T, N, or M assignment, the lower (less advanced)
category should be selected.
PROGNOSTIC FEATURES

Treatment is a major prognostic factor for gastric cancer. Patients who are not
resected have a poor prognosis, with survival ranging from 3 to 11 months. Depth
of invasion into the gastric wall (T) correlated with reduced survival, but regional
lymphatic spread is probably the most powerful prognostic factor. For these
patients undergoing complete resection, the factors that affect prognosis include
the location of the tumor in the stomach, histological grade, and lymphovascular
invasion. The prognosis for proximal gastric cancer is less favorable than for distal
lesions. In addition, high level of CEA and CA-199 have been associated with a
less favorable outcome.
PROGNOSTIC FACTORS (Recommended for collection)
Clinically significant: 1. Tumor location

2. CEA and CA-199 serum level
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HISTOPATHOLOGIC TYPE
The staging recommendations apply only to carcinomas. Lymphomas,
sarcomas, and carcinoid tumors are not included. Adenocarcinomas may be
divided into the general subtypes (listed below).
The histological subtypes are:
1. Adenocarcinoma
2. Papillary adenocarcinoma
3. Tubular adenocarcinoma
4.  Mucinous adenocarcinoma
5. Signet ring cell carcinoma
6. Adenosquamous carcinoma
7.  Squamous cell carcinoma
8. Small cell carcinoma

9. Undifferentiated carcinoma
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7" AJCC TNM staging of stomach cancer

STOMA STAGING

PATHOLOGIC
STAGE CATEGORY DEFINITIONS Extent of disease during and from
any treatment surgery
3 y clinical-staging completed O3 y pathologic - staging completed
after neoadjuvant therapy but  TumMOR SIZE: after neoadjuvant therapy AND
before subsequent surgery subsequent surgery
PRIMARY TUMOR (T)
a wx Primary tumor cannot be assessed a
Q 7o No evidence of primary tumor a 7o
Q Tis Carcinoma in situ: intraepithelial tumor without invasion of the lamina propria Q Tis
amn Tumor invades lamina propria, muscularis mucosae, or submucosa an
Q Tia Tumor invades lamina propria or muscularis mucosae Q Ta
a Tib Tumor invades submucosa Q Tib
Qo T Tumor invades muscularis propria a T
amn Tumor penetrates subserosal connective tissue without invasion of visceral a T
peritoneum or adjacent structures*,**,***
Q 14 Tumor invades serosa (visceral pemoneum) or adjacent structures**,*** Q74
Q T4 Tumor invades serosa (visceral peritoneum) Q T4a
Q T4 Tumor invades adjacent structures Q Tab
*A tumor may penetrate Ihe muscularis propria with extension into the
ic or li or into the greater or lesser omentum,
without perforation of Ihe visceral peritoneum covenng these structures. In
this case, the tumor is classified T3. If there is perforation of the visceral
peritoneum covering the gastric ligaments or the omentum, the tumor should
be classified T4.
**The adjacent structures of the stomach include the spleen, transverse colon,
liver, diaphragm, pancreas, abdominal wall, adrenal gland, kidney, small
intestine, and retroperitoneum.
t to the or h is classified by the
depth of the greatest invasion in any of these sites, including the stomach.
REGIONAL LYMPH NODES (N)
a Nx Regional lymph node(s) cannot be assessed a NX
Q nNo No regional lymph node metastasis* Q No
a m Metastasis in 1 to 2 regional lymph nodes a N
Q N Metastasis in 3 to 6 regional lymph nodes a N2
Q N3 Metastasis in 7 or more regional lymph nodes a N3
QO N3a Metastasis in 7 to15 regional lymph nodes O N3a
O N3b Metastasis in 16 or more regional lymph nodes O N3b
* A designation of pNO should be used if all examlned Iymph nodes are negative,
less of the total number removed and
DISTANT METASTASIS (M)
a wmo No distant melastasm (no pathologic MO; use clinical M to complete stage group)
a m Distant Q
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STOMACH STAGING FORM
ANATOMIC STAGE * PROGNOSTIC GROUPS

CLINICAL PATHOLOGIC
GROUP T N M GROUP T N
Qo Tis No Mo Qo Tis No Mo
QA T No Mo a A T NO Mo
Q B T2 NoO Mo QB T2 No Mo
T N1 Mo ! N1 Mo
Q A T3 NoO Mo a A T3 NoO Mo
T2 N1 Mo T2 N1 Mo
T N2 Mo T N2 Mo
Q B T4a NO MO Q B T4a NoO Mo
T3 N1 MO T3 N1 Mo
T2 N2 Mo T2 N2 Mo
T N3 Mo T N3 Mo
a A T4a N1 Mo Qa A T4a N1 Mo
T3 N2 Mo T3 N2 Mo
T2 N3 Mo T2 N3 Mo
Q B T4b NoO Mo Q B T4b NoO Mo
T4b N1 Mo T4b N1 Mo
T4a N2 Mo Tda N2 Mo
T3 N3 Mo T3 N3 Mo
Q e Tdb N2 Mo m llle} T4b N2 MO
T4b N3 Mo Tdb N3 Mo
T4a N3 Mo T4a N3 Mo
a v Any T Any N M1 a v Any T Any N M1
Q Stage unknown O Stage unknown
PROGNOSTIC FACTORS (SITE-SPECIFIC FACTORS) Een;ral I'Ioles: . | ’
0 or identification of special cases o
AR ALIE LALIER e TNM or pTNM classﬁ?cecmions, the ‘m"
CLINICALLY SIGNIFICANT: suffix and “y," *r," and “a" prefixes are
Tumor location: used. Although they do not affect the
Serum carcinoembryonic antigen: z?g;%‘;‘;‘;:?;g‘zx;ﬁﬁ?‘e cases
Serum CA19.9: m suffix indicates the presence of
multiple primary tumors in a single
site and is recorded in parentheses:
Histologic Grade (G) (also known as overall grade) pTlm)r\lM. ) .
Grading system Grade y Rrellx |nd]<;al§s lh‘ose cases in
QO 2grade system Q Gradelor1 Whichiclassification s performed)
during or following initial multimodality
O 3grade system Q Gradellor2 therapy. The cTNM or pTNM
category is identified by a *y" prefix.
QO 4grade system Q Gradelllor3 = 3C¥NM p ypTNMycale)gI;o‘r)izes
0 No2,3, or4 grade system is available QO GradelVor4 the extent of tumor actually present at
the time of that examination. The "y"
categorization is not an estimate of
tumor prior to multimodality therapy.
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Fig. 1. Regional LN stations of the stomach
[13]. 1 = Right paracardial LN; 2 = left
paracardial LN; 3 = LN along the lesser
curvature; 4sa = LN along the short gastric
vessels; 4sb = LN along the left gastroepi-
ploic vessels; 4d = LN along the right gas-
troepiploic vessels; 5 = suprapyloric LN;
6 = infrapyloric LN; 7 = LN along the left
gastric artery; 8a = LN along the common
hepatic artery (anterosuperior group);
8p = LN along the common hepatic artery
(posterior group); 9 = LN around the celiac
artery; 10 = LN at the splenic hilum; 11p =
LN along the proximal splenic artery;
11d = LN along the distal splenic artery;

12a = LN in the hepatoduodenal ligament
(along the hepatic artery); 12b = LN in the
hepatoduodenal ligament (along the bile
duct); 12p = LN in the hepatoduodenal lig-
ament (behind the portal vein); 13 = LN
on the posterior surface of the pancreatic
head; 14v = LN along the superior mesen-
teric vein; 14a = LN along the superior
mesenteric artery; 15 = LN along the mid-
dle colic vessels; 16 = LN around the ab-
dominal aorta; 17 = LN on the anterior
surface of the pancreatic head. Printed
with permission from the Japanese Gastric
Cancer Association.

AN
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3.

BEMEFM A Z 6

(1)
)
@)

(4)

Fih BEMR 2 % B AR B8 20 4T

MAFRER , #5%H  BEEHE | RO FH RN 8E.
Ham, EEFRIBE  ARTMR, R, EREHT  LERR
FEBMERE (TPN ), XERR , MO FHRESHHE.
BUREBEBERR , FHaSFEREZER (AREFHETER )

BEPIEF M 2R ( approaches ):

(1)
)
@)
(4)
®)

Midline laparotomy.

Left thoracotomy and laparotomy.

Right thoracotomy and laparotomy.

Left thoracotomy with incision of left hemidiaphragm.
Left thoracoabdominal incision.

BEMBEFMZEE

(1)

)

@)

Resectable case : BRTHEEEREZ distal esophagectomy b , AIfE
THZF WA %,
A. Proximal subtotal gastrectomy
B. Total gastrectomy
C. Extended proximal subtotal gastrectomy
D. Extended total gastrectomy
Node dissection I E4T R2 dissection , REBURERZE , FD
B, A KBECECEZEE | BIMT :
A. Esophago-gastrostomy
B. Esophago-jejunostomy
C. Esophago-colostomy
Unresectable stenosis case :
A. Bypass operation :
(A) Esophago-fundostomy
(B) Esophago-jejunostomy
(C) Bypass with colon
B. Endoesophageal intubation
C. Feeding gastrostomy or jejunostomy

BEMBEFMRZEE

(1)

AEMERMEEZEE  BRREZFERE X thE  EBFBESR
RRIER
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)
@)
(4)

®)

(6)

@)

8)

FHPRMABRZRTFSRAEERFHNARER (R42H), IF
ESHBRREME T,
RERFER , ARFIHAT—KRBEFMHER=ZRASSDEFRETS,
NG tube ZEIRETERTES , REAFRRS EZERR. HDERT
%5 methylene blue R AREZEYE ( anastomosis ) BB IR
BIER,
RFEMEBEELREAURBLELCEBRBATRRME X XEE K 82
RRKE  BRERRE. ¥RERBMEKRES  YPESE,
B #& 2 Postoperative adjuvant chemoradiational therapy for RO
resection
Regimen A
1.5-FU 425mg/m2+ leucovorin 20 mg/m2 on day 1-5 rest 28 days
2.CCRT: R/T 4500cGy /25 fractions
C/T 400mg/m2 + leucovorin 20mg/m2 on day 1-4 and day
23-25
3.5-FU 425mg/m2 + leucovorin 20mg/m2 on day 1-5 every 4
weeks x2 cycles 28 days after CCRT
Regimen B
1.Oxaliplatin 85mg/m2 on day 1 + leucovorin 200mg/m2 iv for 1
hour + 5-FU 2600mg/m2 iv for 48 hours every two weeks x6
cycles
Treatment guidelines for locally advanced stage
1.Epirubicin 50mg/m2+ cisplatin 60 mg/m2+ leucovorin 500mg/m2
on day 1 + Oral UFUR 300mg/day x21 days every 3 weeks x 3
cycles
2. Total gastrectomy
3. Epirubicin 50mg/m2+ cisplatin 60 mg/m2+ leucovorin 500mg/m2 on
day 1 + Oral UFUR 300mg/day x21 days every 3 weeks x 3 cycles
B % OBk 2 Adjuvant chemotherapy
B a1 Z 82 L. 5-FU + mitomycin or cisplatinum &%
MABRZ 5-FU B 814 tegafur, uracil-tegafur and S1, B & data /R A
REFER
A. Sakuramoto S, et al. Adjuvant chemotherapy for gastric cancer
with S-1, an oral fluoropyrimidine. N Engl J Med 2007; 357:
1810-1820
i — F RTABIE— 18 cycle B L& ; BIMBHF Oral
Fluoropyrimidine (S-1): 40mg/m? x2 /day for 4 weeks #mMiBKE
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Nakajima T, et al. Randomized controlled trial of adjuvant
uracil-tegafur versus surgery alone for serosa-negative, locally
advanced gastric cancer. Br J Surg 2007; 94: 1468-1476

7% 16 18 A8 X4 uracil-tegafur 360mg/m’
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M,  FMIBREEMRE (%= )( Thymoma /Thymic Carcinoma )

1. MBREERE (B ) 2RE
(1) FAZBRERSBREZERE,
(2) MAEECRERIERRE (2F CEA. o-FP. B-HCG. LDH )
(3) MWEER X Xk,
M)EEjﬁEFHﬂ%Zﬂﬁﬂﬁﬁﬁﬁ?WﬁﬁE
(5) EMETEES (CTscan )
A HEREKEEES
B. MERHIME EKEERS.
(6) MIBREEE 225X (Masaoka staging system) T

Modified Masaoka staging system for thymoma and thymic carcinoma

Stage | Macroscopically and microscopically completely encapsulated
Stage IIA Microscopic transcapsular invasion
Stage 1B Macroscopic invasion into the surrounding mediastinal

fat tissue or grossly adherent to but not through the
mediastinal pleura

Stage Il Invasion into the neighbouring organs
Stage IVA Pleural or pericardial dissemination
Stage IVB Lymphogenous or haematogenous metastases

2. MIRRIERE (5 ) BEZRE
(1) BEHEEENEIE ( Myasthenia gravis ) BIKEENEDEREBER
EEEE,
(2 AHEEENENEZ BETT WA MR Z &K B (Maximal

Thymothymectomy).
(3) MR 3 N5 2 EE T A RR R T AT D BR

3. [MRRERE (&) BEZMBRERE .
(1) ERREEEET X XRE , BEMBERERTE.
(2) BEHEEENEDE (Myasthenia gravis ) Bl BN 0 ER BT
BEEBEERE,
(3) Masaoka stage Il SA EZHIBRFERE |, itk TR BB MBS HRIEE

(4) WREHHLBRRRMSARZRAME:
A. RO resection:
a. Thymoma no capsular invasion - observation and F/U
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®)

(6)

b. Thymoma / thymic carcinoma with capsular invasion - R/T
B. R1 resection:

a. Thymoma- R/T

b. Thymic carcinoma: R/T+C/T
C. R2 resection:

a. Thymoma- R/T+C/T

b. Thymic carcinoma: R/T+C/T
Radiotherapy doses:

3D-conformal radiotherapy or intensity-modulated radiotherapy

(IMRT) 5000cGy to 6000cGy in 25-30 fractions
Chemotherapy regimens:

A. PAC: cisplatin  50mg/m2+  doxorubicin ~ 50mg/m2+
cyclophosphamide 500mg/m2 on day1 every 3 weeks x 4-6 cycles
B. PAC with prednisone: cisplatin 30mg/m2 on day 1-3+
doxorubicin 20mg/m2 continuous IV on day 1-3 + cyclophosphamide
500mg/m2 on day 1 + prednisone 100mg/day on day 1-5 every 3
weeks.

C. PE: Cisplatin 60mg/m2 on day 1+ Vp-16(Etoposide)
120mg/m2 on day 1-3 every 3 weeks x 4-6 cycles

D. VIP: Etoposide 75mg/m2 on day 1-4 +ifosfamide 1.2mg/m2 on
day 1-4 + cisplatin 20 mg/m2 on day 1-4 every 3 weeks

E. Carboplatin + Paclitaxel: Carboplatin AUC 6 + paclitaxel
200mg/m2 on day 1 every 3 weeks
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S REERBEABREE R

( BarEsA DL )
ICD-9-CM PRAE B BXEREB
{3
140°-208 | ERBHR AR 2B ,
162.8 Malignant neoplasm
150.1 e
151.0 LEE
1042 mamm
AR e
N, B, BB, B, B o
= T 5 Congenital cystic lung
BRAREZAERMEBERR Agenesis, hypoplasia and
748.4 EEEE dysplasia of lung
748.5 Other anomalies of lung
748.6 () AR RE Other congenital anomalies of
715 (7%) FBR ZAEF R T £ & F R |digestive system

2%
(t) Bz H R
U\) BILRGZ B SRR

V426
996.84

+. BE2ERE. OHE. R, TR
REEBELR ZBAAR,
() REREBBREME, F
1
(Ju) BRBESRE O BOE

Lung or tissue replaced by
transplant

Complications of transplanted
lung

T=. EXAGEEBRERERE
REREDBTARIULE
(Injury severity score=16)

(—FRBEFTEREH)

T=. EFRRIEERRERATR
BRE  REATRHBEDE
B=1tX , BRKBETRER
BELANDE, BERFRE
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B2 REM AR , SR
EREBHEHFRERER
%, BABEERT 5N
RECEIRE (ZEARER
FHER S ).

+m, (—)EBEARDBRAED
R REERTR
£ BTLBRERDE
B=+X, BREEES
EMREE , OERAEE
BUHERERE,

(=) Rttt Bl R 2 R
EERTRE KT28
REEUEB=+X , B
HECEBERE , OF
HANEERHEREERS
EECHEARAEHT
R ).

358.0 +X. BEIEDE, Myasthenia gravis
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BEmids / KU ERSEBOEEE)
I LR (VENT)?

| W ATREIR A
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o FEHE DASEERE) | s BElR
® FEERE NIE * (VEINT) 22 12
A IILBR / PR 5/ ® FRE FEIRAM
— SR R (end-tidal) —&Akfix
2%E 1-8 fEnes
o HEEIFRK
EXEIVL o FETLERIER
[ | 256 19 |
—— | ommsmmw
7 R
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PN ENS S P Sy DML @asystole)
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fr 4=

EERT (LB, M) 2FR

1. WERREEMD

2. WBAREHTFIRBECRARE.

3. WRBIBZEBMREBRE MIRE,

4. HERHRBECEFIME,

5. WRBBSEOB, 0T,

6. WIABICEEBUTR (BRI 2#E).

7. WRRBZEACHXEELBELRS,

8. WETHKLABER , HFUEE"EERET"

AEEER

1. BERP , YRREFFZRRZAE.

2. EEFEATRSFIHE, ERROKREL  BERNBR  AHERIEAAKREER
#®, FLEEATFRS  BRELRSR B-ZARERSTES EERET",

3. 4&FT6-8 MR BEANARMEE  BEEERAMBE (Prostigmin) |REE
BEHEEET"

4. BBRBIK (<34°C) B, WRLEHRY EEET" , AEABRYESABE 34°C U
£ BITEH,

5. "MIEEMEAR. SRANDHFREBNEREM - AN EREHE,
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THREESE
AdbT 100 FIEEZERE 100 55
B © (02)2392-2643

—t

RURHE - "RURE, WESES

RUBAEPZ RRE. ERA  TPIEEBIET EIE TR Z REEBERR
RN RRERBRAEENEAERRNIRE,, ENERBRRIEEETHBN
ABEER KD ET R ; EFITRERRIETH R,

ERNRECHBEFIEAMGERY :

REREABLNHAFENS  RAGRXEERBRENEZERNEKE ; HEE
WEEMS  AIREENRAXNS  BRARNED, Hit , BARALETCEHE
HERAARBRERNTCHERFR ; REMEREERHTRNELT (AR, B
) mHAE

RTUEAET TR MitoWMBo  E-HORRTEREEBRTZEER
A, BREESAHBE ; FoBLARKRTHARRTCEERRARYE  BTE
BERE-HoRRACEBZRRIER (FSEH 1 EH3 )

ERERERBERN BT RTTRARZRE , WHIE :
1. B ZREARCRFEUEHEFER  UNEREREE,
2. FERRTCHBZEE TE ERNEEHREATRIYEZASHFETULH,
. RETFRZHR, SRUBREARHRYE (WEY ) B8 RIRBREREETE
REERARFRRCHRBE , TETFTULRRIECRAEE -2,
TIEE. WZHRRH
Bl 1 : ATRER R SER SRR R RO R - SO IEE S ODILRR ST,
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DFELCRA: (B EAZBREIERISLL B2 BRI - AL05E
=g AEER
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SfTRA - CGEESE LRI Z -~ (FZER) &dopipi

6 K

CEEREE) H - (ZZERD '*z”'li#hﬁug.u

s &

2 HAMESE LA B SN S BRI - (@E@?’:IE&E&Z‘%
REEMEERRE) S5  BHREMME - R

TR RN R

B2 MREREERRRF  ERE-BSEHIIRER ->SMERB-ET,

(MLCHRE: (EEAZARISRREC R S8R - W05
=ik - S5
B R POREEE - - SRR
#ﬁﬁﬁﬁ (EHI ML Z ~ (FZRA) & fdikad

L SRR )
[ERRCATAECSE: T3 3.
B R
2 HAB YL B S s S BTG « (B8 AL 2 B

EREEEOHERENE) Sh R - R b K B AR

SR

8 R

15 %

TRREENT TS

Bl 3 : WEERREERNT | BWESRBEE T BE 2 HB)E-RIE-ET,

(MFLCHA: (EEAERREINSSL R SR © 200
=B - SR
LERES AL S FWREE « - b
FSfTRE - CEES LM £ - (RZER) B E28E)A
CZBREREE) W - (LZFR) B i st i
T (FZERR) RN diHEHE
L3k #E

2 HMBEFSLI B TR A IR - (B8 [ 2 fm
HBTE R ERAE) B

3R

318 A

418 A

448 A

TR RSN

SERRERA :

1. F—840 : BREEZSIBRTC 2ESMREARIEH (AEERAF 2RER )

(1) B, 2. AZRWBREER-BERR,
(2) 1ZRRLRBREREIRTCRR A THZQ , XEER,

(3) FEEBRSEREUHE (MOMFRE. SERE. OBARLE. BEREBR
FRIBE ), MIRERAE 1 ZFRESECRETRER , BIXEMFIH
EERR ZHRER (WOBFELERBRZ : VETE , MZRBRRE :

Bt 14 0 BESES )o

(4) NZZRERFRRNETERERE (BERRE ) ARAZZETRR , KERE
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MTH. RE—EREE A EREBIETHIRG (2% ) BERE, . Z.
R EREEEBRETH RRE,, BEXRERRRFRR.

(6) B, 2. AREARBERT ZHMKEERE  SBRERTIBERESHEH
REBCZERRF , BHES  NRETHE , THES "TH.

(6) HRBIRPISHWBERZER , RIS TRIG , RTRESRE
Hy  BHEHERIASHERRERZER , AW "RCRERFRE, &
2 BRTEEER,

(7) MBEUBERE (WO, F . BRE) R 1280, AXARRANER
BEERBCZIREA (NF  BoEOERBRARZ : SO N
)

(8) CHAREMER, FHXEL TEN,, TRERSEMN TER. TIFEB.
F T, FERRIVENEMER  XAREZBUA TRERBEIAL
Mk TEBE, BETHEERTARRVENELE  FHLME "R
BUTRES PR,

(9) BHAR THMEE, "Madkm, & "HKERTRHD, SHRPDEHE
FTEERERD "HPEL .

(10) BHREEFETRES "HNE., MRBBYEESE, ERKE FREHR
RES  FCNEREE  FRUXEERTA. BHARET  UREHE
HEWEE, #E, MEEREES  KARTRERESERI FNE0E
B RRRANMREMRTCAMSAEERLTHNEREENE,

2. BoHG  HERETANRZ ARSI

(1) EBERXRCHEEERBIZECERLR. SBRRIETFEE , BAFEE
FUMEFRTHERR , FH ALK,

(2) WHEZE (FULE)WHERRY (FHEE) TREMRT , FEREZA
FTEZHEEBEEE Y, AENREEAEEE =S,

3.5, AR, HRREEERMESETURA Bl EEAL.
4. FEERA (FEL ) ZERFESERFE , FRE "ERHEAR (BRI ) BE

Ha, YEHEREETEMMN.

5 BRANE , WRAEERTRRAY. TREFLEERTERA88.5.5
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M#E Control of Hyperglycemia

1. DKA: RI 10U st , keep 0.5u/Kg/hr E3 <250mg/dI
Non-DKA: RI 10U st , keep 0.025/Kg/hr E3 <250mg/dl
2. RHTFREAMARI pump

miEE RI pumpiE*
>450 mg/dl 8U RI/hr
400~450 mg/dl 6U RI/hr
350~400 mg/dI 5U RI/hr
300~350 mg/dI 4U RI/hr
250~300 mg/dI 3U Rl/hr
200~250 mg/dI 2U Rl/hr
150~200 mg/dI 1U RI/hr
100~150 mg/dI 0.5U Rl/hr
<100 mg/dl STOP
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SBRRE 5 B(Injury Severity Score, ISS) ¥ E%E
Baker et. al. £ 7T 1974 F Bl 3 5 %2 B (Abbreviated Injury Scale,AlS) & & H
—EARMMENEBREERBENTES X, BANBBREE S B (Injury Severity
Score, ISS). HABERIZERIRRT KN | EA/NBZLAEEHISS ®E , AT
THEAEEHBSTERE  BESERRREAER  THEUERGESEE
B morbidity, JET-RE{ER KA.
RIT 1990 EARBE B IMEDBUAIS) , #5588 5 RAEME S E5 ~ B (Head/Neck).
BE M (Face), M9%B(Thorax)., HE %B(Abdomen). f% B (Extremity) & 5 8 &k 40 &
(External),
HEEREEETY , SERIEIAREEBENAEIBAS T BESEE), B
ERSEs N =EEERE , ReR=MA,
ISS= ZRRSAS T8 (BRBEEAN ) FHNES

8Bl EBE2 ,BEE1 2, W40 BB3D, K2y, NBEREZ 25,
ISS=4°+3°+3°=16+9+4=29 %,
ISS HEBRIX 09 , &&= 755, 75 0 E=FW4E :

1. BI3HIEULEHSZAISHBASSD ,5°+5°+5° =75,

2. ABF-EEBASHEARG6S ,ISS—RBRT55,

3. ZIBRAISET , ISS—EA 755,
ISS <9 P ABEINE ,I1SS9-15 5 AFEIME , ISS>16 P RBRENE (THEE
REFRF ) o IMBFEL R ISS PHREEFHREMRE. 1SS FPHASRFHR
K, RERFEE. Bull(1975 F)%H ISS 2., HTURRAEFEH AN  LUTHE
50% JET-Z :

o 15445 ,1SS=40

o 45645 ,1SS=29

e >653 ,1SS=20

-86 -



fi#F£ Nutritional Support in Severe Trauma

Severe Trauma

Rlesuscitation Completed |

Hemodynamically Stable/No Pressors
v v
=20-30% Blunt/Penetrating CNS Trauma
TBSA Burn Torso Trauma
Laparotomy required? L
¥ Place NG;
o,
Begin Gastric Tube Obtain Access 3}::;::]. ey
Feeds when safe Beyond Lig, of Treitz P
Mubliple aperative & feed when safe <300cc/12* >300cc/120
debridements nexded? <30pec/120 >300ce/12° . & }
¥ PATI> 2§ l Begin Gastric
ik s Begin Gastric Feeds when safe  Begin NJ* feeds
ontinue e Feeds when safe :
Gastric  Begin NJ* Feeds; Begin NJ* feeds
Feeds

Feed Intra-Op

Estimate Energy Needs
(Curreri, HBEE, etc), and
provide 2 gm/kg/day protein

l

Consider
weekly calorimetry

*NJ = naso-jejunal
*PID = Post-lnjury Day

Practice management guidelines for nutritional support of the trauma patient

| v |

¥ TOHMNﬂv Tal o
155 =207
; Nl
Standard Enhanced Standard Adyence to Goal
Formula Formula Formula TPN
‘ Severe TBI
g (GCS <8) ;
»  Tokernsed? 4 Cord Injury
A 30 keal/kg
Advance Start TPN 1.5-2 gm protkg
to Goal by PID* &7 Quad Para

1.25-2 gm/kg pro; 30-35 kealkg

' +
{op 1024 kg protein for exhmnced enters] foounilies) 20-22 keal'kg  22-24 kealkg

J trauma. 2004;57:660-679
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History
Physical exam
Pulmonary function tests

v v

ppoFEV1% =40 ppoFEV1% <40
and <t or
ppoDLCO% =40 ppoDLCO% <40
A A Y
| Resect I ppoFEV1% <40 Quantitative
ry or - perfusion scan
ppoDLCO% <40 Recalculate

predicted values

v v

vO2max >10 |«—| Exercise test | PPOFEV1% <20
or
ppoDLCO% <20

Y A 4
| VO2max <10 ]—b[ No resection I
Average risk: High risk: Prohibitive risk:
ppoFEV1% =40 ppoFEV1%: 20—40 ppoFEV1% <20
ppoDLCQ% =40 ppoDLCO% 20-40 ppoDLCO%: <20
VYO2max =15 VO2max 10-15 VO2max <10

ppoFEV1% = preFEV1% x (1 - 0.0526S) or_preFEV1% x (1- P)

S(segments resected) =5 in LUL, LLL, and RLL; S =3 in RUL; S =2 in RML

P = % of lung resection measured by perfusion scan
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Guidelines for chemotherapy of tuberculosis

Pulmonary tuberculosis

Drugs of choice

Alternative

I. New case
1. Standard regimen

2. Fixed-dose combinations

INH + RIF + EMB + PZA for 2 months,
then INH + RIF + EMB for 4 months?
Rifater® + EMB for 2 months

then Rifinah® + EMB for 4 months?

Il. Retreatment?
1. Relapse®

2. Default?

3. Failure"

INH + RIF + EMB + PZA + IA’ for 3 months,
then INH + RIF + EMB for 5 months
INH + RIF + EMB + PZA + IA' for 3 months,
then INH + RIF + EMB for 5 months
INH + RIF + EMB + PZA + IA' for 3 months,
then INH + RIF + EMB for 5 months

IIl. Drug resistance
1. INH
2. RIF

3. EMB

4. INH, RIF
(MDR-TB)

5. INH, RIF, EMB
(MDR-TB)

RIF + EMB + PZA for 6 months
INH + EMB + PZA for 9-12 months

INH + RIF + PZA for 2 months,
then INH + RIF for 4 months

EMB + PZA + TBN + IA" + FQ/
for 18-24 months/
PZA + TBN + PAS + 1A + FQ/
for 18-24 months/

RIF + EMB + PZA + IA for 6 months
INH + EMB + PZA + IA"+ FQ'
for 9 months

IV. Intolerance

RIF + EMB + PZA for 6 months
INH + EMB + PZA for 9-12 months
INH + RIF + PZA for 2 months,
then INH + RIF for 4 months

INH + RIF + EMB for 9 months
EMB + PZA + TBN + IA’ + FQ/

for 18-24 months/

INH + EMB + PZA + 1A’ for 9 months

V. Special situations
. Liver function impairment
and/or liver cirrhosis

»N

Renal function impairment*
or ESRD
Pregnancy or breastfeeding

w

RIF + EMB + PZA for 6 months

or

INH + RIF + EMB for 9 months

INH + RIF + EMB' + PZA' for 2 months,
then INH + RIF + EMB' for 4 months
INH + RIF + EMB + PZA for 2 months,
then INH + RIF + EMB for 4 months

RIF + EMB + IA" + FQ' for 12-18 months
or

EMB + TBN + IA’ + FQ' for 18-24 months
INH + RIF + EMB + PZA for 2 months,
then INH + RIF + EMB for 4 months™
INH + RIF + EMB for 9 months

Extra-pulmonary tuberculosis

Drugs of choice

Alternative

I. Pleurisy
Lymphadenitis
Peritonitis (intestinal disease)
Pericarditis”
Genito-urinary tract diseases
. Bone and joint diseases
Pleural empyema
. Meningitis”
CNS disease”

INH + RIF + EMB + PZA for 2 months,
then INH + RIF + EMB for 4 months

INH + RIF + EMB + PZA for 2 months,
then INH + RIF + EMB for 7 months
INH + RIF + EMB + PZA for 2 months,
then INH + RIF + EMB for 10 months

Dosage of anti-tuberculous agents (for adults only)

Rifater (INH 80 mg + RIF 120 mg + PZA 250 mg )

Rifinah-300 (INH 150 mg + RIF 300 mg)
Rifinah-150 (INH 100 mg + RIF 150 mg)
INH

RIF

EMB

PZA

Streptomycin, amikacin, kanamycin
TBN

PAS

Ofloxacin

Ciprofloxacin

Levofloxacin

1 tab/10 kg BW qd (maximum 5 tab)

2 tab qd, if BW >50 kg BW
3 tab qd, if BW <50 kg BW

5 mg/kg BW qd (maximum 300 mg)
10 mg/kg BW qd (maximum 600 mg)

15-25 mg/kg BW qd

15-30 mg/kg BW qd (maximum 2g)

15 mg/kg BW qd

15-20 mg/kg BW, divided to bid-tid (maximum 1 g)
200 mg/kg BW, divided to bid-qid

400 mg bid
500-750 mg bid
500 mg qd

-90 -



fF+

Nomogram for Determining Body Surface of Adults from
Height and Mass

Height Body Surface Mass
om 200—{ 9™ —280m? kg 150 3301b
- 145 320
270
- 140 30
=260 300
E 135
- 290
F25 a0
- 280
—2.40 125
- i)
- 120
230 250
= 15 250
22
- 110 240
F-210
E 185 230
=200 100 20
=105
210
1.90 9%
185 " 200
10 190
175 85
170 180
80
165
170
160 75
155 160
70
150 -
14
N 65
140 140
135 60 @
130
125 5 120
2 50 10
115 105
110 " 100
95
105 “ o
1.00 85
80
. 095 5 »
40
-] 0.90 .
-
s 08gm? kg 30 =E=661b

C. Lentner (ed.): Geigy Scientific Tables, (ed 8, v 1). Basel, Switzerland:
Ciba-Geigy, 1981, p 227.
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PENENARE

Er 3 3 Clindamycin, Colistin, Gentamycin, Kanamycin, Lincomycin, Neomycin,
PolymyxinB, Streptomycin, Tetracyclines, Tobramycin.

<2f & 4 Quinine, Quinidine, Lidocaine, Procaine Amide, Trimethaphan, Propranolol,
Oxprenolol, Practolol, Timolol

FLEUGR &4 Chloroquine, D-penicillamine

B A 2y Lithium Phenelzine, Promazine, Chlorpromazine

B Ekl Phenytoin, Trimethadione

BIL P 54938 Curare, Succinylcholine

o Diazepam, Bromazepam, Fluninazepam

HRES ACTH, Corticosteroids, Thyroid hormones
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g e
FEMHMDEH (Lung Volume Reduction Surgery) RERZBEXRER
1. BIEEXE

(1)
)
@)

FHE DR 75 BRo

BAEERTIh REFEBE (FEV.<35%) , RARLARMARREETERHE,
fiRiE (emphysema) & ftBAEEBE R R (hyperinflation, TLC>125%,
RV>250%) & E2E M (heterogeneity, i.e. target area on CT scan & V/Q
scan)o

BHENEEMRR (BERBEZ 70%~130%).

AR AR,

BAStHAEZERERRER.

MIEBBAEA

FE AR 75 BRo

BEREZE,

BHEMEERE. REER.
BEMSEBEHE (Mean PA>35mmHg).
BES=SHBRMIE (PaC02250mmHg).
ERPREE,
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M#+=
B4 Recipient RBEXRER
1. BEEEE

()
)
©)
(4)

A

FHE 60 BRI T (EERISHE 60 5% , ¥ AHRHE 55 BR).
REFEE , ARDAREN , BEEE I ZE,
BEOHATERERRRR.

RIS ER1 AT 2 B AR

EENEERR BRBEEZ 80%~120%)o
BANBSTERR.

S HERER (Prednisolone) f#/H&/MA 20mg.

EHAETIERE , SRIERRAITEBEFNER,
BHHMERRE. RRZRBER.

L IR i A AR O R

FEREE,

TEREREYREE,

B EERHMERE.

BEEEREWEFMA. RZER,
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4+
HBWMRIERSAE
1. REERETE (RFROSUERAG )
(1) RBEREERE
EEFRTRA2ERERBNESERFOER®RE
i
SRR FE
i
TEZRE BRI X ERE ( EERAEMCR ) MhE. 058, &
DEBEREFE (F  BMEERTHYREROMES R
®E)
i
BXERE, Mg, LEB , RUBESRAFESER/RERE
AR ABERIE

i
ERHF. W, VEEETRROEBERE

i
TEREREERBEREEFRHHRA

i
ARELEZREE
(2) HEMRKE

A E2RE R EIHLFEREH

B. XARERMBAMIAL , YERTI-ERERKRZ— !
w MEEREERENL  2BE. BERERE
® DRBETRERENL  2RE., BEMHETSE
ARz ZH 2 MEREFE D RIS REE AN R OEARETEZ
BEHRE
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2.

BB ERAE
(1) RBEREERE
EBRBTERZERERBANESERBOBERET
i
SRR FE
i
FREMED
i
TEZRE REH X ARERMIDERFE ERHEBERNARMSR
MERZBERZDEHRSA
i
X ARERMNERFEEIREREAPASERTE
i
ERHR R EERE

i
TEREREERBEREEFRHBRA

i
ARELEZREE
(2) HIEKE
. BEBRPERZDEHRY  ARMERASTREMAAL, EWRE
B. BEIRMMTN R FEMOHHERRIGRE , BLER AT HKE
BE X ARERFHNBERRESTFERERREREE B PRARFH
M2 FIER
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3.

FREHS
(1) &BERELRE
ABRBHRA 2 L ERE N EEER S OB RE
!
e ED |
!
ANBAED (XRERBERWERGN LBER | WARERES
EPUELES
!
(R B T I e

i
ERHR R EERE

i
TEREREEREREERH R

1
BABELEIREE
(2) TheemERE
ARRERERE T IR
A AEZMH R ( Acceptability )
W HERTIAREREN
(A) BE—PVHRAEZHKSNEEBERARK
(B) BEMELHE
(C) ZRANT—H
(D) ®E
(E) MEASE
¥ B-RENBERLRE
¥ B-RENHRIBRE
B. EZEMZ#A ( Reproducibility )
¥ ELSRUEZNREERTMG

% —fERAEFVCHEE02L A
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¥ ZERAKEZ FEV1HETE 0.2L MR
C. BRERKR
MR/FE 112 BFR , REBMER. EFRFEEN1-2EHMR , &
HEREEIRSHERG T ERRE AEES R ZBEREETNR
BRENTHERAE  REZLZAGEZERERUE
D. ®&EMMBERENTEE
(A) FERBRINGEER . FEV1/FVC<75%
B : 60%=FEV1<80% of prediction
FE : 40%=FEV1<60% of prediction
EE : FEV1<40% of prediction
(B) MRHIEBERIhEEIER
B : 65%=TLC<80% of prediction
FE : 50%=TLC<65% of prediction
EE : TLC<50% of prediction
(3) MERESS
EERE/2E# ( Body box )
(4) WMEIEFEE
A BRBERPHEEZMIGEERE
B. EMIIEERHSH , EREHEE (XRERRHER)
C. HWERESHEZSS. BRERABFHMMESE  UBRBKEER
AERBRE
. EREESHNEESIRRESAREESEE
E. HNERERRENIHSHREZIRERIAIRSE
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4.

EENED
(1) RBEREERE
EEFRTRA2ERERBNESERFNER®RE

i
SRR FE

i
FREMED

i
HEEEERUMEREE

i
EREERE (WEFERNH 0P HBEF)

i

TRBERE
i
B RSERTRA

(2) BRERE

RFEERERS TGRS

HERZHERRER MR
(3) MEMRHK

NEER (EMG)
(4) WMEIEBE

A BBEEARPREEHEANELEREEHRSE
B. ERERSRMEEErMRESFARIEER
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5  RfER
BEEREERRE
BERETBRNZEAERBNEZERFIVERRKRE
!
SRR FE
!
ARBEMED
!
HKEEEERUEKETERE. BYIE. MiER. =B RiEsHM
ELwmE

1
BB R BB RS

i
TRBERE
i
B RSERTRA

6. B. T=EREIS REIMWLIE
RBEREERE
EEFRTRA 2R ERBNESERFNER®RE
i
SRR FE
i
FREMED

i
HRERERL DL ERB BRI ARERE

i
BERRE

B RSER TR
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7. BEE
RBEREERE
EEFRTRA2ERERBNESERFOER®RE
i
SRR FE
i
FREMED

i
HEEEERL/MEEABREERE

i
BERRE

1
TRBERE

i
B RSERTRA
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Performance Status

Karnofsky* Scales Zubrod-ECOG-WHO**

Normal, no complaints 100 0 Normal activity

Able to carry on normal activities 90 1 Symptoms, but nearly

Minor signs or symptoms of fully ambulatory

disease

Normal activity with effort 80

Cares for self. Unable to carry on 70 2 Some bed time, but needs to
normal activity or to do active work be in bed less than 50% of
Requires occasional assistance, 60 normal daytime

but able to care for most of his

needs

Requires considerable assistance, 50 3 Needs to be in bed more than
and frequent medical care 50% of normal daytime
Disabled. Requires special care 40

and assistance

Severely disabled. 30 4 Unable to get out of bed

Hospitalization indicated
though death not imminent

Very sick. Hospitalization 20
Necessary. Active supportive
Treatment necessary

Moribund 10

Dead 0 5 Dead

* From D.A. Karnofsky, J.H. Burchenal: The clinical evaluation of

chemotherapeutic agents. In: Evaluation of chemotherapeutic Agents, ed. by

Mcleod, Columbia University Press, New York , 1949, 191-205.

**  From A.B. Miller, B. Hoogstraten, M. Staquet, A. Winkler: Reporting Results of
Cancer Treatment, Cancer 1981, 147: 207.
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Table 1. Child-Pugh Classification”

Scores
Clinical and Laboratory
Findings 1 Point 2 Points 3 Points
Encepalopathy None Mild Coma,
occasionally

Ascites Absent  Slight Moderate
Serum bilirubin (mg/dL) < 2.0 2.0-3.0 = 3.0
Serum albumin (g/dL) =35 2.8-35 < 2.8
Prothrombin time

(seconds prolonged) or 14 4-6 =6

prothrombin time INR® < 1.7 1.7-2.3 =23
* From Pugh and associates [10]. P Lucey and associates [11].

Child-Pugh class is determined by total score for all findings as follows:
total score 5-6 = grade A; total score 7-9 = grade B; total score
10-15 = grade C.

INR = international normalized ratio.

Table 2. Liver Damage Classification by Liver Cancer Study
Group of Japan”

Grade
Clinical and Laboratory
Findings A B C
Ascites None Controllable Uncontrollable
Serum bilirubin (mg/dL) < 2.0 2.0-3.0 > 3.0
Serum albumin (g/dL) = 3.5 3.0-35 < 3.0
ICGR,¢ (%) <15 15-40 = 40
Prothrombin activity (%) > 80 50-80 < 50

* From Liver Cancer Study Group of Japan [13].

Degree of liver damage is recorded as A, B, or C, based on the highest
grade containing at least two clinical or laboratory findings listed above.

ICGRy5 = indocyanine green retention rate at 15 minutes.

Ann Thorac Surg 2007;84:1810-7
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Mt#+/\ Pulse-Induced Continuous Cardiac Output (PiCCO)
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