Uygulama kilavuzlarinda
PET/BT: Ne kadar
kullanityorum?
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. Stereotaktik radyoterapi
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2-D Planning
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Courtesy of J. Schreiner Kingston Regional Cancer Centre, Ontario
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*CT veya MR

18FFDG CT

PET

50-96 56-100
80-90 85
7591 83-100*
30-78 28-99
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Deantonio et al. Radiation Oncology 2008, 3:29
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Canc NSCLC Table of Content
Mottt Non-Small Cell Lung Cancer = Discussion

CLINICAL ASSESSMENT PRETREATMENT EVALUATIONS®

* PFTs (if not previously done) Operable ; See! x\itnia\l( T'? atment

Stage IA preferred) Negative

(peripheral T1ab, NO)

Stage IB (peripheral T2a, NO)

Stage | (central T1ab-T2a, NO)
Stage Il (T1ab-2ab, N1; T2b, NO)

Stage lIB (T3, N0O)©

B Mediasﬁnoswpy (catagory 2B) mediastinal

« Bronchoscopy (intraoperative = Treatment (NSCL-3)
ppropriate (category 2B)| | nodes |
PETICT scen' Medically __ _  Definitive RT
inoperable (see NSCL-C)

« PFTs (if not previously done)
« Bronchoscopy

* Mediastinoscopy Positive SE.Q AT
— |« EBUS if appropriate (category 2B)| |mediastinal . 6—:59"—(—'-)
PET/CT scan’ nodes .

« Brain MRI (Stage I,
Stage IB [category 2B))
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NCCN e, NSCLC Table of Contents
NL,I;U_IL:L Non-Small Cell Lung Cancer Discussion

CLINICAL PRETREATMENT EVALUATION CLINICAL EVALUATION

ASSESSMENT

Superior sulcus tumor ———— Sge Treatment (NSCL-5)

« PFTs (if not previously done)
= Bronchoscopy
-M'Ediﬂstinﬂﬁcﬂw ar EBUS Chest wall * See Treatment {NSEL-E}
+« Brain MRI
—* [« MRI of spine + thoracic inlet
for superior sulcus lesions
abutting the spine or

i pssels

oclavian
« PETICT scanf

Stage IIB (T3 invasion, NO)
Stage lllA (T4 extension,
NO-1; T3, N1)

Proximal airway
or mediastinum

* See Treatment (NSCL-5)

o See Treatment for Metastasis
Metastatic disease ————*|solitary site (NSCL-11) or
3 inated (NSCL-13}
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Comprehensive NCCN Guidelines™ Version 2.2011
NCCN getres: Head and Neck Table of Contents

Network® Cancer of the Oral Cavity Diccussion

Buccal mucosa, floor of mouth, anterior tongue, alveolar ridge, retromolar trigone, hard palate

WORKUP CLINICAL STAGING

T1-2, NO

L

See Treatment of Primary and Neck (OR-2)

+ H&P including a complete head and neck
exam; mirror and fiberoptic examination
as clinically indicated

* Biopsy T3, NO » See Treatment of Primary and Neck (OR-3)

« Chest imaging

« CT with contrast and/or MRI with contrast
of primary and neck as indicated

s Consider PET-CT for stage lll-IV disease?

» Examination under anesthesia with ) T1-3,N1-3 » See Treatment of Primary and Neck (OR-3)
endoscopy, if indicated

« Preanesthesia studies

« Dental/prosthodontic evaluation,

including jaw imaging as indicated )
« Nutrition, speech & swallowing T4a, any N * See Treatment of Primary and Neck (OR-3)
evaluation/'therapy as indicated

Multidisciplinary consultation as indicated

T4b, N any, or
unresectable nodal . See Treatment of Very Advanced Head and Neck

disease Cancer (ADV-1)
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NGO Cancer

Network"

Comprehensive NCCN Guidelines™ Version 2.2011
Cancer of the Hypopharynx

Head and Neck Table of Contents
Discussion

WORKUP

« H&P including a complete
head and neck exam; mirror
and fiberoptic examination as
clinically indicated

« Biopsy

« Chest imaging

« CT with contrast and/or MRI
with contrast of primary and
neck

« Consider PET-CT?for stage
-V disease

« Examination under
anesthesia with endoscopy

* Preanesthesia studies

« Nutrition, speech &
swallowing
evaluation/therapy and
audiegram as indicated

« Dental evaluation

« Consider videostrobe for
select patients

Multidisciplinary consultation
as indicated

CLINICAL STAGING

Most T1, NO, selected T2, NO

(not requiring total laryngectomy)

Advanced cancer requirinig
total laryngectomy

T4b, N any, or
unresectable nodal

T1, N+;

See Treatment of Primary and
Neck (HYPO-2)

. See Treatment of Primary and

=

T2-3, Any N

Tda, Any N——»

disease

Neck (HYPO-3)

See Treatment of Primary and
Neck (HYPO-5)

see Treatment of Very

*| Advanced Head and Neck

Cancer (ADV-1)
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ISV Cancer Head and Neck Table of Contents

Network® Cancer of the Nasopharynx Discussion
WORKUP CLINICAL STAGING

+ H&P including a complete head and neck
exam; mirror and fiberoptic examination
as clinically indicated

« Nasopharyngeal exam and biopsy

« Chest imaging T1, NO, MO

« MRl with gadolinium of nasopharynx and
base of skull to clavicles and CT (as
indicated) with contrast

« Consider PET-CT for stage IV disease T1, N1-3; T2-T4,

« Dental evaluation as indicated Any N and Neck (MASO-2)

« Nutrition, speech & swallowing
evaluation/therapy, and audiogram as
indicated

« Imaging for distant metastases
(chest, liver, bone) for WHO class 2-3/N2-3 Any T, Any N, M1 and Neck (NASO-2)

disease (may include PET scan and/or CT)

E

E

W

Multidisciplinary consultation as indicated
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MCCHN Guidelines Index

Cancer . Hedgkin Table of Contents
Network® Hodgkin Lymphoma Discussion
DIAGHNOSIS WORKUP CLINICAL STAGING
Essential: Stage IA, lIA See Primary
+ H&P including: B symptoms, alcohol intole rance, pruritus, Fauorabl-lnf —*| Tre atment
If_alig.m, performance status, exam lymphoid regions, spleen, (HODG-2)9
iver
Stage |-l
« CBC, differential, platelets u"hzombmf See Primary
» Erythrocyte sedimentation rate (ESR) I Tre atment
+ LOH, LFT, albumin s el LE.'“ ky (HODG-4)9
« BUN, creatinine N inaxse)
» Excisional biopsy « Pregnancy test: women of childbearing age odgkin Stage |-l
recommended) « Chest x-ray lymphoma Unfavorable® See Primary
» Core needle biopsy » Diagnostic chest abdominal/pelvic CT? (Non-bulky Tre atment
may be adequate if « PET-CT scan® disease) (HODG-6)9
diagnostic + Adequate bone marrow biopsy in stage IB, IIB and stage lII4V Son Pri
; * |» Evaluation of ejection fraction for doxorubicin-containin rimary
.fnp.;_pgmt;sganaran}r ® rogimans ) 9 Stage IV — | Treatment
. :"msmuummﬁ!:stochemisw . Cpumaling: Fertility, smqking cessation, psychosocial (see (HODG-7)9
highly recommended Useful in selected cases: Lymphocyte-
for Hodgkin lymphoma®| |« Semen cryopreservation, if chemotherapy or pelvic RT - See Primary
contemplated prodamingnt ———+|Treatment
+ IWF or ovarian fissue or oocyte cryopreservation Hodgkin (HODG9)9

« Neck CT, if neck RT planned

+ Pulmonary functions tests (PFTs incl. DLCO) if ABVD or
BEAC OPP are being used

* Pneumococecal, H-flu, meningecoceal vaccines, if splenic RT
contemplated

lymphoma (LPHL)®
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N[OOI Cancer . . Esophageal Table of Contents
Network? Esophageal and Esophagogastric Junction Cancers Discussion
WORKUP CLINICAL ADDITIONAL EVALUATION See Primary
STAGE (as clinically indicated) Medically fit,0 and R w
resectable diseaseh (ESOPH-2)
and
ESOPH-3
«H&P Medically unfit
for surgery
+ Upper Gl endoscopy and biopsy? . :ﬂvuallt::;ifi::ff“naw or
« Chestlabdominal CT with oral and IV  Nutritional assessment Surgery not elected )
contrast Stage e and patient See Primary
« Pelvic CT as clinically indicated (locoregional || (fOr preoperative I tcally — | Treatment
« PET evaluation preferred if no evidence of nutritional support, med ESOPH-6
Pr disease) able to tolerate
M1 disease consider nasogastric or chemoradiation
(PET-CT preferred over PET scan) J-tube [PEG is not or
+« CBC and chemistry profile recommended]) Unresectable T4,
* Endoscopic ultrasound (EUS), if no
evidence of M1 disease, with FNA if Medically unfit for .
indicated surgery and patient . 596 Primary
« Bronchoscopy, if tumor is at or above the unable to tolerate (ESOPH-6)
carina with no evidence of M1 disease chemoradiation
« Laparoscopy (optional) if no evidence of
M1 disease and tumor is at GE junction Eﬂ_ )
« Biopsy confirmation of suspected Stage V » Palliative
metastatic disease (metastatic disease) JTherapy
« HER2-neu testing if metastatic disease is ESOPH-8
documented/suspected?
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Cenvical Cancer TOC

Network® Cervical Cancer Discussion
Stage IB2, 11A2 PRIMARY TREATMENT
Stage IIB, HIA, B, IVA
Pelvic RT*®

IMAGING RESULTS

Positive
adenopathy
by CT, MRI
and/or PET

Pelvic node
positive;

Para-aortic lymph

node negative

Pelvic node
positive; Para-
aortic lymph
node positive

Distant metastases;
with biopsy
confirmation as
clinicallv indicated

+ brachytherapy®

T

+ concurrent cisplatin-containing

chemotherapyd(category 1)
+ para-aortic lymph node RT®

or
Para-aortic
negative

Extraperitoneal or

laparoscopic lymph

node dissection?
Para-aortic
positive

Consider
extraperitoneal or

Pelvic RT*®

+ brachytherapy®

+ concurrent
cisplatincontaining
chemotherapyd

(category 1)

Extended-field RT®
+ brachytherapy®
+ concurrent

laparoscopic lymph

node dissection?

L

cisplatincontaining
chemotherapyd

-

Systemic therapy®
t individualized RT®

See Surveillance

—* |{CERV-9)
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NCCHN Guidelines Index
Hodgkin Table of Contents
Discussion

: NCCN E‘*“{E=Tf}1f=1*ierCCN Guidelines™ Version 3.2011
B c  Hodgkin Lymphoma

REVISED RESPONSE CRITERIA FOR HODGKIN LY MPHOMA

(including PET)
Response Definition Nodal Masses Spleen, Liver Bone Marrow
CR Disappearance FDG-avid or PET positive prior to Mot palpable, Infiltrate cleared on repeat
of all evidence therapy; mass of any size nodules biopsy; if indeterminate by
of disease permitted if PET negative. dizsappeared morphology,
immunohistochemistry
should be negative
PR Regression of = 50% decrease in SPD of up to 6 = 0% decrease in Irrelevant if positive prior to
measurable largest dominant masses: no SPD of nodules(for | therapy: cell type should be
disgase and no | increase in size of other nodes. single nodule in s pecified
new sites FOG-avid or PET positive prior to greatest transverse
therapy: one or more PET positive diameter); no
sites remain positive. increase in size of
liver or spleen
5D Failure to attain | FDG-avid or PET positive prior to
CR/IPR or PD therapy: PET positive at prior sites of
disease and no new sites onCT or PET.
Relapsed Any new lesion | Appearance of a new lesion(s) > 1.5 cm in | > 50% increase from | New or recurment
disease or PD | or increase by | any axis, = 50% increase in SPD of more | nadirin the SPD of | involvement
= 50% of than one node, of = 50% increase in any previous lesions
praviously longe st diameter of a previously identified
involved sites node > 1 em in short axis
from nadir Lesions PET positive if FDG-avid
lymphoma or PET positive prior to therapy.

Source: Adapled from Table 2 from Cheson BD, Plistner B, Juwseid ME, at al. Revised response crilera for malignant lymphoma. J of Clin Oncal 2007 ;25(5)579-586.

Raprinted with parmission from the Amencan Society of Clinical Oncology.
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CLINICAL PRESENTATION :

Classical Hodgkin lym phomad

PRIMARY TREATMENT! Complete

ras ponse —— IFRTK——s Observe —+ See Follow-up HODG-10

(CR)"

PET positive— 502 Progressive
Restage Disease HODG-11
C ombined modality IFRT *——| with
therapy' (ABVD x PET-CT PET negative — Sea Follow-up HODG-10
24 cyclesl or Restage after Partial
Stanford Vx 8 e cr.lnmotharap}.r Fs poOnse|— | or =
weeks + involved with PET-CT™ (PR)™® Positive—*|or T
field RTE [FRT]) PET
Stage |A, I1I‘.A (category 1)! Biopsy IFRTk—»|Restage |1 positive
Favorable with
Negative+ IFRT*—|PET.CT™YPET  _ ses Follow-up

or negative  HODG-10

Stable disease

See Primary (SD) or . See Progressive
ABVD al P
:cahg::l;:a: Treatment progressive | PNt o epse HODG-11
HODG-3 disease (PD)"
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Merwork™

Hodgkin Lymphoma

MCCHN Guidelines Index
Hodgkin Table of Contents
Discussion

CLINICAL PRESENTATION:

Classical Hodgkin I]rmphomad

Stage I-Il Unfavorable f(Bulky or Nonbulky)
PRIMARY TREATMENTN

(continued from HODG-4)

CR"orPR" ———

Stanford V15 Restage with
¥ 12 woaks PETLTM™

SD"or PD" —— BiopsyP

RT¥to initial sites > 5 cm
and residual PET positive
sites (36 Gy begins

optimally within 3 woeks )

Restage with CT Follow-up

{or PETCT if last (see HODG-10)

PET scan was still Progressive disease
positive) after 3 m (zee HODG-11)

* See Progressive Disease HODG-11

r

A

O
|

’

A
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NCCN EE rehensive NCCN Guidelines ™ Version 3.2011 ., CCN Guidelines Index
aAncer gkin Table ontents
Netwark? Hodgkin Lymphoma Disgyssion
CLINICAL PRESENTATION:
Classical Hodgkin lymphoma® *ABVD x 24 Observge————— &
N cycles or
PRIMARY TREATMENT CRn —s| (total ) »| RT*to initial bulky or PET |—» See Follow-up
= Repeat positive sites (especially -
PFTs after 4 for initial bulky disease)u
total cycles Observe .
CRN —= |ar — See Follow-up
RT* o initial bulky dissaseu| HoDG-10
« ABVD x 24 See P ]
cycles Rosta BiopsyP » See Progressive
ttD‘hl E:I N “:'; ge or Disease HODG-11
i » Repeat n IFRTk———
:gi[} Restage with PR" —+| PFTs after 4 PET-CT PRSD" * lar
cles PET-CT™ or SD" | fotal cycles o Observe in selected | — S@0¢ Follow-up
e circumstances HODG-10
or Negative PD" (e@, equivacal PET)
Biopsy < Pusrlwe
Etage_h l
-

PD" —» Blomvp—'mw.&ﬁa&ﬁ_ﬂﬂ&ﬁdl
Stanford Vix 12 weeks .
(selected cases if IPS < 3)t - 222HODC-3

or
Escalated BEACOPP!

(selectnd cases if PS> q)t 220 HODG-§
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Network® Diffuse Large B-Cell Lymphoma

MCCH Guidelines Index

NHI Table of Contents

[liscUssion

PRE RT EVALUATION FOLLOW-UP THERAPY END OF TREATMENT INITIAL RESPONSE
RESTAGING! (after completion of induction
chemotherapy)
Clinical
il:msnl?:ﬂ _, Complete planned . |follow-up
P course of treatment® " |every 3-6 mo
(PET negative) Complete __ |for 5y and
response®  |then yearly or
Complete course of At completion of as clinically
th|=.~rall|:|;;.|r with higher RT treatment, repeat indicated
:‘:55 ' all positive
5 .
Stage L II: High dose therapy with | :::::H'HLZET CTI/ , Partial .
gl el el
Partial rescue £ RT pre- or post- changing course

studies. If PET-CT transplant

response®’ [

scan positive, or

rebiopsy before (PET positive) Clinical trial (may include
changing course allogeneic stem cell

of treatment. transplant £ RT pre- or

post- transplant)

No response see Additional Therapy for
or Belapse (BCEL-6)
— *|or
progressive
dizssacad

of treatment.

RT in select patients who are not

No response
or
progressive
diseaseq

Relapse,
See
Relapse or
Refractory

Disease
(BCEL-6)
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-ancer ead and Neck Table of Contents
Network® Head and Neck Cancers Discussion
PRINCIPLES OF SURGERY
(POST CHEMORADIATION OR RT NECK EVALUATION) !
Persistent
CT and/or MRI with
disease or | | . ot (4-8 weeks)| —» If diagnosis confirmed + Neck dissection
Suspected Consider PET scan or progression -
progression
Mo lymph node or node < 1em;
PET negative? Observe
After 4-8 wks clinical Lymph node < 1 em; . :;'g:"’idual d:ﬂm:" :i: ti
chemo/RT|— | assessment as PET-CT2 t PET positive® i erve or Neck dissection
- - (sugges Consider ultrasound FNA
or appropriate full dose CT+ IV
ppropr contrast) at Observe or Neck dissection:
Consider ultrasound FNA
minimum 12 weeks :‘-g:_"ph m:::e:;hrn, +» |» Patient/surgeon decision
negative « Consider amount of nodal
regression
= .
If response—» or :gi::ﬁi 1 fem; » Neck dissection
CT and/or MRI with Imaging negative * Observe
contrast at 6-12
weeks (if PET
unavailable) Imaging positive * Neck dissection
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Hedef Tayini

. Anatomik

. Radyoterapide geleneksel olarak hedefler
anatomik olarak belirlentr.

- Biyolojik
- Deneysel



