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= Abstract =

Purpose : A retrospective analysis for patients with oropharyngeal carcinoma
who were treated with radiation was performed to assess the results of
treatment and patterns of failure, and to identify the factors that might
influence survival.

Materials and Methods : From March 1985 through June 1993, 53 patients
with oropharyngeal carcinoma were treated with either radiation therapy
alone or combination of neoadjuvant chemotherapy and radiation therapy at
the Department of Radiation Oncology, Kyungpook WNational University
Hospital. Patients’ ages ranged from 31 to 73 years with a median age of
54 years. There were 47 men and 6 women. Forty-two patients (79.2%) had
squamous cell carcinoma, 10 patients (18.9%) had undifferentiated car-
cinoma and 1 patient (1.9%) had adenoid cystic carcinoma. There were 2
patients with stage |, 12 patients with stage Il, 12 patients with stage Il
and 27 patients with stage IV. According to the TNM classification, patients
were distributed as follows: T1 7, T2 28, T3 10, T4 7, TX 1, and NO 17,
N1 13, N2 21, N3 2. The primary tumor sites were tonsillar region in 36
patients (67.9%), base of the tongue in 12 patients (22.6%), and soft
palate in 5 patients (9.4%). Twenty-five patients were treated with radiation
therapy alone and twenty-eight patients were treated with one to three
courses of chemotherapy followed by radiation therapy. Chemotherapeutic
regimens used were either CF (cisplatin and 5-fluorouracil) or CVB
(cisplatin, vincristine and bleomycin). Radiation therapy was delivered
180-200 cGy daily, five times a week using 6 MV X-ray with or without
8-10 MeV electron beams. A tumor dose ranged from 4500 cGy to 7740
cGy with a median dose of 7100 cGy. The follow-up time ranged from 4
months to 99 months with a median of 21 months.

Results : Thirty-seven patients (69.8%) achieved a CR (complete response)
and PR (partial response) in 16 patients (30.2%) after radiation therapy.
The overall survival rates were 47% at 2 years and 42% at 3 years, res-
pectively. The median survival time was 23 months. Overall stage (p=0.02)
and response to radiation therapy (p=0.004) were significant prognostic
factors for overall survival. The 2-year disease-free survival rate was
45.5%. T-stage (p=0.03), N-stage (p=0.04) and overall stage (p=0.04) were
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significant prognostic factors for disease-free survival. Age, sex,
histology, primary site of the tumor, radiation dose, combination of
chemotherapy were not significantly associated with disease-free sur-
vival. Among evaluable 32 patients with CR to radiation therapy, 12
patients were considered to have failed. Among these, 8 patients
failed locoregionally and 4 patients failed distantly.

Conclusion : T-stage, N-stage and overall stage were significant pro-
gnostic factors for disease-free survival in the treatment of orophary-
ngeal cancer. Since locoregional failure was the predominant pattern of
relapse, potential methods to improve locoregional control with radia-
tion therapy should be attempted. More controlled clinical trials should
be completed before acceptance of chemotherapy as a part of treat-

ment of oropharyngeal carcinoma.
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INTRODUCTION

Oropharyngeal carcinomas are generally mana-
ged by surgery, radiation therapy or a combination
of the two modalities”. Radiation therapy alone is
an effective method of treatment for early stage.
Advanced lesions, however, are treated with com-
bined surgery and preoperative or postoperative
radiation therapy which results in no difference in
survival and local control rates compared with
radiation therapy alone®. In many institutions,
carcinoma of the oropharynx is treated by definitive
radiation therapy alone, and surgery reserved for
salvage of failures, since radiation therapy produces
less disability® °.

The potential benefit of neocadjuvant or adjuvant
chemotherapy combined with radiation therapy in
treatment - of advanced lesions has not been
documented® ®.

In this retrospective study, we evaluated the
results of definitive radiation therapy for carcinoma
of the oropharynx and: anaylzed the patterns of
failure and the prognostic factors that might affect
survival.

MATERIALS AND METHODS

Fifty-three patients with oropharyngeal carcinoma

treated at the Department of Radiation Oncology,
Kyungpook National University Hospital, between
March 1985 and June 1993, were reviewed.

All patients had previously untreated, - histologically
proven carcinoma . of the oropharynx and measurable
local disease without distant metastasis.

Patients were staged according to criteria reco-
mmended by the American Committee for Cancer
Staging. Perormance status was graded by the
Eastern Cooperative Oncology Group (ECOG) scale
from O to 4. Initial examination included history,
clinical examination, endoscopy, complete blood
count, extended serum chemistry, chest X-ray, bone
scan, and CT scan. The patient characteristics are
summarized in Table 1. Patients’ ages ranged from
31 years to 73 years, median age of 54. There
were 47 men and 6 women, a sex ratio of 8.
Most patients had a performance status of 0 (83%)
or 1 (15%) and only 1 patient had a performance
status of 2. Fory-two patients (79.2%) had
squamous cell carcinoma, 10 patients (18.9%) had
undifferentiated caicinoma, and 1 patient (1.9%) had
adenoid cystic carcinoma. The primary tumor sites
were tonsillar region in 36 patients (67.9%), base of
the tongue in 12 patients (22.6%), and soft palate in
5 patients (9.4%). Two patients presented with stage
|, 12 patients with stage ll, 12 patients with stage
I, and 27 patients presented with stage IV. The
distribution of patients according to tumor and nodal
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Table 1. Patients Characteristics

Characteristics
No. of patients 53
Age (in years)
Median 54
Range 31~73
Sex
Male 47
Female 6
Performance status (ECOG)
0 44
1 8
2 1
Histology
Sgquamous 42
Undifferentiated 10
) Adenoid cystic 1
Primary site
Tonsil 36
Base of tongue 12
Soft palate 5
Stage of disease
| 2
i 12
il 12
v 27
Treatment group
RT alone 25
CT + RT 28
Follow-up (months)
Median 21
Range 4~99

RT : Radiation therapy
CT : Neoadjuvant chemotherapy

status is shown in Table 2. Twenty-five patients
were treated with radiation therapy alone, and
twenty-eight patients were initially treated with one
to three courses of neocadjuvant chemotherapy
followed by radiation therapy. The chemotherapeutic
regimen used in this study was either CVB or CF.
Ten patients received CVB; cisplatin (80mg/m?) on
day 1, vincristine (1.4mg/m®), and bleomycin 10mg
for day 2 to day 3, and 18 patients received CF;
cisplatin (100mg/m? on day 1 and day 3, respec-
tively, and 5-fluorouracil (1OOOmg/m2) infusion for 24
hours on day 2 and day 4, respectively. Cycles
were repeated every 3 week. Radiation therapy was
treated with 6MV X-ray. The upper neck and
primary tumor were treated by two parallel opposed
portals. At 4000 cGy, the lateral fields were reduced
and electrons were used to protect spinal cord. The
supraclavicular area was treated via a single

anterior field. All patients received 180-200 cGy per
day, five times a week using 6 MV X-ray with or
without 8-10 MeV electrons. A tumor dose of
4500-7740 cGy with a median dose of 7100 cGy
was given to the region of primary tumor and
positive neck disease, and a dose of 4500-5000
cGy was delivered to clinically negative neck.

For those patients treated with radiation therapy
alone, the response rate of the patients was
assessed at 4 weeks after radiation therapy, and for
those patients treated with neoadjuvant chemo-
therapy and radiation therapy, the response rate
was assessed at two points. Within -two weeks of
completing chemotherapy, patients were evaluated to
determine chemotharapy response, .and another
evaluation was undertaken at 4 weeks after radiation
therapy to assess response. Response was evalua-
ted clinically and/or radiologically. A complete
response (CR) was defined as complete disapp-
earance of all clinically detectable disease, and a
partial response (PR) was defined as a more than
50% reduction of the diameter of all measuable
disease. No responce was defined as a less than
50% reduction of the perpendicular diameter of any
measurable disease.

Al patients have been followed up by personal
contact. Survival was estimated from the initiation of
treatment to the date of last follow-up or until
patients’ death. Time to relapse was defined as the
time between initiation of treatment and progression
of disease. Progression of disease was determined
by clinical andfor radiological examination and
verified when it's possible by biopsy. The overall
and disease-free survival rates were stratified
according to tumor parameters.

The survival curves were estimated by Kaplan-—
Meier method. In addition, logrank test was used to
evaluate the prognostic variables for survival.
Statistical significance was defined as p<0.05.

RESULTS
1. Response to Treatment

Overall response rate to neoadjuvant chemo-
therapy prior to radiotherapy was analyzed in 28
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Table 2. Pateints Distribution by Tumor and
Nodal Status

Table 3. Patterns of [nitial Failure in CR
Patients (N=32")

Tumor status
Nodal status Total
T T2 T3 T4 Tx :

NO
N1
N2a
N2b
N2c
N3
Total

17
13
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Fig. 1. Overall survival (OS) and disease—free survival
(DFS) for all patients.

patients. The response to chemotherapy was evalu-
ated within 2 weeks after the completion of
chemotherapy, just prior to radiation therapy. After
the completion of chemotherapy, CR was achieved
in 3 patients (10.7%), PR in 17 patinets (60.7%), NR
in 8 patients (28.6%) for an overall major response
rate (CR+PR) of 714%. The response rate to
chemotherapy according to age, sex, primary site of
the tumor or tumor variables was not significantly
different. Chemothrapy was generally well tolerated
in all patients. Toxicities were predominantly nausea
and vomiting, mild to moderate mucositis, and mild
myelosuppression. There was no drug-related death.

The response to radiation therapy was assessed
at 4 weeks after the completion of radiation therapy.
Thirty-seven patients (69.8%) achieved a CR, and a
PR in 16 patients (30.2%) after radiation therapy.
Age, sex, histology, primary site of the tumor, tumor
variables or response to chemotherapy did not
affect the response to radiation therapy significantly.

Patterns of failure No. of patients

Disease-free 20
Locoregional failure 8
Distant failure 4

+ : Evaluable patients
CR : Complete response

2. Survival and Failure Analysis

Minimum follow-up was 4 months and maximum
99 months, with a median of 21 months at the time
of review. Seven patients were lost to follow-up.

The overall survival and disease-free survival rate
was 47% and 455% at 2 vyears, and 42% and
455% at 3 years, respectively (Fig. 1). The median
survival time was 23 months.

Upto April 1995, 20 patients were alive and free
of disease, 2 were alive with recurrent or pro-
gression of persistent disease, and 24 had died.
The death was accounted for recurrent disease or
progression of persistent disease in 22 patients and
for other causes in 2 patients. Among the evaluable
32 CR patients after radiation therapy, relapse was
first noticed at a locoregional site in 8 patients, at a
distant site in 4 patients, and the remaining 20
patients were free of disease. Sites of distant
metastasis were lung (2 patients), liver {1 patient),
and small bowel (1 patient). Time to relapse ranged
from 3 months to 16 months with a median time of
7 months. Patterns of initial failure are indicated in
Table 3.

Statistical analysis was used to find out pro-
gnostic factors that might predict for overall survival
or disease-free survival (Table 4). Overall stage and
response to radiation therapy were found 1o be
important prognostic factors for overall survival. The
2-year overall survival rate for stage I-Il and stage
-V was 69.5% and 39.7%, respectively (p=0.02,
Fig. 2). Patients with CR to radiation therapy had a
better overall survival than patients with PR to
radiation therapy (p=0.004, Fig. 3). The 3-year
overall survival rate for CR patients to radiation
therapy and PR patients to radiation therapy was
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Table 4. Prognostic Factors Predicting Overall and Disease-free Survival

99

Overall survival

Disease-free survival

Factors (p-value) (p-value)
Age NS NS
Sex NS NS
Histology NS NS
Site of primary tumor NS NS
T-stage NS 0.03
N-stage NS 0.04
Overall stage 0.02 0.04
Radiation dose NS NS
Combination of chemotherapy NS NS
Response to radiation therapy 0.004 -
NS : Not significant
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Fig. 4. Disease-free survival by tumor stage.
100
~NO
N1-3
g gop |
g ! p=0.004 % | - p=0.04
a sF | | a or T \
2} b \ 20 |
0 i i i N L 1 ] ] A A 'l 1 j
[} (] 12 18 24 30 38 0 8 12 18 24 30 8
Months Month
Fig. 3. Overall survival by response to radiation therapy. Fig. 5. Disease-free survival by nodal status.
557% and 12.5%, repectively. Age, sex, histology, chemotherapy, radiation dose were not significantly
primary site of the tumor, T-stage, N-stage, associated with disease-free survival. The 2-year

combination of chemotherapy or radiation dose did
not affect overall survival in statistically significant
manner.

The T-stage, N-stage and overall stage were
significant prognostic factors for disease-free survival
(Table 4). Al the other parameters, i.e. age, sex,
histology, primary site of the tumor, combination of

disease-free survival for T1-3 and T4 was 50.8%
and 14.3%, respectively (p=0.03, Fig. 4). The 2-year
disease—free survival for NO and Nt-3 was 64.7%
and 36.5%, respectively (p=0.04, Fig. 5). The 2-year
disease—free survival according to overall stage was
71.4% for stage I-Il and 35.9% for stage -1V,
respectively (p=0.04, Fig. 6).
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Fig. 6. Disease-free survival by overall stage.

DISCUSSION

Carcinoma of the oropharynx is the second most
frequent form of malignant disease of head and
neck following the laryngeal carcinoma. Orophary-
ngeal carcinoma generally tends to extend into
adjacent structures and tends to have high
frequency of nodal involvement. In carcinoma of the
oropharynx, involvement of cervical nodes has been
reported as high as 65 to 70% at diagnosis®,
Incidence of nodal involvement tends to increase as
tumor stage advances. Carcinoma of the oropharynx
is often diagnosed when the primary tumor is
advanced with nodal involvement™ 9.

Although it has been generally accepted that
radiation therapy would be the treatment of choice
for early stage of disease, the treatment of patients
with advanced disease is controversial. The control
rates for advanced disease are unsatisfactory with
either radiation therapy alone or surgery alone. No
randomized trial comparing radiation therapy alone
with surgery alone, or comparing radiation therapy
with combined radiation therapy and surgery has
been done. Many authors have advocated com-
bining radiation therapy with a surgical procedure in
effort to improve the local and regional controf® 7®.
The rationale is that combined therapy usually
decreases the extent of the surgical procedure
necessary and also decreases the dose of
irradiation necessary to be effective on subclinical
disease. Lindberg et al. reported that no difference
in local control can be ascertain if the radiation was
given preoperatively or postoperatively® "%, Accord-

ing to Perezz’, there was no significant difference in
survival or recurrence rate in the patients treated
with radiation therapy alone or with preoperative
radiation therapy and surgeryg’. Other studies also
failed to show any advantage for combined pre-
operative radiation therapy and surgery over radi-
ation therapy alone'®. Many authors conclude that
radiation therapy remains the treatment of choice for
all cancers of the oropharynxg’.

The overall and disease-free survival rates for
the patients with carcinoma of the oropharynx
treated by radiation therapy in this study were com-
parable with the results obtained in the literature®.
When radiation therapy failed, the usual site of
failure was locoregional, accounting for up to 85%
of the failures'. Our results were not different from
those observed in other studies'.

It has been well documented that the tumor size,
extent of lymph node involvement and overall -stage
are directly related to prognosis®® ™. In this
study; -T-stage, N-stage, and overall stage were
statistically significant prognostic factors for disease-
free survival. The 2-year disease-free survival for
T1-3 and T4 was 50.8% and 14.3%, respectively.
The 2-year disease-free survival for NO and N1-3
was 64.7% and 36.5%, respectively. The 2-year
disease—free survival according to overall stage was
71.4% for stage |-l and 359% for stage -1V,
respectively. The extent of primary tumor had very
clear repercussions on prognosis. All authors agree
that the extent of primary tumor influences survival®
213 Tumor stage and possibility of local control or
survival are inversely related. This is common to all
tumors, regardless of their topography. A common
characteristic of oropharyngeal carcinoma is their
propensity to harbor a high number of hypoxic
tumor cells, that affords considerable radioresis-
tance®. This registance rises as tumor volume
increases.

Although Wang'® and Vvallis et al.' reported no
significant difference in survival for NO compared to
N1 disease, many authors would agree with our
findings that the extent of lymph node involvement
was directly related to prognosis® . Mantravadi et
al.” reported a 42% survival at 5 years for patients

10)
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with no initially palpable lymph node and 20%
survival for metastatic nodes. Meos-Mendez et al.'®
reported a more favorable prognosis for patients
with no initially palpable node; this was associated
with lower lymph node recurrence (12.5%) compared
with 35% for patients with initially paipable nodes.

Some authors reported that relation was found
between age and survival or between sex and
survival. Others, however, observed that age and
sex were of no prognostic significance™ > ™. Age
and sex had no prognostic value in this study
presented as in most other studies.

Histological differentiation has long been disputed,
having been to be good prognostic index in some
series and not a useful prognostic index in others'”.
In this study, the degree of histological differentiation
did not affect survival. Perez et al.” found that well
differentiated tumors were associated with a 50%
survival at 5 years compared with 35% for poorly
differentiated tumors. Montravadi et ‘al.'® observed
that patients with well differentiated carcinomas had
a better 5-year survival rate than patients with less
differentiated carcinomas. However, careful analysis
of their data revealed a possible explanation of this
observation. The proportion of patients with lymph
node metastasis in the group with well differentiated
carcinomas was much lower than in the group with
moderately and poorly differentiated carcinomas.

Although some authors observed a distinct influ-
ence of initial tumor site on prognossis, others
reported that initial tumor sites were of no
prognostic  significance®® ™. We did not observe
that initial primary site of disease was associated
with survival,

Radiation dose was not associated with survival
in the range utilized in this study. This can be
attributed to several factors. The dose prescribed
have been largely dictated by disease extent. The
mean tumor dose to the primary site increased
according to the T-stage in this study. The dose
range In each stage was much smaller than those
of other studies”. Perhaps more importanty, the
dose prescribed to the individual patient was not
selected at random, but rather was determined by
the bulk of disease and the type of growth

(exophytic vs. infiltrative). These factors would obs-
cure the demonstration of dose-response relation-
ships. Garrett et al.' did not observe a significant
correlation of tumor control in 372 patients treated
with irradiation dose ranging from 5000 to 6000 cGy.
Noteworthily these authors observed a statisticaily
significant improvement in local control and survival
when areas greater than 80 cm? were treated in
T1-2 tumors. Dubios et al® also noted that
improved tumor control and survival was correlated
with large volume treated but not with increasing
doses in patients with carcinoma of tonsillar region.
Because of the limited tolerance of the normal
tissue, it is not advisable to administer doses
greater than 7500 cGy. Furthermore, sparing of
normal tissue should be aftempted whenever
possible.

Brachytheraphy has been advocated by Fletcher
et al. and Bloedorn et al. for the treatment of
patients with oropharyngeal carcinoma to improve
results obtained with external irradiation®. On the
other hand, Garrett et al.'® observed no improve-
ment in local control in patients with tonsillar
carcinoma in whom an interstitial implant was added
to external irradiation.

Several authors have reported increased tumor
control in patients with oropharyngeal tumors without
enhanced morbidity with multiple daily fractionation®.
The RTOG failed to demonstrate improved tumor
control in a randomized trial for advanced head and
neck tumors using hyperirationation versus conven-
tional irradiation” .

Since outcofne of patients with advanced disease
is poor, there has recently been a trend of adding
chemotherapy to the treatment “®. Some of
neoadjuvant chemotherapy protocols appeared to be
well tolerated and did not increase complications® %’
Despite encouraging overall response rates, the
survival rate was not improved in controlled trials®.
The results of present study did not show that
neoadjuvant chemotherapy improved survival. These
data were not different from those observed in other
studies or in controlled trials. However, longer
follow-up is needed to confirm any advantage in
the long-term locoregional control and survival of
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patients with advanced disease® "%

In conclusion, T-stage, N-stage, and overall
stage were statistically significant prognostic factors
for disease-free survival in our series. All the other
parameters, i.e., age, sex, histological differentiation,
radiation dose, initial site of primary disease,
neoadjuvant chemotherapy were not significantly
associated with disease-free survival. Since locore-
gional failure was the predominant pattern of
relapse, efforts to improve locoregional control and
survival should be attempted. More controlled clinical
frials must be completed before acceptance of
chemotherapy as a part of treatment of advanced
oropharyngeal carcinoma.

REFERENCES

1. Wong CS, Ang KK, Fletcher GH, et al.
Definitive - radiotherapy for squamous cell carcinoma
of the tonsillar fossa. Int J Radiat Oncol Biol Phys
1989; 16:657-662

2. Perez CA, Carmichael T, Devineni VR et
al. Carcinoma of the tonsillar fossa: A nonrando-
mized comparision of irradiation alone or combined
with surgery: Long-term results. Head Neck Surg
1991; 13:282-290

3. Parsons JT, Million RR, Cassisi NJ. Car-
cinoma of the base of the tongue: results of radical
irrdiation with surgery reserved for irradiation failure.
Laryngoscope 1982; 92:689-696

4. Calais G, Reynaud-Bougnoux A, Garand G,
Beutter P, Floch OL. Oropharynx carcinoma:
Irradiation alone versus induction chemotherapy plus
irradiation-5 year results. Brit J Radiol 1990; 63:
340-345

5. Park YH, Park WY, Cho CK, et al. Primary
radiotherapy of oropharyngeal carcinoma: Experi-
ence in Korea Cancer Center Hospital. J Korean
Soc Ther Radiol 1990; 8: 189-197

6. Dubois JB, Broquerie JL, Delard R,
Pourquier H. Analysis of the results of irradiation
in the treatment of -tonsillar region carcinoma. Int J
Radiat Oncol Biol Phys 1983; 9:1195-1203

7. Fayos JV, Morales F. Radiation therapy of car-
cinoma of the tonsillar region. Int J Radiat Oncol

~ Biol Phys 1983; 9:139-144

8. Jesse RH, Lindberg -RD. The efficiency of
‘combining radiation therapy with a surgical pro-

20.

. Wang CC.

. Mantravadi

. Marcial

cedure in patients with cervical metastasis  from
squamous cancer of the oropharynx and hypo-
pharynx. Cancer 1975; 35:1163-1166

. Nussbaum H, Hintz B, Kagan AR et al.

Carcinoma of the tonsillar area treated with external
radiotherapy alone. Am J Clin Oncol 1983 6:639-
644

. Vallis MP, Cleeland J, Bradley PJ, Morgan

AL. Radiation therapy of the tonsil: An analysis of
prognostic factors and of treatment failures. Brit J
Radiol 1986; 59:251-256

. Mizono GS, Diaz RF, Fu KK, Boles R. Car-

cinoma of the tonsillar region. Laryngoscope 1986;
96:240-244

. Bataini JP, Asselain B, Jaulerry C et al. A

multivariate primary tumor control analysis in 465
patients treated by radical radiotherapy for cancer
of the tonsillar region: clinical” and treatment
parameters as prognostic factors. Radiother Oncol
1989; 14:265-277

. Mak-Kregar S, Hilger FJM, Baris G, Schou-

wenburg PF, Hart GAM. Carcinoma of the
tonsillar region: comparision of two staging systems
and analysis of prognostic factors. Laryngoscope
1990; 100:634-639 ,
Management and prognosis  of
squamous: carcinoma of tonsillar region. Radiology
1972, 104:667-671

RVP, Liebner EJ, -Ginde JV.
Analysis of factors in the successful management
of cancer of tonsillar region. Cancer 1978; 41:1054-
1058

. Meoz-Mendez RT, Fletcher GH, Guillamon-

degui DM, Peters LJ. Analysis of the results of
iradiation in the treatment of sgquamous - cell
carcinomas of the pharyngeal walls. Int J Radiat
Oncol Biot Phys 1978; 4:573-585

. Perez CA, Ackerman LV, Ogura JH et al.

Analysis of failure and factors affecting prognosis.
Amer J Roentgenol 1974; 114:43-57

. Garrett PG, Beale FA, Cummings BJ et al.

Carcinoma of the tonsil: the effect of dose-time-
volurae factors on local control. Int J Radiat Oncol
Biol Phys 1985; 11:703-706

VA, Hanley JA, Rotman M. Split~
course radiation therapy of carcinoma ‘of the
tonsillar fossa: results of a prospective National
Collaborative Clinical Trial of the Radiation Therapy
Oncology Group (Abstract). Int J Radiat Oncol Biol
Phys 1978; 4(Supp! 1):17-18

Park IK. Kim SB. Yun SM. Kim JC.. Park



— J. Korean Soc Ther Radiol Oncol: Vol. 14, No. 2, June, 1996 — 103

JS. Sequential chemotherapy and radiation therapy Soc Ther Radiol 1993; 11:102-107
for advanced nasophayngeal carcinoma. J Korean

22aE =
TOIFeo| WAIMR|Z
AEmE ovoe XAt ety
gelw-dME
g5

D TRITYeR MAHAARE W IRELS des Fatd BAg Aldsie] AE
&, AE A% ¥ % AEE MHE 23] 58 dolrmzt s

U 1985 3YRE 19939 697k AR wEY AR FAFLe R 1
AMAARE AT 5349 B4 didez A 248 AYgsidd. @249 A% 314
A TR T 54 e FR 474 AR et 2AH o2 R EoFo] 424,
g &3F o] 106, A FAUFol 16t 8r1d BXE 17) 29, (17] 124, 7] 124, 1V
7) 27010k T1 7el, T2 28¢)l, T3 10¢), T4 74, TH7I7} E5&e 4971 14012, NO
17, N1 139), N2 21¢), N3 24|19t} 9l as HE 369, A7|A% 12¢), 23 A7 5
°ﬂ°“‘t} WA gEX8rE 254, fxslstan] 2 wWAME s4ego] 284H ). fr

< CF (cisplatin, 5-fluorouracil) %3 CVB (cisplatin, vincristine, bleomycin) kA2 1-3

§1 163&3‘1@. WALAAEE MV XA E 8-10MeV HAE o] §8tE R WA AR dFS
Y 180-200 cGy# & 4500-7740 cGyE EFEE 7100 cGydth #Ate] 3477k 4709
IA 99 E = S3H5H7|zke] 21D e]Sith
A 3p: ARIAE F 379 (69.8%) oM TS BT 164 (30.2%) oA F-E#As
Btk AA Aol 2dAEEE 47%, IFMNEG S 2% P FLAE7]7HS 28714
A7l e g (p=0.004) L AR} (p=0.02) EARCE AUA AEE] FF %
Uﬁl% Ao vetych 21 FHAEEE 455% AN T ¥7] ( 003), N ¥7] (p= 004) 2
AE7I7E (p=0.04) ou|YA FHEAEEA FEE A Aoz Jepdol. Aol vol

WA OPARZ 2 sstadne] P

£

i

2,

= A, 9 |2t FHATed 99e ?—Xl?é
ok AR ¥ SAuslE 8ol 36l F FAEADE Y 32ed ) A8 Asop
& ZaAge) gd, AAMo| 402 FH AR A% WS Fhagolsich

N 7], T ¥7] 2 AAg7)7t 79 AEE] 48 vA= A=
xﬂ%ﬂ g A5 g9lo] Ha o] FA9XE A% o] BHI) aTHch
B WA GEXE) M anE ARNHAR qAXY 3}

%'s° o B2 ¥ OxT ATE FeAMT 928 Hotg ¢ IS ZeE ARdnh



