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Abstract: Most frequently seen cell type for the head and neck tumors is squamous cell carcinoma. Generally surgery alone

is sufficient treatment method for this disease. Unfortunately, advanced stage disease required adjuvant therapies. Radical

surgery also has disadvantage of bad cosmesis and loss of organ function (e.g. Speech). Combination therapies, especially
chemoradiotherapy can provide similar survival rates with organ preservation.
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INTRODUCTION

Squamous cell carcinomas constitute more than 90% of
head and neck cancers (H&NC). H&NC were 2-3% of all
cancers and 1-2% of cancer deaths in 2004 in the USA. Most of
the patients have metastasis to regional nodes (43%) and distant
organs (10%) at diagnosis. Secondary malignancies may develop
in 3-7% of patients with H&NC and 50-70% of these secondary
malignancies arise from upper aero-digestive system and lungs.
Most of the patients are diagnosed in advanced stage. Five-year
survival rates of locally advanced H&NC are not perfect as the
rates for stage Il and IV are 30-50% and 20-40%, respectively.
Standard therapeutic approach for resectable tumors is surgery
and postoperative radiation therapy (RT). Stage III and IV
cancers usually necessitate radical surgery that causes function
loss. The problems with radical surgery are loss of speaking and
swallowing and cosmesis. Feeding disorder, loss of personnel
hygiene, loss of social activities and depression cause decrease
in the quality of life [1].

For this reason other treatment options such as
chemotherapy (CT) should be taken into consideration since
H&NC are partly chemo-sensitive. Most of the randomized
studies showed no advantage with induction chemotherapy
before surgery on survey of 1970’s [2, 3]. However successful
results were obtained with implementation of cisplatin and
its combination with 5-Fluorourasil (5-FU). Thus important
steps on organ and function preservation were initiated in
1990’s [4, 5]. First, department of Veteran’s Affairs (VA)
Cooperative Studies Group, later European Organization
for Research and Treatment of Cancer (EORTC) started
trials about the role of combination treatment modalities on
organ preservation for the patients with locally advanced

larynx and hypopharynx cancers [6, 7]. In these randomized
studies, the results with chemoradiation therapy (CRT) in
patients with larynx and hypopharynx cancer were similar
to those with radical surgery and postoperative RT. Due to
results of these studies, organ preservation approach was
suggested an alternative to urgent radical surgery.

Evaluation of neoadjuvant CT in organ preservation:
Neoadjuvant CT becomes an important approach in treatment
of H&NC after usage of cisplatin as an active chemotherapeutic
agent. Rates of total and complete response become 85 and
35-55% with combination of 5-FU and continue infusion of
cisplatin respectively. Combination studies showed that
patients who had pathologic complete response had better
survival than the ones who did not response [8, 9]. On the other
hand, some randomized studies showed no advantage on
locoregional control and disease-free survival with neoadjuvant
cisplatin + 5-FU followed by surgery [10]. However reduction
of tumor volume at least 50% after cisplatin based CT
regimens increases the response to RT and this shows that
chemosensitive tumors are also radiosensitive. Although CT
did not have an advantage on survival, it became an important
approach for organ preservation in selected patients.

The opinion of selecting patients for organ preservation
according to their response to neoadjuvant CT was pointed out
in phase II trials. Thirty patients with advanced stage resectable
H&NC were treated with 3 cycles cisplatin + 5-FU in a pilot
study. RT was applied to the patients, who had pathologic
complete response to CT and 40% patients did not necessitate
surgery. Survival of patients treated with CT and RT was
similar with the control group treated with surgery alone [11].
In another study RT was applied to patients who had complete
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Fig. 1B: Radiotherapy approach in glottic larynx carcinoma

PR: Partial response, CR: Complete response, RT: Radiotherapy, N: Nodal stage

or partial response to CT and total response was 70% (45/64).
Complete clinical response rates after RT were 88, 83 and 50%
in larynx, hypopharynx and oropharynx cancers, respectively
[5]. Karp et al. [4] evaluated patients with stage III-IV larynx
and hypopharynx cancer who were treated with neoadjuvant CT
and reported 77% survival rate. All of the patients were applied
RT. Local control in 2-years was achieved in 52% of patients
and larynx was preserved in 33 of 35 (94%). The patients who
had complete response to CT had better survival than who had
not (48 vs 14 months). The results of these studies need further
confirmation with randomized studies [12].

Treatment algorithm of larynx and hypopharynx cancer
aimed at organ preservation: Association of 17 cancer centers
in USA formed National Comprehensive Cancer Network
(NCCN) 1995. The aim of this
standardization of treatment of cancer patients. Results of

in association was
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phase-II trials were used in order to constitute treatment
guidelines. Standard treatment approach for patients with
locally advanced laryngeal (T3, T4) and hypopharyngeal
(T2, T3, T4) cancers were total laryngectomy + neck dissection
and post-operative RT before the guideline. Unfortunately some
patients had problems like hoarseness, swallowing dysfunction
and reduction in quality of life (feeding, social activity and
personal hygiene) after these procedures. Organ preservation
methods include CT followed by RT for the patients with CT
response or only RT and, in the case of failure salvage surgery.
Three modalities were determined by NCCN can be applied to
patients diagnosed as advanced resectable laryngeal and
hypopharyngeal cancer. Some factors like performance status,
tumor localization and stage are important to give a decision.
Laryngeal preservation techniques can be used for advanced
(some of T2, T3 and T4) resectable larynx and hypopharynx
cancers.
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Fig. 2B: Treatment approach in supraglottic larynx carcinoma

Larynx is divided into 3 anatomic regions as supraglottic,
glottic and subglottic. Behavior of tumor changes according to
the localization. Supraglottic larynx begins from the upper side
of true vocal cords and consists of epiglottis, aryepiglootic fold,
arytenoids and false cords. True vocal cords constitute glottic
larynx. Supraglottic larynx has a wide lymphatic drainage and
most of the patients present with advanced stage (T3-T4) node
positive disease. Patients usually complain about hoarseness,
dysphagia and pain. Despite this, glottic carcinomas can be
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diagnosed in an early stage because since it’s lesser lymphatic
drainage is less and hoarseness is an alarming finding. However
hypopharynx cancers usually do not have any symptom till
advanced stage. They are diagnosed after the appearance of
dysphagia and neck mass and usually spread to oropharynx,
nasopharynx and prevertebral region. Nodal metastasis rate is
about 60%-80%.

Organ preservation algorithms of NCCN are summarized
in Fig. 1A-B, 2A-B and 3A-B [13].
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Fig. 3B: Treatment approach in hypopharynx carcinoma

Organ preservation with primer RT: Effect of the tumor
volume, calculated by computerized tomography, on RT was
investigated in a study from University of Florida. Seventy-five
patients with previously untreated T3 glottic larynx carcinoma
were treated with curative intent with radiotherapy alone or
followed by a neck dissection. The volume of the primary tumor
(which was calculated on pretreatment computed tomographic
scans) was inversely related to local control with larynx
preservation: 87% in tumors < or = 3.5 cm’ versus 29% in
tumors greater than 3.5 cm®. As RT had a relation with tumor
volume, an improved local control may be obtained with
induction CT in tumors that becomes smaller with RT but CT
response is related with tumor load. Increase of T and N stage
decreases the response to CT. The 5-year local control and
ultimate local control rates were 63 and 86% and S-year
absolute and cause-specific survival rates were 54 and 78%,
respectively [14].

According to NCCN’s consensus primary RT is
controversial in T4 supraglottic cancers with cartilage invasion,
soft tissue invasion or invasion of basis of tongue more than 1
cm (Fig. 2B). Some of the centers that use primary RT for
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laryngeal preservation approach apply salvage surgery in case

of RT insufficiency and/ or recurrence. Organ preservation with

RT in subglottic cancer patients is one of the treatment options

in Princess Margaret Hospital [15].

Locoregional control in node positive T4 patients is not
(15%) and 5-year disease free survival rate

approximately 25%. This data show that laryngeal preservation

well is
can be attained successfully in T3 or T4NO glottic or
supraglottic cancers with primary RT. However, the protocol
of NCCN shown in Fig. 1B is not consistent with this
approach.

In a study done in Princess Margaret Hospital 410 patients
with supraglottic cancer were treated with primary RT. T1-T2
and T3-4 tumors constituted 47 and 53% and NO and N (+)
constituted 65 and 35% of patients, respectively. Recurrence-
free survival was 70% in T1-2NO and 50% in T3-4NO patients.
5-year laryngeal preservation was managed in 60% for T1-2NO
and 64% for T3-4NO0 patients. Presence or absence of nodal
disease had a major impact on survival, 5-year laryngeal
preservation rate was only 39% in the patients with advanced
nodal disease [16].
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Treatment with primary RT had been also applied to
patients with hypopharynx cancer. In the present study, 98 of
141 patients with hypopharynx cancer was treated with
primary RT, 69% of them were node positive and 75% had
locally advanced (>T2) disease. 5-year locoregional control was
35% for RT alone arm and 41% for patients undergone salvage
surgery. Survival rates were related with nodal stage. 5-year
survival rates of T1-2N0 and T3-4N0 were similar (33 vs 36%).
S-year overall survival rate for NO patients was 53% and 16
of 19 patients had functional larynx for 5 years [17]. However
as most of hypopharynx cancers had advanced nodal disease,
NCCN guideline does not suggest primary RT (Fig. 3A).

Randomized trials on organ preservation with CT-RT
combinations: In VA Group study 166 patients were
randomized to primary surgery (laryngectomy) and RT and 166
to induction CT and RT. RT was applied to patients who had
at least a partial response to 2-3 cycles cisplatin + 5-FU. Total
laryngectomy was reserved as a salvage therapy to patients
who had stable or progressive disease after CT or who had
persistent or recurrent disease after RT. This approach was
similar with NCCN’s treatment algorithm (Fig. 1A, B and
2A, B). Thirty-one percent of patients in the organ preservation
arm were alive with functional larynx. Laryngeal preservation
was 62% in patients who had taken CT initially. Recurrence
patterns were significantly different between 2 groups. While
local recurrence was frequent in CT arm (12 vs 2%), distant
metastasis was more in surgery arm (11 vs 17%). Furthermore
survival rate of patients who necessitated salvage surgery was
not different from the patients who had primary surgery.
Patients in CT arm who had T4 or N2-3 disease required more
salvage laryngectomy or lymph node dissection than the
patients who had smaller tumor volumes (56 vs 29%). The
results point out that RT can be safely applicable to responders
to CT. VA study life quality measurements showed that
patients with organ preservation had a better speech and
communication in 2 years after treatment. Results revealed that
only relatively small percentages of total laryngectomy patients
(6%) had usable esophageal speech or remained nonvocal (8%)
and that a majority of patients ended up as users of artificial
electrolarynx (55%) or tracheoesophageal (31%) speech [6].
Two clinical trials were conducted sequentially at the
University of Michigan to determine a treatment strategy for
organ preservation in advanced disease larynx carcinomas.
Fifty-two patients enrolled in the first study and were treated
with 3 cycles of carboplatin and 5-FU. While the patients who
achieved at least 50% reduction in the size of the primary tumor
received definitive RT, patients with minimal response or
progression had immediate salvage surgery. Thirty-seven
patients enrolled in the second trial, in which the CT consisted
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of carboplatin, 5-FU and leukovorin. Responders were treated
with accelerated RT. Toxicity and response were similar in both
trials. Response to CT was complete in 48% and partial
response in 34%. Initial organ preservation at individual tumor
sites were 58 and 59%, for oropharynx and hypopharynx,
respectively. Median survival was 28 months and survival
at 3 and 5 years for all locations were 40 and 24%,
respectively [18].

Clayman et al. [19] obtained 67% larynx preservation in
stage III-IV larynx and hypopharynx cancer patients with
induction CT followed by RT. Survival rates of patients treated
with induction CT and primary surgery were similar. Local
recurrences were more frequent among the laryngeal
preservation group, whereas distant metastasis was more
frequent among controls [19].

Grope d’Etude des Tumerus de la Tete du cou (GETTEC)
randomized 68 patients with T3 larynx carcinoma into induction
CT + RT group and total laryngectomy + postoperative RT
group. RT was delivered to 13 patients (39%) whose tumor
regressed 80%. Overall and disease-free survival rates were
better
Fifteen patients in CT arm (41%) were spared from

in surgery arm with a median 8.3-years follow-up.

laryngectomy. As the patient selection was not proportional,
the results should be evaluated with caution [10].

Ahmed et al. [20] studied efficacy of concomitant CRT
and surgical salvage for N3 nodal disease in H&NC
patients. Patients received cisplatin and concomitant RT and
were reevaluated 2 months later. If there was any residual
disease they underwent salvage neck dissections. Among
the 31 patients who were assessed for response at the nodal
site, 4 (13%) had complete response, 21 (68%) had partial
response and 1 (3%) had no response. Nineteen patients
subsequently underwent neck dissection and 5 patients had
histological evidence of residual disease. With a median
follow-up of 15 months, the 3-year overall and disease-specific
survival rates were 41 and 43%, respectively. It was mentioned
that targeted CRT followed by surgical salvage was an effective
approach for regional control of patients with N3 nodal
disease [20].

Pennsylvania Cancer Center Clinical Trials Group started
a phase II trial for advanced resectable oropharyngeal
carcinoma and evaluated efficacy, toxicity and quality of life
for organ preservation. Induction CT consisted of carboplatin
and paclitaxel for two cycles, followed by reevaluation.
Patients with 50% or more response continued to CRT.
None-responders underwent radical surgery and postoperative
RT. Fifty-three patients enrolled and most of them (89%)
responded. Thirteen percent of them had complete response
while the others were partial. Fifty patients underwent CRT
and complete response was 90%. Thirty-one of 24 patients
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(77%) with N2-3 disease who underwent neck dissection after
treatment had no residual disease at neck region. The 2 and
3-year survival rates were 75 and 70%, respectively. Most of
the deaths (12/17) were because of the oropharyngeal
recurrence. T stage was found to be important on survival.
Overall survival for T2-3 tumors was 83% while 46% for T4.
Distant metastasis in 2 and 3 years were 16 and 19%,
respectively and all of them were node positive. Most of the
patients tolerated the therapy well. Organ preservation was
achieved in 77% of all patients. Functional pharyngolarynx
was attained 70% of all patients. Permanent PEG was needed in
4 patients. Feeding and speech-comprehensibility scores were
almost the same with the ones before the treatment [21].

Adelstein et al. [22] applied hyperfractionated RT and
concurrent CT to 41 patients with stage IV squamous cell
H&NC. Primary-site resection was reserved for residual or
recurrent primary site disease after CRT. Neck dissection was
considered for N2 or greater disease, irrespective of clinical
response and for residual or recurrent neck disease after
nonoperative treatment. Toxicity was significant, with grade
3 to 4 mucositis, dysphagia, skin reaction and neutropenic fever
requiring hospitalization in 51%. The 3-year overall survival
was 59%. Survival and organ preservation were excellent for this
poor-prognosis patient cohort [22].

Wolf et al. [23] treated 53 patients with stage III/IV
supraglottic or glottic larynx cancer. After one cycle of induction
CT the responders were treated with concurrent CRT followed
by adjuvant CT. Organ preservation was managed in 35 patients
(66%). Only 4 patients required late salvage surgery; one for
chondroradionecrosis and three for local recurrence. Fourteen
patients had less than 50% response and underwent
laryngectomy. Overall survival rate was 88% with a median
2 year follow-up [23].

Tschudi et al. [24] evaluated quality of life after different
treatment modalities for carcinoma of the oropharynx. Of
99 patients, 31 were treated with surgery alone, 19 with RT
alone and 49 with surgery followed by postoperative RT.
Patient response to EORTC quality of life core questionnaire
QLQ-C30 and EORTC quality of life core head and neck cancer
module QLQ-H&N35 questionnaires were applied. Median
follow-up for the entire study group was 71 months. Physical,
role, emotional, cognitive and social functioning reflected in the
functional scale scores of the global EORTC QLQ-C30 were
generally good and showed no significant differences for the
different treatment modalities. Comparison of the head and neck
specific EORTC QLQ-H&N3S5 scores revealed significantly less
troubles with swallowing, social eating and social contact,
dry mouth, sticky saliva and mouth opening in non-irradiated
patients versus those treated with any either primary or
postoperative RT. Patients undergoing surgery (with and

31

without postoperative RT) had less pain, less problems with
social eating and less restricted mouth opening than the
nonsurgically treated patients. Also their need for feeding
support and feeding tube were less. As 53% of patients had
their primary cancer in tonsillary fossa the outcome might be
resulted in surgery’s favour. [24].

Licitra et al. [25] constituted 2 arms as CT and surgery for
195 patients with resectable oral cavity in their study. No
significant difference in overall survival was found. Five-year
overall survival was, for both arms, 55% [25].

Rosen et al. [25] applied concomitant CRT to patients
with local advanced H&NC for organ preservation in a
multi-institutional randomized phase II trial. A total of
90 patients with locally advanced H&NC were treated on a
regimen of paclitaxel, 5-FU, hydroxyurea and RT. Evaluable
response was obtained in 78 patients; 87% were complete,
10% were partial and 3% were progression. At median
follow-up of 40 months, 3-year progression-free survival was
62% and overall survival was 59%. Eleven of the survivors
(22%) had feeding tube [26].

Forastiere et al. [27] compared induction CT followed
by RT and concurrent CRT used for organ preservation in
advanced laryngeal cancer. Patients with locally advanced
cancer of the larynx were assigned to one of three treatments:
induction cisplatin + 5-FU followed by RT, CRT, or RT alone.
A total of 547 patients were followed for a median period of
3.8 years. At 2 years, the proportion of the patients who had an
intact larynx after RT with concurrent CT (88%) differed
significantly from the proportions in the groups given induction
CT followed by RT (75%) or RT alone (70%). The rate of
locoregional control was also significantly better with RT and
concurrent CT (78 vs. 61% with induction CT followed by RT
and 56% with RT alone). The rate of high-grade toxic effects
was greater with the CT-based regimens (81% with induction
CT followed by RT and 82% with RT with concurrent CT, vs.
61% with RT alone). CRT was superior to other 2 groups for
laryngeal preservation and locoregional control. Concurrent CRT
became the organ preservation approach in larynx cancer in
USA after this study [27].

Vokes et al. [28] evaluated organ preservation, locoregional
control and quality of life in 69 advanced H&NC patients
treated with induction CT followed by concomitant CRT.
Response to induction chemotherapy was partial in 52% and
complete in 35%, 2 patients were stable and 2 had progressive
disease. The rate of complete response, partial response and
progression were 82, 5 and 3%, respectively. The overall 3-year
progression-free survival was 80% and the 2 and 3-year overall
survival rates were 77 and 70%, respectively. Two-years local
and distant control rates were 94 and 93%, respectively. Change
in quality of life in preinduction and postinduction period
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was as following; pain 33 to 4%, dysphagia 33 to 7%,
hoarseness 24 to 2%, respectively. Rate of xerostomia increased
at 12 months compared with the beginning. Fourteen of 57
patients alive at 12 months and 5 patients were completely
feeding-tube dependent [28].

Hanna et al. [29] evaluated organ preservation and
toxicity of intensive CRT in 127 patients with advanced
epidermoid H&NC. Median follow-up was 36 months.
Primary CRT achieved complete response at the primary
site in 109 patients (86%). Patients with partial
response, stable or progressive disease, or recurrence at the
primary site underwent salvage surgery. At mean follow-up of

tumor

3 years, local disease control was achieved in 113 patients
(89%) and organ preservation was possible in 102 patients
(80%). Two thirds of all patients (n: 83) had clinical N (+)
disease. Complete clinical response to CRT in the neck was
achieved in 69% of these patients. However, complete response
to CRT was 93, 62 and 47% for N1, N2 and N3 disease,
respectively. Patients achieving less than complete clinical
response underwent salvage neck dissection. Overall, at an
average follow-up of 36 months, regional disease control was
achieved in 76 (92%) of the 83 patients with neck metastasis.
Despite this high locoregional control rate, distant metastasis
occurred in 14% of patients. At 3-years mean follow-up,
disease-specific and overall survival were 72 and 57%,
respectively [29].

Brokstein et al. [30] assessed 337 patients with stage IV
H&NC treated with concomitant CRT in a multi-institutional
phase II trial. Two different treatment strategies: Intensive
induction CT followed by split-course CRT (type 1, n: 127)
and intensified, split-course, hyperfractionated multiagent CRT
alone (type 2, n: 210) were compared in the study. Combined
S-year overall survival was 47% and progression-free survival
was 60%. 5-year locoregional failure was 31 and 17% for study
types 1 and 2, respectively [30].

Psiyrri et al. [31] conducted a phase II study of induction
CT followed by concurrent CRT for organ preservation in
42 stage III-IV resectable squamous H&NC and nasopharyngeal
cancer patients. Response to induction CT included partial
response rate of 52% and complete response rate of 24%.
After CRT the complete response rate was 67%. At a median
follow-up of 71.5 months, 43% of the patients were still alive
and disease-free. The 5-year progression-free survival rate was
60% and the 2- and 5-year overall survival rates were 67 and
52%, respectively. The treatment approach was well tolerated
and was found to be feasible for organ preservation [31].

Rivera et al. [32] evaluated long-term results of a phase 1T
trial of induction CT followed by concomitant CRT for
resectable locally advanced larynx and hypopharynx in
37 patients. Median follow-up was 62 months. Complete and
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partial response to induction CT was 54 and 32%, respectively.
Ten patients needed surgery while remainders underwent RT or
CRT. Twenty-seven patients (69%) had CRT after induction
CT. Actuarial 5-year overall survival was 57%, 5-year survival
with primary site preservation was 37% [32].

Kotz et al. [33] evaluated swallowing dysfunction after
CRT for advanced H&NC. Twelve patients with stage III/IV
squamous cell H&NC were performed videofluorographic-
swallowing studies before and after initiation of CRT. Changes
in swallowing physiology after treatment included decreased
contact of base of tongue to posterior pharyngeal wall and
reduced pharyngeal contraction, resulted impaired bolus
transport through the pharynx. In addition, decreased laryngeal
elevation, decreased laryngeal vestibule closure and laryngeal
penetration were present. It was mentioned that organ
preservation treatment impaired movement of structures
essential for normal swallowing and prophylactic swallowing
exercises may be beneficial for these patients [33].

In a study from Medical University of South Carolina,
Gillespie et al. [34] tried to determine swallowing outcome
after treatment in 40 patients with stage III-IV squamous
cell carcinoma of H&NC. Eighteen patients underwent CRT
while 22 underwent surgery and postoperative RT. Outcome
measures included a dysphagia risk factor survey, the MD
Anderson Dysphagia Inventory (MDADI) and the Short-Form
36 (SF-36) (questionary for quality of life). Patients who
received CRT for oropharyngeal primaries demonstrated
significantly better scores on the emotional and functional
subscales of the MDADI than patients who underwent surgery
followed by RT. Risk factors for posttreatment dysphagia
included prolonged (>2 weeks) nothing by mouth (NPO) status
and low SF-36 Mental Health Subscale score [34].

Altundag et al. [35]
locoregionally advanced resectable larynx and hypopharynx

evaluated 45 patients with

cancer in their study for organ preservation. The patients were
treated with two cycles of induction CT. Patients who had a
complete response to CT were treated with definitive RT and
the ones who had a partial response to CT were treated with
CRT. Patients who had no response or progressive disease
underwent surgery with postoperative RT. Patients with N2 or
N3 positive lymph nodes underwent neck dissection after the
treatment. The overall response rate to induction CT was
71.1%, with a 17.8% complete and 53.3% partial response rate.
With a median follow-up of 13.7 months, 23 (51.1%) of all
patients and 63.3% of surviving patients have had a
preservation of the larynx or hypopharynx [35].

Southwest Oncology Group (SWOG) applied induction
CT followed by CRT for responders with base of tongue or
hypopharyngeal cancer in a phase II study and evaluated the
complete histologic response rate, organ preservation and
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necessity of salvage surgery. Induction CT included 2 cycles of
cisplatin and 5-FU for 5 days. Patients who had a greater than
50% response at the primary site were treated with 72 Gy RT
and concurrent cisplatin for 3 cycles. Patients with less than
partial response at the primary had salvage surgery. Forty-five
patients (76%) had a greater than 50% response at the primary
after induction CT; 43 went on to receive definitive RT.
Thirty-two patients (54%) achieved a histologic complete
response at the primary site and 9 patients had a complete
clinical response, but biopsy was not performed. Seventy-five
percent of patients did not require surgery at the primary
tumor site. The 3-year overall and 3-year progression-free
with  organ preservation was 64 and 52%,
respectively. It was determined that patients with base of

survival

tongue or hypopharyngeal cancer treated with this regimen
had a better rate of organ preservation without compromise
of survival [36].

Rischin et al. [37] randomized 121 previously untreated
patients with stage III/IV H&NC into 2 arms in a phase II
study; 1) Tirapazamine, Capsulation(TPZ/CIS) and RT versus
2) 5-FU, Cisplatin and RT (chemoboost). Treatment was
completed without neck dissection in 71 and 66% patients in
TPZ/CIS and chemoboost groups, respectively. Complete
response rates were 81% in TPZ/CIS and 72% in chemoboost
group. Three-year locoregional failure-free rate was 84% in the
TPZ/CIS arm and 66% in the chemoboost arm. Three-year
failure-free survival rate was 55% with TPZ/CIS and 44% with
chemoboost [37].

CONCLUSIONS

Prognosis in advanced H&NC is not satisfactory with
surgery alone. Better results can be achieved with organ
preservation strategies using CRT. Because of toxicity,
follow-up and supportive care should be managed carefully.
Furthermore patients’ choice for functioning larynx should
be taken into consideration for the selection of treatment type.
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