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1.1 Publisher 4

1. About this Short Version

1.1. Publisher
German Guideline Program in Oncology (GGPO)

of the Association of the Scientific Medical Societies in Germany, the German Cancer
Society and German Cancer Aid

Office: c/o German Cancer Society
Kuno-Fischer-Strasse 8
14057 Berlin

leitlinienprogramm@®@krebsgesellschaft.de
www.leitlinienprogramm-onkologie.de

1.2. Coordinating association
German Society for Oral and Maxillofacial Surgery (DGMKG)

1.3. Guideline funding

This guideline has been funded by German Cancer Aid under the auspices of the
German Guideline Program in Oncology

1.4. Contact

Guideline coordinator:

Univ.-Prof. Dr. med. Dr. med. dent. Klaus-Dietrich Wolff
Clinic and Polyclinic for Oral and Maxillofacial Surgery
Rechts der Isar Hospital, Munich Technical University
Ismaninger Str. 22

81675 Munich

Tel.: 004989 4140-2921
Fax: 004989 4140-4993

wolff@mkg.med.tum.de
www.med.tum.de
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1.5 Special remarks 5

1.5. Special remarks

Medical science is subject to continuing development, meaning that any information - particularly
concerning diagnostic and therapeutic methods - can only reflect the standards of knowledge
applicable at the time of this guideline going to print. Utmost care has been taken in the provision
of recommendations for treatment and the selection as well as dosage of medicinal products.
Nevertheless, users are asked to refer to the package leaflets and data sheets provided by
manufacturers and to consult a specialist if they are in any doubt. In the general interests of all
concerned, any discrepancies that come to light should please be notified to the editorial office of
the GGPO.

The user is responsible for all chosen diagnostic and therapeutic measures, medication and
dosage.

Registered trademarks (protected brand names) are not specifically acknowledged as such within
this guideline. The absence of such acknowledgment does not imply, however, that the product
names are not protected.

This guideline is protected in its entirety by copyright. Utilization beyond the confines of copyright
law without written permission from the editorial office of the GGPO is prohibited and punishable
by law. No part of this document may be reproduced in any format without written permission from
the editorial office of the GGPO. This applies in particular to the duplication, translation,
microfilming and saving, utilization and exploitation of the document in electronic systems,
Intranets and the Internet.

1.6. Additional guidance documents

The content of this short version is based on the full-length version of the
S3 Guideline, "Diagnosis and Management of Carcinoma of the Oral Cavity", which can
be found at the following addresses:

http://www.awmf.org/leitlinien/aktuelle-leitlinien.html

http://www.leitlinienprogramm-onkologie.de/OL/leitlinien.html

http://www.krebsgesellschaft.de/wub_llevidenzbasiert,120884.html

http://www.dgmkg.de

The following documents accompany this short version:

— Guideline report
—  Full version
— Patient guideline

All of these documents can likewise be found on the websites listed above.
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1.7 Responsibilities

1.7. Responsibilities

1.7.1. Authors of this guideline

Wolff K.-D., Bootz F., Beck J., Bikowski K., Bohme P., Budach W., Burkhardt A., Danker
H., Eberhardt W., Engers R., Fietkau R., Frerich B., Gauler T., Germann G., Gittler-
Hebestreit N., Grotz K., Horch R., lhrler S., Keilholz U., Lell M., Libbe A., Mantey W.,
Nusser-Miller-Busch R., Pistner H., Paradies K., Reichert T., Reinert S., Schliephake H.,
Schmitter M., Singer S., Westhofen M., Wirz S., Wittlinger M.

1.7.2. Methodological support

1. The German Guideline Program in Oncology: Prof. I. Kopp (AWMF), Marburg
and Dr M. Follmann, MPH, MSC (DKG), Berlin

2. External consultants: Dr A. Nast, S. Rosumeck, Dr A. Sammain, and
Prof. B. Rzany (Division of Evidence Based Medicine), Berlin

3. Guideline Officer of the coordinating association: Prof. H. Pistner, Erfurt

1.8. Professional associations and organizations

concerned

Organizations

Authors

German Society for Oral and Maxillofacial Surgery  Wolff, K.-D., Grotz K., Reinert, S.

German/Austrian/Swiss Working Group on
Maxillofacial Tumors (DOSAK)

Study Group on Maxillofacial Surgery

German Society of Dental, Oral &
Craniomandibular Sciences

German Society for Oto-Rhino-Laryngology
German Society of Pathology

German Society of Radiation Oncology
German Society of Hematology and Oncology

German Society of Plastic and Reconstructive
Surgery

Working Group Head and Neck of the German
Society of Radiology

Frerich, B.

Reichert, T.

Schliephake, H.

Bootz F., Westhofen M.

Burkhardt A., lhrler S.

Fietkau R., Budach W., Wittlinger M.
Keilholz U., Gauler T., Eberhardt W.

Horch R., Germann G.

Lell M.
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1.8 Professional associations and organizations concerned

Organizations
KOK

Working Group for Supportive Care in Cancer,
Rehabilitation and Social Medicine (ASORS)

AEK
German Dental Association
Federal Association of Panel Dentists

Working Group on Orofacial Pain of the German
Association for the Study of Pain

Working Group on Tumor Pain of the German
Association for the Study of Pain

Patient representative
DVSG, Nat. Cancer Center
German Logopedia Society

Working Group for Psycho-Oncology of the
German Cancer Society (PSO)
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1.9 Grading of evidence according to SIGN 8

1.9. Grading of evidence according to SIGN
Grade Description
1++ High-quality meta-analyses, systematic reviews of randomized controlled trials

(RCTs), or RCTs with a very low risk of bias

1+ Well-conducted meta-analyses, systematic reviews of RCTs, or RCTs with a low risk
of bias

1- Well-conducted meta-analyses, systematic reviews of RCTs, or RCTs with a high risk
of bias

1-- All or none

2++ High-quality systematic reviews of case-control or cohort studies, or good-quality

case-control or cohort studies with a very low risk of confounding or bias and a high
probability that the relationship is causal

2+ Well-conducted case-control or cohort studies with a low risk of confounding or bias
and a moderate probability that the relationship is causal

2- Case-control or cohort studies with a high risk of confounding or bias and a
significant risk that the relationship is not causal

3 Non-analytic studies, eg case reports, case series
4 Expert opinion
1.10. Grading of recommendations

The methodology of the GGPO requires grades of recommendation to be awarded by
the authors of the guideline within the framework of a formal process of consensus.
This gave rise to a nominal, multi-phase group process moderated by the AWMF.

Grade of recommendation Description Syntax
A Highly recommended must
B Recommended should
0 Open recommendation may

Statements/recommendations agreed by the Guideline Development Group on the
basis of expert consensus (not derived from a systematic search or guideline
adaptation) are identified as such and graded "GCP". No symbols have been used for
the grading; the strength of the recommendation is derived implicitly from syntax
(must/should/may).
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1.11 Abbreviations

1.11. Abbreviations

Abbreviation

AEK

AWMF

BMI

CT

Cup

DGMKG

DKG

DOSAK

DVSG

EGF

FDG

FNB

5-FU

GGPO

GL

HPV

IMRT

IQWIG

KOK

LN

MRI

ND

NHS

PET

Definition

German Society for Cancer Research

Association of the Scientific Medical Societies in Germany
body mass index

computed tomography

cancer of unknown primary

German Society for Oral and Maxillofacial Surgery
German Cancer Society

German/Austrian/Swiss Working Group on Maxillofacial Tumors
German Association for Social Work in Healthcare
endothelial growth factor

fluorodeoxyglucose

fine-needle biopsy

5-fluorouracil

German Guideline Program in Oncology

guideline

human papillomavirus

intensity-modulated radiation therapy

Institute for Quality and Efficiency in Healthcare

Society for Oncology Nursing and Pediatric Oncology Nursing
lymph nodes

magnetic resonance imaging

neck dissection

National Health Service

positron emission tomography
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1.11 Abbreviations 10

RCT randomized clinical trial

SIGN Scottish Intercollegiate Guidelines Network
SLN sentinel lymph node

TNM tumor node metastasis

UICC Union for International Cancer Control
WHO World Health Organization
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2.1 Risk factors

2.1.

No.

2.2.

No.

2.3.

No.

Consensus-based, agreed

Recommendations and Statements

Risk factors
Recommendations/statements

Tobacco consumption is a major risk factor for the development of oral
cavity carcinoma.

Alcohol consumption is a major risk factor for the development of oral
cavity carcinoma.

Readers of this GL should advise their patients to refrain from consuming
tobacco and considerably reduce their intake of alcohol.

Evidence of HPV 16 in the serum is associated with an increased risk of oral
cavity carcinoma.

Screening and prevention
Recommendations/statements

Dental and medical examinations in all patients must include inspection of
the entire oral mucosa.

Explanatory information concerning the signs, symptoms and risk factors
for oral cavity carcinoma must be improved.

Primary diagnosis
Recommendations/statements

Any patient with unexplained changes to the mucosa existing for more
than two weeks must be referred to a specialist immediately.

To rule out synchronous secondary tumors, an ENT examination, and
possibly an endoscopy, must be performed as part of the primary
diagnostic investigation of oral cavity carcinoma.

GR

ST

ST

GR

GR

LoE Sources

2+ SIGN: (1-10)

2+ SIGN: (11,
12)

GCpP

2+ SIGN:
(36)(8)

LoE Sources
GCP

1+ SIGN: (53)

LoE Sources

GCP

GCP
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2.4 Imaging procedures and further diagnostics

2.4.

No.

10.

11.

12.

13

14.

15.

16.

17.

18.

19.

20.

Imaging procedures and further diagnostics

Recommendations/statements

To determine the localization of oral cavity carcinoma, a CT or MRI scan
should be performed.

To prevent distorted contrast agent patterns in the primary tumor, the
tumor biopsy should only be taken once cross-sectional imaging has been
conducted.

Panoramic slicing is part of a basic dental diagnostic procedure, the results
of which should be available prior to commencing specific cancer therapy.

If metal artifacts are likely to be revealed in the oral cavity, MRI should be
given priority over CT for assessment of the primary tumor.

Evidence of the superiority of CT or MRI in the assessment of bone invasion
from carcinomas of the oral mucosa is contradictory and unreliable.

Evidence of the superiority of CT or MRI in assessing the extent of the
primary tumor is contradictory and unreliable.

There is no sound evidence of a higher test quality or additional benefit
from cone-beam CT (dental CT) as opposed to panoramic slicing for
assessment of bone invasion in the mandible.

PET/CT has no value in the primary diagnosis of the local spread of known
oral cavity carcinoma.

To determine the N category, the entire region from the base of the skull to
the upper thoracic aperture must be examined by CT or MRI.

The diagnostic specificity of lymph node staging of the neck may be
improved by ultrasound-guided fine-needle biopsy.

The diagnostic specificity and sensitivity of lymph node staging of the neck
may be improved by FDG-PET/CT.

There is no reliable evidence to suggest that SLN biopsy is a suitable
method for avoiding elective cervical lymph node dissection.

GR LoE
B 3

ST 3

ST 3

ST 3

ST 2+
A 2+
ST 2++
ST 2+
ST 3

Sources

SIGN: (13-
15)

GCP

GCP

GCP

de novo:
(16,17)

SIGN: (13,
14)

de novo:
(16, 18)

de novo:
19)

de novo:
(20-26)

SIGN: (13,
27)

de novo:
(28-32)

SIGN: (33-
35)

de novo:
(21, 29, 30,
36-41)

de novo:
(42-47)
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2.5 Imaging procedures and diagnostic methods for exclusion of synchronous secondary tumors, distant
metastases, unknown primary tumors (CUP) and recurrence

2.5.

No.

21.

22.

23.

24.

2.6.

No.

25.

26

27

28.

Imaging procedures and diagnostic methods for
exclusion of synchronous secondary tumors, distant
metastases, unknown primary tumors (CUP) and

recurrence
Recommendations/statements GR

In patients with advanced carcinoma of the oral cavity (stage Ill, IV), a chest A
CT must be performed to rule out pulmonary involvement (metastasis,
secondary carcinoma).

An abdominal ultrasound scan may be performed as part of the primary
diagnostic procedure.

PET/CT may be performed in patients with suspected recurrence in the 0
head and neck if this could not be confirmed or ruled out by CT and/or
MRI.

An ultrasound of the head and neck may be indicated in patients with
suspected recurrence in order to justify further action.

Biopsy and histopathology
Recommendations/statements GR

The tissue must be taken from the tumor margin, thus providing a A
representative sample.

The pathologist must be provided with any clinically relevant information.

If the result is inconclusive, the biopsy must be repeated.

The pathologist should be consulted prior to repeating the biopsy.

The histopathological result must include:

Tumor localization, macroscopic tumor size, histological tumor type as per
WHO, histological tumor grade, depth of invasion, lymphatic, vascular and
perineural invasion, locally infiltrated structures, pT classification, details of
affected areas and infiltrated structures, R status.

To avoid a positive resection margin (which is associated with a poorer
prognosis), frozen sections taken intraoperatively may be useful.

For histology, the distance from the margin of the resected tissue to the
primary tumor in the formalin-fixed specimen should be a minimum of 3-5
mm.

A distance of 10 mm from the palpable tumor margin should be taken as a
guide for resection.

For discussion with the clinician, the histopathological findings must
describe the exact localization of any existing R+ status.

The anatomical topography must be clearly indicated when sending the
tumor specimen to the pathologist. This may be done with suture markers
or color-coding.

LoE Sources

3 SIGN: (48)
de novo:
(49-51)

GCP

3 SIGN: (52,
53)
de novo:
(54)

GCP

LoE Sources

2++ SIGN: (55-
72)

GCP

GCP

GCP
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2.7 Treatment recommendations

No.

29.

2.7.

No.

30.

31.

32.

33.

2.8.

No.

34.

35.

36

Recommendations/statements GR

The histopathological findings from a neck dissection specimen must A
describe the side of the neck, type of neck dissection, eliminated levels,

total number of lymph nodes plus number of lymph nodes affected, level of

the affected lymph nodes, diameter of the largest affected lymph node,
additionally removed structures and, if present, extracapsular spread.

Treatment recom mendations
Recommendations/statements GR

Oral cavity carcinoma must be treated on an interdisciplinary basis after
discussion of the case in question by a tumor board, comprising the
specialist disciplines of oral and maxillofacial surgery, ENT, radiotherapy,
oncology, pathology and radiology.

The patient must be kept fully informed about his condition, the treatment
options and consequences.

Patients with carcinoma of the oral cavity should be examined by an B
experienced dental practitioner to ascertain their dental status prior to
commencing treatment.

Provided the patient's general condition permits and the oral cavity B
carcinoma may be curatively resected, surgery should be performed and if
possible combined with immediate reconstruction. Postoperative treatment
should also be undertaken in advanced cancers.

Surgery as treatment fOI’ primary cancer
Recommendations/statements GR

The treatment for oral cavity carcinoma must take the patient's individual A
situation into account. The decision to perform surgery must be made on

the basis of the ability to achieve tumor-free resection margins and
postoperative quality of life.

In case of a microscopic residual tumor (failed RO resection), targeted B
follow-up resection should ensue with the aim of improving the patient's
prognosis.

Continuity of the mandible should be preserved on tumor resection, B
provided no radiological or intraoperative evidence has been found of
tumor invasion of the bone.

LoE Sources

2++ SIGN: (14,
56, 73-79)

LoE Sources

GCpP

GCP

3 SIGN: (80,
81)

3 SIGN: (82-
85)

LoE Sources

3 SIGN: (69,
86-92)

3 SIGN: (68)

3 SIGN: (93-
95)
de novo:
(96-98)
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2.9 Cervical lymph node dissection 15

2.9. Cervical lymph node dissection
No. Recommendations/statements GR LoE Sources
37. Occult metastases in the cervical lymph nodes are found in 20% - 40% of ST 3 SIGN: (56,
cases of oral cavity carcinoma, almost always affecting levels I-1ll, but very 99-113)

rarely level V.

38. If the lymph node status is clinically negative (cNO), then the results of ST 3 SIGN: (100,
selective neck dissection (level I-lll) will not differ from those of modified 112, 114-
radical or radical neck dissection. 122)
39. In patients with a clinically negative lymph node status (cNO), elective neck A 3 SIGN: (112,
dissection must be performed irrespective of T category. 123-130)
de novo:
(131, 132)

In accordance with the widely accepted Robbins classification, a distinction is made between
the following six lymph node levels which can be removed by neck dissection (see Annex 2)

(133):
Level Description Anatomical landmarks
IA and Submental nodes and Ventral and
IB submandibular nodes dorsal to anterior belly of digastric muscles
Il A and Upper jugular lymph node group Ventral and dorsal to
IIB jugular vein
] Middle jugular lymph node group From hyoid bone to cricothyroid membrane
\% Lower jugular lymph node group From cricothyroid membrane to clavicle
VA and Posterior cervical triangle Between SCM and trapezius
VB above and below the omohyoid
v Anterior pretracheal lymph node group From hyoid to jugulum
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2.10 Reconstruction 16

No.

40.

41.

42.

43.

2.10.

No.

44,

45.

Depending on the intention, the neck dissection may be termed elective (prophylactic) in the
presence of a c¢NO finding if there is a suspicion of one or more lymph node metastases
based on prior clinical and radiological screening. The extent of neck dissection varies, and is
differentiated as follows (55)(133):

Radical neck dissection Resection of level |-V with sacrifice of accessory
nerve, jugular vein and sternocleidomastoid muscle

Modified radical neck dissection Resection of level |-V while preserving one or more
of the non-lymphatic structures

Selective neck dissection Resection of fewer levels than I-V; as a rule,
removal of level I-lll for oral cavity carcinoma
Extended neck dissection Resection or removal of additional lymph node

groups or non-lymphatic structures

Recommendations/statements GR LoE Sources
Preservation of the accessory nerve on neck dissection results in improved ST 3 de novo:
quality of life. (134, 135)
The outcome of modified radical neck dissection may, in selected cases ST 3 SIGN: (119,
where metastasis has already occurred, be equivalent to radical neck 136-141)
dissection. de novo:
(142-144)
The outcome of selective neck dissection (level I-1ll) combined with ST 3 SIGN: (145,
postoperative radiochemotherapy may, in selected cases where lymph node 146)
metastasis has already occurred, be equivalent to modified radical neck de novo:
dissection with postoperative radiotherapy. 147)
If there is a clinical suspicion of lymph node involvement (cN+) the cervical A 3 SIGN: (103,
lymph nodes must be appropriately removed, as a rule by means of 119,121,
modified radical neck dissection. 136-141)
de novo:
(142-144)
Reconstruction
Recommendations/statements GR LoE Sources
Reconstructive measures must basically form part of a surgical concept. A 3 SIGN: (148-
When planning reconstruction, consideration must be given to the entire 150)

oncological scenario. The anticipated functional or esthetic improvement
must justify the efforts involved in reconstruction.

Reconstruction of the oral cavity using microsurgical anastomosis is an ST 3 SIGN: (148-
established procedure. In many cases, microvascular tissue transfer is 158)
already indicated in association with tumor resection so as to safely cover

the defect.
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2.11 Radiotherapy 17

2.11.
No.

46.

47.

2.12.

No.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

Radiotherapy

Recommendations/statements GR LoE Sources
Interruption to radiotherapy will be detrimental to tumor control and so A 2+ SIGN: (159-
must be avoided. 161)

If primary percutaneous irradiation is used alone, fractionation should be

modified (hyperfractionation/acceleration). GEs

Radiotherapy combined with chemotherapy

Recommendations/statements GR LoE Sources
Neoadjuvant or adjuvant chemotherapy for squamous cell carcinoma of the ST 1++ SIGN: (162-
oral cavity, combined with surgery, does not have a positive effect. 164)

In concurrent primary radiochemotherapy, chemotherapy should include

. . I . . : GCP
cisplatin or a combination containing cisplatin.
Patients with advanced, inoperable and non-metastatic oral cavity A 1++ SIGN: (162,
carcinoma, especially those aged 70 or under, must preferably be 163)

administered primary radiochemotherapy rather than radiotherapy alone.

Radiochemotherapy must only be performed at facilities in which
radiotherapy- or chemotherapy-induced acute toxicities can be diagnosed GCP
and adequately treated.

A combination of radiotherapy with cetuximab may be administered as an

alternative to radiochemotherapy. CCP
Postoperative radiotherapy or radiochemotherapy must be performed for A 1++ SIGN: (117,
advanced T categories (T3/T4), close or positive resection margins, 165-171)
perineural invasion, vascular invasion and/or lymph node involvement.

Postoperative radiotherapy must be fractionated conventionally and A 1++ SIGN: (169-
constitute 54-60 Gy in 27-30 fractions over 5.5-6 weeks for an average risk, 172)

and 66 Gy in 33 fractions over 6.5 weeks for tumors with an increased risk

of recurrence.

Postoperative radiotherapy should be commenced as early as possible and B 24+ SIGN: (173,
be completed within a maximum of 11 weeks after surgery. 174)

If radiotherapy is indicated, patients with increased histopathologic risk B 2++ SIGN: (169-
criteria for tumor recurrence (resection margin <5 mm and/or 171, 175-
extracapsular tumor growth) after tumor resection should receive adjuvant 177)
treatment in the form of radiochemotherapy with cisplatin.

Patients with small but accessible tumors (T1/T2) in the oral cavity may be 0 3 SIGN: (178-
treated in selected cases with interstitial brachytherapy. 181)
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2.13 Prevention and management of radiation-induced side effects 18
2.13. Prevention and management of radiation-induced
side effects

No. Recommendations/statements GR LoE Sources

58. There is evidence to suggest that the frequency and severity of radiation- ST 3 SIGN: (182)
induced xerostomia can be reduced by intensity-modulated radiotherapy
(IMRT).

59. Patients undergoing irradiation for carcinoma of the oral cavity must be

) . : GCP
provided with optimal dental and oral health care.

60. Patients must undergo a dental examination and if necessary preservative
and/or surgical restoration of the teeth prior to radio/radiochemotherapy GCpP
of the oral cavity in order to avoid osteoradionecrosis.

61. When starting radiotherapy of the oral cavity a fluoride gel tray, and spacer GCp
if necessary, must be prepared.

62. Patients having undergone irradiation for carcinoma of the oral cavity B 1+ SIGN: (183,
should be offered oral pilocarpine three times daily if there is evidence of 184)
residual salivary gland function, provided there are no contraindications.

2.14. Management of locoregional recurrence

No. Recommendations/statements GR LoE Sources

63. Salvage surgery should be considered in any patient with a resectable B 3 SIGN: (185,
locoregional recurrence having previously undergone radiotherapy or 186)
surgery. The procedure should only be performed by an experienced
surgical team with adequate experience of reconstructive techniques at a
facility that offers suitable intensive care support.

64. Re-irradiation, possibly of a curative nature, should be considered in any B 3 SIGN: (187-
patient with a non-resectable locoregional recurrence having already 192)

undergone irradiation. Irradiation should take place only at facilities with
adequate expertise and ideally as part of a clinical therapeutic study.
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2.15 Palliative care and palliative medicine

2.15.
No.

65.

66.

67.

2.16.

2.16.1.

No.

68.

2.16.2.

No.

69.

70.

Palliative care and palliative medicine

Recommendations/statements

Patients with incurable cancer but of good general health and fitness must
be scheduled for palliative platinum-based chemotherapy combined with
cetuximab. Consideration should be given to monotherapy in patients
whose general health is diminished. Excessive toxicity from combined
chemotherapy should be avoided.

Palliative radiotherapy may be considered in patients with incurable
carcinoma of the oral cavity.

With a view to improving tumor-associated complications, palliative surgery
and/or radiological interventions may be considered in patients with
incurable carcinoma of the oral cavity.

Follow-up and rehabilitation

Follow-up
Recommendations/statements

The maximum follow-up intervals, even if the patient is free of symptoms,
should be 3 months in the first and second year, and 6 months in the third
to fifth year. An individually structured follow-up schedule should be
devised for each patient. The quality of life of the patients should be
surveyed periodically. After five years, standard early screening measures
should be undertaken.

Functional masticatory rehabilitation
Recommendations/statements

In patients having undergone surgery and/or irradiation for carcinoma of
the oral cavity, the masticatory function should be restored with the help of
functional masticatory rehabilitation, using implants or conventional
prosthetics. The patients should also undergo routine dental check-ups.
Dental surgery in such patients should be performed by colleagues with
experience of such pathologies.

Infected osteoradionecrosis of the jaw is a serious treatment complication.
There is no evidence that hyperbaric oxygen therapy alone is effective as
prophylaxis or treatment for such a complication. Hyperbaric oxygen
therapy may be useful in combination with surgical interventions for
prophylaxis or treatment of osteoradionecrosis.

GR

GR

GR

ST

LoE Sources
GCP
3 SIGN: (193)
3 SIGN: (194-
199)
LoE Sources
GCP
LoE Sources
3 SIGN: (80,
81, 200-
203)
3 SIGN: (109,
204-209)
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2.16 Follow-up and rehabilitation

2.16.3. Speech and swallowing rehabilitation
No. Recommendations/statements GR
71. Patients with difficulties chewing, speaking and swallowing should be B

provided with appropriate functional therapy. The patients should be
introduced to suitably qualified therapists prior to commencing treatment if
the scheduled surgical or conservative procedures are likely to cause
difficulties with chewing, swallowing and/or speech.

72. Patients with dysphagia should undergo appropriate diagnostic procedures, B
eg high-frequency contrast-enhanced fluoroscopy or fiber-optic endoscopy.

73. Patients having difficulty eating and speaking due to carcinoma of the oral B
cavity and/or undergoing radio/radiochemotherapy should have access to
logopedists with experience of such pathologies before, during and after
treatment.

2.16.4. Nutritional therapy

No. Recommendations/statements GR
74. Patients who due to the cancer or treatment are at risk of malnutrition B
should receive early professional dietary counseling and nutritional
therapy.
2.16.5. Psychosocial counseling and support
No. Recommendations/statements GR
75. Patients with carcinoma of the oral cavity must be offered psychosocial

support from a social worker.

76. To guarantee the continuity of psycho-oncological support after
hospitalized treatment, patients with oral cavity carcinoma must be
informed about the continued outpatient follow-up care available (cancer
advisory bodies, practicing psychotherapists, self-help groups, social
counseling).

LoE

2+

2+

2+

LoE

2+

LoE

20

Sources

SIGN: (210-
215)

SIGN: (213,
214)

SIGN: (216)

Sources

SIGN: (217-
222)

Sources

GCP

GCP
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Quality indicators

Ql No.

Quality Indicators

21

Quality indicators derived from the strong (A) recommendations of this guideline and
based on standardized methodology, can be found in the full-length version of this

guideline.

Numerator/denominator

N:

Number of patients undergoing ENT examination to
rule out synchronous secondary tumors.

D:

All patients with primary diagnosis of oral cavity
carcinoma.

N:
Number of patients undergoing a CT or MRI scan of the

region from the base of the skull to the upper thoracic
aperture for N classification.

D:
All patients with oral cavity carcinoma.

N:

Number of patients undergoing chest CT to rule out
pulmonary involvement (metastasis, secondary
carcinoma).

D:

All patients with oral cavity carcinoma stage Il + IV.

N:

Number of patients in whom the histopathological
finding is documented as follows: tumor localization,
macroscopic tumor size, histological tumor type as per
WHO, histological tumor grade, depth of invasion,
lymphatic, vascular and perineural invasion, locally
infiltrated structures, pT classification, details of
affected areas and infiltrated structures, R status.

D:
All patients with oral cavity carcinoma undergoing
surgery.

N:

Number of patients undergoing interdisciplinary
treatment as agreed by a tumor board, comprising the
specialist disciplines of oral and maxillofacial surgery,
ENT, radiotherapy, oncology, pathology and radiology.

D:
All patients with oral cavity carcinoma.

N:

Number of
dissection.
D:

All patients with oral cavity carcinoma and cNO of any
T category.

patients undergoing elective neck

Reference
Recommendation

No. 8

No. 17

No. 21

No. 28

No. 30

No. 39

Sources

GCP

Guideline
adaptation
SIGN: (13, 27);

de novo: (28-32)

Guideline
adaptation
SIGN: (48);

de novo: (49-51)

Guideline
adaptation
SIGN:(55-72)

GCP

Guideline
adaptation
SIGN: (112, 123-
130)

de novo: (131, 132)
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Quality indicators

Ql No.

10.

Numerator/denominator

N:

Number of patients whose radiotherapy is not
interrupted.

D:

All patients with oral cavity carcinoma undergoing
radiotherapy.

N:

Number of patients undergoing postoperative
radiotherapy or radiochemotherapy.

D:

All patients with T3/T4, close or positive resection
margins, perineural or vascular invasion, or LN+.

N:

Number of patients undergoing dental examination
prior to commencing radiotherapy or
radiochemotherapy.

D:

All patients with oral cavity carcinoma undergoing
postoperative radiotherapy or radiochemotherapy.

N:

Number of patients with documented offer of
psychosocial support from a social worker.

D:

All patients with oral cavity carcinoma.

Reference
Recommendation

No. 46

No. 53

No. 60

No. 75

Sources

Guideline
adaptation
SIGN: (159-161)

Guideline
adaptation

SIGN: (117, 165-

171)

GCP

GCP
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