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1.

Multidisciplinary team adjunctive service3 +x pain
management - Supportive service# +x Physical therapy
(lymphedema management) -

HPV(+) 4 8 #- & £ T1-2,NO » 73 % TO-2,NO -
F7HHPV(-): cT1-2, NO-14¢5 > pNO # adverse
features—> Follow up - pN1:& adverse features—> consider
RT - Footnote#7#:5 T1-T2 primary tumord&iz @ e 3
adequate margin_® s adverse features - ¥ 34 {7 staged
contralateral ND 12 % ¢, RT ° |+ &g ertumor ¥ pNO-1&
adverse features > ¥ observation -

£ 4HPV(-),T1-4aN2-3% *‘,ﬁ% N2a-b,N3rz 2 N2c¥ ¥ _F
W RIND s f i A2 4 0 @ 2 primary site & 2 3k
AT AR RIND -

$-$HPV(+), TO-2,NO » = jheio 22 3R AL e ip] 2 B iR
ND > s & & fp RIND2 F fERIND -

#-$HPV(+), TO-2,N1 (single node >3 cm, or 2 or more
ipsilateral nodes <6 cm), or T0-2,N2 or T3,NO-2 #3 *4 1/
H pINO-3r2 2 FERIN2-3% 1743 i RIND 5 e 42
24 o @ H_primary site 3 £33k A_F A RIND o
&-¥tInitial M1 ¥ PS3 » 73 single-agent systemic therapy e
4+¥fRecurrent or persistent disease with M1 » =2 NGS -
CCRT/RT s 7 response » * 8-12wks{s Imaging positive >
¥ WPET(=12wk) » & Jﬁ ND(if confirmed
residual/persistent/progression) -

Global Changes

182 22 J 3+ /5 “Fem it - Proton therapy may be considered when
photon-based therapy causes compromise of standard radiation dosing
to tumor or postoperative volumes

2.:1%riz 27 flmage-guided (US or CT) needle biopsy of cystic neck
nodes # +r For unresectable or metastatic disease where there is a
plan for systemic therapy,a core biopsy would allow for ancillary
immune-genomic testing.

3.0ral UFUR(2#BID or 1#TID)* i% 5 B~ it iv-formed 5-FUz_ 3 i %
P

4. Nutrition support/& &£ % & % i ¥ % (NG, PEG)

ORPHPV-3

1. #1C followed by RT or CRT i 232 %rA7H $13% B $HICiL 3 F
Reehgs & o SV LA - s R iE R

ORPH-A(2-1)
1.2 sc i 'J% altered fractionation ¢ # 4 CRT /¢ &) (€% o if
ORPH-A(2-2)

1. 2 PTV, low to intermediate riskawi} :z: 373 4-4+pl6 (HPV)-
positive © sl s 4 B § 3 AZ B4 1 positive LNs, 2 827 7% {8 0T 1-
T2 margin = negative 2t #_close margins (<3 mm), &¥ & 2L g8 N1
N2% <1l mm ENE » ¥ 11 ¥ g #-RT#| £ *% F'¥ 1 50Gy
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# oo ORPHPV-1, ORPHPV-2, ORPHPV-3, ORPHPV-4,

and ORPH-A 2-2i3 zx3x%r

1. & Adverse pathologic featuresxu#-close margins 2
¢z % close margins (<3 mm)

ORPHPV-2, ORPHPV-313 sz 31%r

£-4+pl6 (HPV)-positive T vm}%ﬁﬁ:)}% Ak S R AZIE
4 IL% positive LNs, &% §_*» '*f s eT1-T2 margin &
negative & £_close margins (<3 mm), &% & L g8 e
N1-N273 <1 mm e3ENE » # 1 J’ﬁgi&RTmﬂJﬂ Eav
250Gy




Oropharyngeal (P16 negative) cancer
Clinical staaing AJCC 8th

Oropharyngeal (p16 negative) cancer TNM clinical staging AJCC UICC 8th edi

Primary tumor (T)

T category T criteria
TX Primary tumor cannot be assessed
Tis Carcinoma in situ Distant metastasis (M)
Ti Tumor 2 cm or smaller in greatest dimension M category M criteria
T2 Tumor larger than 2 cm but not larger than 4 cm in greatest dimension MO No distant metastasis
T3 Tumor larger than 4 cm in greatest dimension or extension te lingual surface of epiglottis M1 Distant metastasis
T4 Moderately advanced or very advanced local disease Prognostic stage groups
Taa Mederately advanced local disease. When T is... And N is... And M is... Then the stage group is...
Tumor invades the larynx, extrinsic muscle of tongue, medial pterygoid, hard palate, or mandible.* Tis NO MO 0
T4b Very advanced local disease. T NO Mo I
Tumor invades lateral pterygeid muscle, pterygoid plates, lateral nasopharynx, or skull base or encases carotid T2 NO MO it
artery. T3 NO MO 11
* Mucosal extension to lingual surface of epiglottis from primary tumors of the base of the tongue and vallecula does not constitute invasion of the T1,7T2, T3 N1 MO I
larynx.
T4a NO, N1 Mo VA
Regional lymph nodes (N) TL, T2, T3, T4a N2 Mo VA
Clinical N (cN) Any T N3 MO VB
N category N criteria T4b Any N Mo VB
NX Regional lymph nodes cannot be assessed Any T Any N Mt tve
NO No regional lymph node metastasis TNM: tumor, node, metastasis; AJCC: American Joint Committee on Cancer; UICC: Union for International Cancer Control; ENE: extranodal extension.
N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(-)
N2 Metastasis in a single ipsilateral ncde larger than 3 cm but net larger than 6 cm in greatest dimension and ENE(-);
or

Metastases in multiple ipsilateral lymph nodes, none larger than & cm in greatest dimension and ENE(-); or
In bilateral or contralateral lymph nodes, none larger than 6 cm in greatest dimension and ENE(-)

N2a Metastasis in a single ipsilateral nede larger than 3 cm but net larger than 6 cm in greatest dimension and ENE(-)
N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and ENE(-)
N2c Metastases in bilateral or contralateral lymph nodes, nene larger than 6 cm in greatest dimension and ENE(-)

N3 Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-); or

Metastasis in any node(s) and clinically overt ENE(+)
N3a Metastasis in a lymph node larger than & cm in greatest dimensicn and ENE(-)
N3b Metastasis in any node(s) and clinically overt ENE(+)

NOTE: A designation of "U" or "L" may be used for any N category to indicate metastasis above the lower berder of the cricoid (U) or below the lower
border of the cricoid (L).
Similarly, clinical and pathological ENE should be recorded as ENE(-) or ENE(+).




Oropharyngeal (P16 negative) cancer

Pathological staging AJCC 8th

Oropharyngeal (p16 negative) cancer TNM pathologic staging AJCC UICC 8th edition

Primary tumor (T)

T category T criteria
™ Primary tumor cannot be assessed
Tis Carcinoma in situ
T1 Tumor 2 cm or smaller in greatest dimension
T2 Tumor larger than 2 cm but not larger than 4 cm in greatest dimension
T3 Tumor larger than 4 cm in greatest dimension or extension to lingual surface of epiglottis
T4 Moderately advanced or very advanced local disease
T4a Moderately advanced local disease.
Tumor invades the larynx, extrinsic muscle of tongue, medial pterygoid, hard palate, or mandible.*
Tab Very advanced local disease.

Tumor invades lateral pterygoid muscle, pterygoid plates, lateral nasopharynx, or skull base or encases carotid artery.

* Mucosal extension to lingual surface of epiglottis from primary tumeors of the base of the tongue and vallecula does not constitute invasion of the larynx.

Regional lymph nodes (N)

Pathological N (pN)

N category

N criteria

NX
NO
N1
N2

N2b
N2c
N3

N3a

N3b

Regional lymph nodes cannot be assessed
No regional lymph node metastasis
Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(-)

Metastasis in a single ipsilateral lymph nede, 3 cm er smaller in greatest dimension and ENE(+); or

Larger than 3 cm but not larger than & cm in greatest dimension and ENE(-); or

Metastases in multiple ipsilateral lymph nodes, none larger than & cm in greatest dimension and ENE(-); or
In bilateral or contralateral lymph node(s), none larger than & cm in greatest dimension and ENE(-)

Metastasis in single ipsilateral node 3 cm or smaller in greatest dimension and ENE(+); or

A single ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(-)
Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and ENE(-)

Metastases in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension and ENE(-)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-); or
In a single ipsilateral nede larger than 3 cm in greatest dimension and ENE(+); or
Multiple ipsilateral, contralateral, or bilateral nodes, any with ENE(+); or

A single contralateral node of any size and ENE(+)

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(-)

Metastasis in a single ipsilateral node larger than 3 cm in greatest dimension and ENE(+); or
Multiple ipsilateral, contralateral or bilateral nodes, any with ENE(+); or
A single contralateral node of any size and ENE(+)

NOTE: A designation of "U" or "L" may be used for any N category to indicate metastasis above the lower border of the cricoid (U) or below the lower

border of the cricoid (L)

Similarly, clinical and pathological ENE should be recorded as ENE(-) or ENE(+).

Distant metastasis (M)

M category

M criteria

MO
M1

No distant metastasis

Distant metastasis

Prognostic stage groups

When Tis... And N is... And M is... Then the stage group is...
Tis NO Mo 0
T NO Mo I
T NO Mo bid
T3 NO Mo m
TL T2, T3 NI Mo bis
Taa NO, N1 Mo A
T1, T2, T3, T42 N2 Mo A
Any T N3 Mo B
Tab Any N Mo B
Any T Any N ML we

TNM: tumor, node, metastasis; AJCC: American Joint Committee on Cancer; UICC: Union for International Cancer Control; ENE: extranodal extension.




Oropharyngeal (P16 positive) cancer Clinical
&Pathological staging AJCC 8th

HPV related oropharyngeal carcinoma TNM pathologic staging AJCC UICC

HPV-related oropharyngeal carcinoma TNM clinical staging AJCC UICC 8th -
8th edition

edition
Primary tumor (T) Primary tumor (T)
T category T criteria T category T criteria
TO No primary identified TO No primary identified
T1 Tumer 2 cm or smaller in greatest dimension T1 Tumor 2 cm or smaller in greatest dimension
T2 Tumor larger than 2 cm but not larger than 4 cm in greatest dimension T2 Tumor larger than 2 cm but not larger than 4 cm in greatest dimension
T3 Tumor larger than 4 cm in greatest dimension or extension to lingual surface of T3 Tumor larger than 4 cm in greatest dimension or extension to lingual surface
epiglottis
of epiglottis
T4 Moderately advanced local disease. ~
T4 Moderately advanced local disease.

Tumer invades the larynx, extrinsic muscle of tongue, medial pterygoid, hard

palate, or mandible or beyond.* Tumor invades the larynx, extrinsic muscle of tongue, medial pterygoid, hard

palate, or mandible or beyond.*
* Mucosal extension to lingual surface of epiglottis from primary tumoers of the base of the tongue and

vallecula does not constitute invasion of the larynx. * Mucosal extension to lingual surface of epiglottis from primary tumors of the base of the tongue and
vallecula does not constitute invasion of the larynx.

Regional lymph nodes (N) - Clinical N (cN)

Regional lymph nodes (N) - Pathological N (pN)

N category N criteria
NX Regional lymph nodes cannct be assessed Dlcategony 1 s
NO No regicnal lymph node metastasis NX Regional lymph nodes cannot be assessed
N1 One or more ipsilateral lymph nodes, none larger than 6 cm pNO No regional lymph node metastasis
N2 Contralateral or bilateral lymph nodes, none larger than 6 cm pN1 Metastasis in four or fewer lymph nodes
N3 Lymph node(s) larger than 6 cm pN2 Metastasis in more than four lymph nodes
Distant metastasis (M) Distant metastasis (M)
M category M criteria M category M criteria
Mo Ne distant metastasis Mo No distant metastasis
M Distant metastasis M1 Distant metastasis

Prognostic stage groups - Clinical - N
Prognostic stage groups - Pathological

When T is... And N is... And M is... Then the stage group
iSen. When T is... And N is... And M is... Then the stage
roup is...

TO, T1, or T2 NO or N1 MO I d B

To, T1, or T2 N2 MO It TO, T1, 0r 72 NO, N1 MO I

T2 NO, N1, or N2 Ma I TO, T1, or 72 N2 Ma I

T0, T1, T2, T3, 0r T4 | N3 MO 111 T3orT4 NO, N1 MO I

T4 NO, N1, N2, or N3 M0 111 T3 or T4 N2 MO 111

Any T Any N M1 v Any T Any N M1 v

HPV: human papillomavirus; TNM: tumer, node, metastasis; AJCC: American Joint Committee on Cancer; HPV: human papillomavirus; TNM: tumor, node, metastasis; AJCC: American Joint Committee on

VICC: Unien for International Cancer Control. Cancer; UICC: Union for International Cancer Control.




Carcinoma of Oropharynx
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]

WORK-UP

* History & PE
* Biopsy & Pathology
* Image

- MRI w/ and w/o contrast
and/or CT w/ contrast of H&N* or
PET

—->WBBS (if PET/CT not done)/
Abd. Sono/ CXR

- 1 Chest CT* (if PET/CT not
done)

- 1 Neck sono

- 1 EUA with endoscopy/ PES
* Dental evaluation

- Panorex * teeth extraction
» Multidisciplinary consultation

(£ Fertility/reproductive,
smoking cessation)

T Swallowing evaluation
» Screening for HBV/HCV

* p16 status
(B EHA R IAE R~ T 2R )

STAGING &
TREATMENT
« (P16-)[T1-2, NO-1, MO]
#f 5. Page 2
- (P16-)[T3-4a, NO-1, MO]
i1/, Page 3
- (P16-)[T1-4a, N2-3, MO]
i1 5. Page 3

(P16+)[T0-2, NO-1, MO]
(single node=<3cm)

=+ Page 4

* (P16+)[T0-2, N1-2, MQ]
(single node>3cm, 2 or more

NO-2, MO]
#f 7 Page 5
* (P16+)[T0-3,N3, MO] or [T4,
NO-3, MO]
#f i Page 5
* Tonsil Page 6
* Very advanced stage

af5i Page 7, 8

ipsilateral nodes<=6cm) or [T3,

FOLLOW-UP

* [Post-Tx within 3-6 months]
- Baseline MRl or CT (PET)
- Every 1-2 months: PE

* [2nd year after Tx]

- Every 2-3 months: PE

* [ 3-5 years after Tx]

- Every 4-8 months: PE

[ 5 years after Tx]

- Every 12 months: PE

» Every year:

H & N MRI or CT, CxR, Bone scan &
Abd. Sono, Neck Sono, PES, £ TSH -
free T4(if RT, 6-12 months) as
clinically indicated

(AM cortisol, GH, free T4, prolactin,
IGF-2, LH, FSH, ACTH, TSH,
testosterone levels if RT to the skull
base)




Carcinoma of Oropharynx(P16-)
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Clinical T1-2,
NO-1, MO

Pathological features

Adjuvant management

Resection of

primary + ND,
unil. or bil.#

\4

+ Induction=3 CT

™ pN1 and adverse features (-)

Primary treatment Complete clinical response — Follow-up
Definitive RT or CCRT(T1-2 ,N1 only) Residual disease » Surgery
+ PNO and adverse features (-) > Follow-up

Extranodal extension
* positive margin

—>|

\ 4

Consider RT=! or

Follow-up (if high quality ND¥€)

\ 4

CRT#12

N Adverse

\ 4

Positive margin

\ 4

Re-resection, or RT, or CRT #-2

features(+)

- Other adverse features

RT or CRT#L2

# fkprimary site[ff & * & T1-T2 primary tumorigiT h4R{H 75 adequate margin H f&adverse features » B[¥&fTstaged
contralateral NDLUEESRRT - {HHEEHZERItumor B pNO-14&adverse features » B] BLobservation o
* Adverse features : Extranodal extension, positive or close margins, pT3 or pT4 primary, N2 or N3 nodal disease, nodal

disease in levels IV or V, perineural invasion, vascular embolism lymphatic invasion

€ lymph node yield >18




Carcinoma of Oropharynx(P16-)
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Clinical T3-4a, NO-1, MO

T1-4a, N2-3, MO

Primary treatment

CRT or RT&!L2

+ Induction=3 CT [

Pathological features

Adjuvant Management

Complete clinical response

\ 4

Follow-up

Residual disease

Surgery if operable

L

See page 7 if inoperable

Adverse features*(-)

\ 4

RTEL

-
N Re_zsection of

primary, ND, R

unil. or bil.# i

N

Extranodal extension *
positive margin

CRT or RT#1-2

Other adverse features

RT or CRT&L2

# Neck dissection level 32 ¥ g g % cN status % primary sitem T_
* Adverse features : Extranodal extension, positive or close margins, pT3 or pT4 primary, N2 or
N3 nodal disease, nodal disease in levels IV or V, perineural invasion, vascular embolism

lymphatic invasion




Carcinoma of Oropharynx (P16+)
SilEsE R AEERE FEIR2 ST | Ver.l B2THY 2024.05.29 Page 4 (Ref. 1,2)

Clinical TO-2, NO-1, MO

(single node<=3cm)

Pathological features Adjuvant management
Primary treatment ™ Complete clinical response —»{ Follow-up
Definitive RT or CRT(N1) » Residual disease » Surgery
-~ Adverse features*(-) »{ Follow-up
Resection of A
+ Induction®3 CT t—»{ Primary £ ND, > Extran_o_dal extensmn > CRT=2 or RT
unil. or bil # t positive margin
Re-resection, or CRT or
| Positive margin » RTEEL-2
> Other adverse features > RT€ or CRT=12
#{kprimary site[fj £

* Adverse features : Extranodal extension, positive or close margins(<3 mm), pT3 or pT4 primary, one positive node >3 cm or
multiple positive nodes, nodal disease in levels IV or V, perineural invasion, lymphovascular invasion

€ A i 4{Epositive LNs, 22V #ZAYT1-T2 margin fynegative = Zclose margins (<3 mm),= 2 IFE#EAIN1I-N2/5<1 mm
FIENE » A] D5 FE R RT AT R[S 250Gy



Carcinoma of Oropharynx (P16+)
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: ' Adjuvant Management
Primary treatment Pathological features J g

\ 4

™ Complete clinical response Follow-up

Surgery if operable

» Residual disease {

CRT or RT&12 [ See page 7 if inoperable

»| Adverse features*(-) Follow-up or RT

\ 4

+ Induction=3 CT [

. i +
|| Resection ot |],| Extranodal extension * [ CRT or RTHL2
primary, ND, positive margin
unil. or bil . #
| Other adverse features o RT€ or CRT#12

# Neck dissection level R EEEE({H{{ccN status Kz primary site[f & (LA 2 EHC 2 A [ FERFE A Tl o] LLE— () &)

* Adverse features : Extranodal extension, positive or close margins(<3 mm), pT3 or pT4 primary, one positive node >3 cm
or multiple positive nodes, nodal disease in levels IV or V, perineural invasion, lymphovascular invasion

€% N iR A{Epositive LNs, 5 2 V#ZEAYT1-T2 margin fynegativesi&close margins (<3 mm), 527 FEEEAIN1I-N25<1
mm HJENE - w] DL & R RT A2 %% 250Gy



Carcinoma of Oropharynx(VGHKS Option)
EEE AR B bE B RSeS| Ver 1 (B5THY 2024.05.29 Page 6 (Ref. 1-4)
Clinical any T, any N, for both p16(+) and p16(-)

Primary treatment Response Treatment

_ ] ycT0-2,NO Resection of primary +
Chemoselection=3 | | 1 ND. unil. or bil #
Induction CT ycT1-2,N1-2 ' ' '

) CRT or Surgery amendable
L ycT3-4, anyN or yc anyT, N3 0 TORS" [ TOS®

Pathological features Adjuvant Management

\ 4

p16(-) : CRT=L2%

»| Positive margin

p16(+) :CRTEL2 %

| Free margin, NO

\ 4

OBS or Adjuvant CT&3

B Free margin= LN ég, ENE p16(-) :RT tAdjuvant CT&E3. %
<2, ENE <1mm Pl p16(+) : Adjuvant CTES. %
Free margin LN >3 or p16(-) :RT *Adjuvant CTES. %

=

ENE =2 or ENE =1 mm D16(+) : CRTEL2 %

#Neck dissection level {kprimaryifiz kzcN statusifii & ATransoral Robotic Surgery

<& Transoral Surgery  shamsIE S O REheRBeE RIITRF



Carcinoma of Oropharynx
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Hg” Clinical HB any N or

unresectable primary/nodal

: - : Management
disease or inoperable patient
status
> #¥1-2
PS 0-1 CCRT or RT
* Induction CT=3 + RT or CRT#12
PS 2 » Definite RT=1+ CT=2
PS 3 J Palliative RT=L
—| Single agent palliative CT#&3
» Best supportive care

ECOG Performance Status 0-1%£6
ECOG Performance Status 2
ECOG Performance Status 3



Carcinoma of Oropharynx
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» Clinical trial
Treatment
: », Combination systemic CT#. &4
Consider y
locoregional

treatment based
on primary site

\ 4
\ 4

M1

Single-agent systemic CT#. *. $. &4

algorithms | Surgery or RT or CRT for limited
| metastases#: &2

\ 4

Distant metastases

v

Best supportive care#: *: %

+ Palliative RT or palliative surgery*:$

# ECOG Performance Status 0-1%£6
* ECOG Performance Status 2
$ ECOG Performance Status 3



Carcinoma of Oropharynx
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Principles of Radiotherapy

Definitive Radiotherapy
* Primary and gross adenopathy : 66 - 72 Gy (2.0-2.2 Gy/fraction)
» Low to intermediate risk : 44 - 64 Gy (2.0 Gyl/fractions) in 3D RT, 54- 63 Gy (1.6-1.8

Gyl/fractions)

Postoperative Radiotherapy

* Preferred interval between operation and radiotherapy is < 6 weeks.

* High risk (adverse feature) : 60- 66 Gy (2.0 Gy/fraction)

 Low to intermediate risk : 44 — 64 Gy (2.0 Gyl/fractions) in 3D RT, 54- 63 Gy (1.6-1.8
Gyl/fractions)

» De-escalation to 50 Gy may be considered in patients with p16 (HPV)-positive oropharynx
cancer who have up to 4 positive lymph nodes, T1-T2 resected to negative or close margins
(<3 mm), and/or N1-N2 disease (excluding bilateral disease based on ECOG 3311 criteria)
with <1 mm extranodal extension

CCRT or RT

* RT alone if old age, impaired renal function, poor condition or refused chemotherapy
Palliative RT

* Indicated in : relieve local symptoms, prevent debilitation such as spinal cord compression
and pathological fracture, achieve durable locoregional control.



Carcinoma of Oropharynx

e AR e BEPRS IS5 | Ver. 1 {53TH: 2024.05.29 Page 10 (Ref. 8-12)
Principles of Chemotherapy | Concurrent with RT

Regimen 1: g3w CDDP * Cetuximab#® + RT

«Cisplatin (80-100mg/ m?) g3w during R/T

«Cetuximab(400mg/ m?) loading dose first week, then Cetuximab(250mg/ m?) maintain dose D1 + Cisplatin (80-
100mg/ m?) q3w D2 during R/T

Regimen 2: Weekly CDDP + Cetuximab®® + RT

«Cisplatin (30-40mg/ m?) weekly during R/T

«Cetuximab(400mg/ m?) loading dose first week, and then Cisplatin (30-40mg/ m?) weekly D1 +
Cetuximab(250mg/ m?) maintain dose D2 during R/T

Regimen 3: g3w Carboplatin®=® + Cetuximab®®> + RT

«Carboplatin (AUC x 5mg) q3w during R/T

*Cetuximab(400mg/ m?) loading dose first week, then Cetuximab(250mg/ m?) maintain dose D1 + Carboplatin
(AUC x 5mg) q3w D2 during R/T

Regimen 4: Weekly Cetuximab=5 + RT
«Cetuximab(400mg/ m?) loading dose first week, then Cetuximab(250mg/ m?) maintain dose during RT

Regimen5 : Carboplatin + 5-FU + Hydroxyurea (CCr < 60) + RT
*Carboplatin (AUC x 1.25mg) D1-D4

Fluorouracil (5-FU) (850mg/m?) D1-D4

*Hydroxyurea 1CAP BID D1-D5

Regimen6 : Cisplatin + 5-FU + Hydroxyurea + RT
«Cisplatin(20mg/ m?) D1-D4

Fluorouracil (5-FU) (850mg/m?) D1-D4
*Hydroxyurea 1CAP BID D1-D5



Carcinoma of Oropharynx
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Regimens of Chemotherapy Induction, adjuvant, #ZZ=:2-3cycles

Regimen 1: g3-4 weeks T + P £ Pembrolizumab + F (5-FU or UFUR) £ weekly
Cetuximab=5

«Taxotere(60 mg/ m?) D1

«Cisplatin(60-75 mg/ m?) D1

*Fluorouracil (5-FU) (600-750mg/m?) D2-D5 or UFUR

*Cetuximab (400mg/ m?) loading dose first week, then Cetuximab (250mg/ m?)
maintain dose

*Pembrolizumab(200mg) D1 (if CPS=1)

Regimen 2: 9g3-4 weeks Platinum * F (5-FU or UFUR) * weekly Cetuximab==5

* Cisplatin(80-100mg/ m2) D1 or Cisplatin (20mg/ m2) D1-D5 or Carboplatin (AUC x
5mg) D1

*Fluorouracil (5-FU) (600-1000mg/m?) D2-D5 or UFUR

*Cetuximab(400mg/m?) loading dose first week, then weekly Cetuximab (250mg/ m?)
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Regimens of Chemotherapy Induction, adjuvant, #ZZ=:2-3cycles

Regimen 3: weekly Cetuximab#&>
«Cetuximab (400mg/ m?) loading dose first week, then Cetuximab (250mg/ m?)
maintain dose

Regimen 4: oral Fluorouracil
Ufur cap (tegafur 100mg+uracil 224mg) 2# BID-TID
(Salvage or palliative CTH{E FEi{tiv-formed 5-FU_~ (L g&&47)

Regimen 5: weekly Methotrexate
*Methotrexate (40-60mg/ m?)
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Regimens of Chemotherapy Recurrent, unresectable, metastatic*

Regimen 1 (First line): g3 weeks Pembrolizumab®5 + Platinum + F

* Pembrolizumab(200mg) D1 (if CPS=1)

* Cisplatin(80-100mg/m?) D1 or Cisplatin (20mg/ m?) D1-D5 or Carboplatin (AUC x 5mg) D1
* Fluorouracil (5-FU) (600-1000 mg/m?) D2-D5

Regimen 2 (First line): q3 weeks Pembrolizumab=5
» Pembrolizumab(200mg) D1 (if CPS=1)

Regimen 3 (Subsequent line): q2 weeks Nivolumab=5
* Nivolumab(3mg/kg) D1

Regimen 4 (Subsequent line): g3 weeks Pembrolizumab=>
- Pembrolizumab(200mg) D1 (if disease progression on or after platinum therapy)

Regimen 5: q3-4 weeks T + P * Pembrolizumab =5

*Taxotere(60 mg/ m?) D1
*Cisplatin(60-75 mg/ m?) D1
*Pembrolizumab(200mg) D1 (if CPS=1)

& Recurrent or persistent disease with M1 » Z3%NGS
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Regimens of Chemotherapy Recurrent, unresectable, metastatic*

Regimen 6: 93-4 weeks Platinum * F £ weekly Cetuximab#=>

«Cisplatin(80-100mg/ m?) D1 or Cisplatin (20mg/ m?) D1-D5 or Carboplatin (AUC x 5mg) D1
*Fluorouracil (5-FU) (600-1000 mg/m?) D2-D5

«Cetuximab(400mg/ m?) loading dose first week, then weekly Cetuximab (250mg/ m?)

Regimen 7: 93-4 weeks T * Platinum * weekly Cetuximab#=>

«Taxotere(60 mg/ m?) D1

«Cisplatin(60-75 mg/ m?) D1 or Carboplatin (AUC x 5mg) D1

«Cetuximab(400mg/ m?) loading dose first week, then weekly Cetuximab (250mg/ m?)

Regimen 8: Cisplatin + Epirubicin + 5-FU+ Leucovorin
«Cisplatin (60 mg/ m?) D1

*Epirubicin (50 mg/ m?) D1

*Fluorouracil (5-FU) (2000 mg/m2) D1

Regimen 9: g2 weeks Bevacizumab
*Bevacizumab (200 mg/ m?) D1

Regimen 10: weekly Gemcitabine
*Gemcitabine (1000 mg/m2) D1

*$t¥fRecurrent or persistent disease with M1 » EEENGS
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B B RLGRT
Taxotere
« DHSHENE [ /E SRR H i@l siis 2 SR SE Sl RGeS H A A F o Uk -
- BiCisplatin f5-FU §fH - {E BREH RTINS [B)a%E - FR{HFH VO{ERFIE

Cetuximab
. B@@ﬁiﬁﬂ‘éﬁ%i&éﬁ@ﬁﬁ_ X e PR TR g ~ RS ke Mg B > (3 AR DA
P28 Nt Ry LR - BEKEFIHBEEZAEREH  Hira MGGz — -

1478 = 70 5%

2.Ccr <50ml/min

3.0 Sk (T MR E 25 F500HZ ~ 1000Hz ~ 2000Hz “PH5E 15 K225 43 H)

4 fiEs Atz platinum-based (L& G5
* [REEEFEZ FEGHRE 21958 R/ BRI B SR SRR - HoRE H ¥ cetuximab
ZIREEEH o (ERSFELI8HERIR - FHH R — X FiRWELBEP 5
S -

Carboplatin
* [REZREA (E (CCr < 60) 2 FEMELL EB VIR Z SR B A -
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Pembrolizumab ~ Nivolumab

— 4R SRR Y P 2 SR EE H iAo V)R 2 18 25 1 s 4 (55 = HH s VUHH) BE SH EP &R
ARt R B3 (CPS = 20)

« ZHReHIE RS platinum BEEaFR AR - A ER A DIVE SEEEERS M (55 — IR Y
HH) SESAE SRR A pe N B

AHHSE B cetuximab fEREFE—(ER] - HoaRAR MG~ a4 -

- fre MR

1IR AF BRI BAF(ECOG =1)

2.NYHA (the New York Heart Association) Functional Class | = I
3.GOT<60U/L fzGPT<60U/L » HT-bilirubin<1.5mg/dL ; Creatinine<1.5mg/dL -
H eGFR>60mL/min/1.73m2

4.PD-L1 FH&E—43:CPS=20; —4%:TPS=50%, TC=10%

« FIRHHEFLAL2 H BIR - HEERF TR DL N ER] - mHE s ER S - EYiEE(PD-L1) R 2R
AR ~ WA SRR REF(ECOG = 1) KL EA B DhsE ~ B &KL - 776 I-RECIST EFR Z 25 & Kk
H( it GieE 2 GTHIEAAEEEPET) ~ Sepic i 2 e Bl B aE R - (0 H e ia &R HIH 2
JE¥EETE= (treatment protocol) ©

‘HEER T 12 FHFHE—2K » DL I-RECIST B¢ mRECIST fEAEREE K IE > (i NI RAIGET

| B EE (PR K CRY‘SSEER

I R L(PD)EH IR ~ B EE a2 E8Y A B MER » (S (R

1. B 22 EIRRE (SD) » nIFFEFHIEE 4 H > 10N 4 BREIGEHS > KFTGHEE R PR~ CR & > 151
BB 12 78 - 35155 SD i PD & > [EIZ LR -
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Eastern Cooperative Oncology Group (ECOG) Performance Status
Grade Description Suggestion
0 Normal activity fully ambulatory (f#&5E/R) P IE A AR RS A R BRAR -
Symptoms, but nearly fully ambulatory (5 e
: Tk eeb(T o BaEmE) | N TIDREHR I
Some bed time, but needs to be in bed less
2 than 50% of normal daytime P DA AR RS K7 PRAR o
(i AE IR _EHYBF[E]<50%)
Needs to be in bed more than 50% of normal
3 daytime (%EEELE/\]H%‘FE%>5O%) j?% E/ﬁ%ﬁ{?ﬂ:’ﬂ:%/m
4 Unable to get out of bed (& Hi5¢ 2 EALR) T I EEE B
5 Dead
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