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Oropharyngeal (P16 negative

Primary tumor (T)

Oropharynx (p16-)

T category T criteria
™ Primary tumor cannot be assessed
Tis Carcinoma in situ
T1 Tumar 2 cm ar smzller in greatest dimension
T2 Tumar larger than 2 om but not larger than 4 cm in greatest dimension
T3 Tumar larger than 4 cm in greatest dimension or extension to lingual surface
of epiglattis
T4 Moderately advanced or very advanced local dissase
T4z Moderately advancad local disease.
Tumor invades the larynx, extrinsic musde of tongue, medial pterygoid, hard
palate, or mandible.*
T4b Veary advancad local disease.

Tumiar invades lateral pterygoid musde, pterygaid plates, lateral
nasopharynx, or skull base or encases carotid artery.

* NOTE: Mucosal extension to lingual surface of epiglottis from primary tumers of the base of he
tangus and vallecula doss not constitute invasion of the larynx.

Regional lymph nodes [N}

Clinical N (cN) - Oropharynx (p16-) and hypopharynx

N category N criteria

NX Regional lymph nodes cannot be assessed

NO Mo regional lymph node metastasis

N1 Metastasis in a single ipsilateral lymph nede, 2 cm or smaller in greatest
dimension and ENE(-)

N2 Metastasis in a single ipsilateral node larger than 2 cm but not larger than &
cm in greatest dimension and ENE(-); or metastases in multiple ipsilateral
lymph nodes, none larger than & om in greatest dimension and ENE{-); orin
bilateral or contralateral lymph nodes, none larger than & cm in greatest
dimension and ENE(-)

NZa Metastasis in a single ipsilateral node larger than 3 cm but not larger than &
cm in greatest dimension and ENE(-)

N2b Metastasis in multiple ipsilateral nodes, none larger than & cm in greatest
dimension and ENE(-)

N2c Metastasis in bilateral or contralateral lymph nodes, none larger than & cm in
greatest dimension and ENE(-)

N3 Metastasis in a lymph node larger than & cm in greatest dimension and
ENE(-); or metastasis in any node(s) and clinically owert ENE(+)

N3z Metastasis in a lymph node larger than & cm in greatest dimension and
ENE(-)
NZb Metastasis in any noede(s) and dinically owert ENE({+)

NOTE: A designation of "U" or "L” may be usad for any N category to indicate metastasis above
the lower border of the aicoid (U) or below the lower border of the cricoid (L).
Simiilarly, dinical and pathological ENE should be recorded as ENE(—) or ENE(+).

Distant metastasis (M)

) cancer
Clinical staging AJCC 8th

Oropharyngeal (p16 negative) cancer TNM clinical staging AJCC UICC 2017

Oropharynx (p16-) and hypopharynx

M category M criteria
Mo No distant metastasis
M1 Distant metastasis

Prognostic stage groups

When Tis... And N is... And M is... Then the stage group
I1s...
Tis NO MO 1]
TL NO MO 1
T2 NO MO I
T3 NO MO I
T, T2, T3 Ni MO I
T4a NO, 1 MO VA
T1, T2, T3, T4a N2 MO VA
Amy T Nz MO e
T4b Any N MO e
Amy T Any N M1 wc

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




Oropharyngeal (P16 negative) cancer

Pathological st

Oropharyngeal (p16 negative) cancer TNM pathological staging AJCC UICC 2017

Primary tumor (T)

Oropharynx (p16-)

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 Tumeor larger than 4 cm in greatest dimension or extension te lingual surface
of epiglottis
T4 Moderately advanced or very advanced local dis=ase
T4a Moderately advanced local disease.
Tumer invades the larynx, extrinsic musde of tongue, medial pterygoid, hard
palate, or mandible.*
T4b Vary advanced local disease.
Tumor invades lateral pterygoid musde, pterygoid plates, lateral
nasopharynx, or skull base or encases carotid artery.

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

Regional lymph nodes (N)

Pathological N (pN) - Oropharynx (p16-) and hypopharynx

N category N criteria
NX Regional lymph nodes cannot be assessed
N Mo regional lymph node metastasis
Ni Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest

dimension and ENE(-)

N2 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest
dimension and ENE(+); or larger than 3 cm but not larger than 6 cm in
greatest dimension and ENE{-}; or metastases in multiple ipsilateral lymph
nodes, nane 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(-)

N2a Metastasis in single ipsilateral node 2 cm or smaller in greatest dimension
and ENE(+): or a single ipsilateral node larger than 3 cm but not larger than
& cm in greatest dimension and ENE{-)

N2b Metastasis in multiple ipsilateral nodes, none larger than & cm in greatest
dimension and ENE(-)

N2e Metastasis in bilataral or contralateral lymph noda(s), none larger than 6 cm
in greatest dimension and ENE(-)

N2 Metastasis in a lymph node larger than & cm in greatest dimension and
EME(-): or 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 3 cm or smaller and ENE{+)

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

NzZb Metastasis in a single ipsilateral node larger than 2 cm in greatest dimension

aging AJCC 8th

and ENE{+); or multiple ipsilateral, contralaterzl or bilateral nodes, any with
ENE{+); or a single contralateral nede 3 cm or smaller and ENE(+)
NOTE: A designation of "U" or "L” may be usad for any N category to indicate metastasis above

the lower border of the oricoid (U) or below the lower border of the aicoid (L).
Similarly, clinical and pathological ENE should be recorded as ENE(-) or ENE(+].

Distant metastasis (M)

Oropharynx (p16-) and hypopharynx

M category M criteria
MO No distant metastasis
M1 Distant metastasis
Prognostic stage groups
When Tis... And N is... And M is... Then the stage group
is...
Tis WO MO 0
Ti NO MO 1
T2 NO MO I
T2 NO MO m
T1, T2, T3 N1 MO m
T4a MO, 1 MO VA
T1, T2, T3, T4a N2 MO VA
Any T N2 MO VB
T4b Any N MO B
Any T Any N M1 wC

TNM: tumer, node, metastasis; AJCC: American Joink Committee on Cancer; UICC: Union for International
Cancer Contral; ENE: axtranodal extension.



Oropharyngeal (P16 positive) cancer
Pathological staging AJCC 8th

HPV related oropharyngeal carcinoma THMM clinical staging AJCC UICC 2017

HPV related oropharyngeal carcinoma TMNM pathologic staging AJCC UVICC 2017

Primary tumor (T)

T category T criteria
TO No primary identified
Ti Tumor 2 cm or smaller in greatest dimension
T2 Tumor larger than 2 em but not larger than 4 cm in greatest dimension
T2 Tumor larger than 4 cm in greatest dimension or extension to lingual surface
of epiglottis
T4 Meoderately advanced local disease.

Tumor invadas the larynx, extrinsic musde of tongus, medial pterygoid, hard
palzte, or mandible or beyond.*

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

M category N criteria
X Regienal lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 One or more ipsilateral lymph nodes, none larger than & am
N2 Contralateral or bilateral lymph nodes, nene larger than & cm
N3 Lymph node(s) larger than & cm

Distant metastasis (M)

M category M criteria
Ma Mo distant metastasis
Mi Distant metastasis

Prognostic stage groups - Clinical

When Tis... And N is... And M is... Then the stage group

iSare

TO, T1, ar T2 NO or N1 MO I
TO, T1, or T2 N2 Mo I |
T2 NO, N1, or N2 Mo I |
T0, T1, T2, T3, or T4 N3 MO jini |
T4 MO, N1, N2, or N3 MO jini |
Any T Any N M1 w |

HPY: human papillomavirus; TNM: tumor, node, metastasis; AJCC: American Joint Committes on Cancer;
UICC: Unien for International Cancer Control.

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

Primary tumor (T)

T category T criteria
TO Mo primary identified
Ti Tumar 2 cm or smaller in greatest dimension
T2 Tumar larger than 2 cm but not larger than 4 cm in greatest dimension
T3 Tumar larger than 4 cm in greatest dimension or extension to lingual surface
of epiglottis
T4 Moderately advanced local disease.

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

Regional lymph nodes

{N) - Pathological N (pN)}

N category M criteria
[ Regional lymph nodes cannot be assessed
pNO Mo regional lymph node metastasis
pNi Metastasis in four or fewer lymph nodes
pN2 Metastasis in mare than four lymph nodes

Distant metastasis (M)

M category M criteria
MO Mo distant metastasis
M1 Distant metastasis

Prognostic stage groups - Pathological

When Tis... And N is... And M is... Then the stage group

iSau

TO, T1, ar T2 MO, N1 MO I
TO, T1, er T2 N2 Mo o |
T2orTa NO, N1 Mo o |
T2orTa N2 Mo m |
Ay T Any N M1 v |

HPV: human papillomavirus; TNM: tumor, node, metastasis; AJCC: American Joint Committee on Cancer;
UICC: Union for International Cancer Contral.

* Mucosal extension to lingual surface of epiglottis from primary tumors of the base of the tongue and
wallecula does net constitute invasion of the larynx.



Carcinoma of Oropharynx

FERZRR
WORK-UP

* History & PE

* Biopsy & Pathology

* Image

- MRI*or CT of H&N* or PET

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

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

- t Neck sono

- T EUA with endoscopy/
PES

* Dental evaluation
- Panorex t teeth extraction
» Multidisciplinary consultation

(* Fertility/reproductive, *
smoking cessation)

* Swallowing evaluation

* p16 status
(B IERA R AHREE « T 2 )

BT HE PR

2 fES | Ver.l B5T1
§TAGING &

TREATMENT
« (P16-)[T1-2, NO-1, MO]
it Page 2
« (P16-)[T3-4a, NO-1, MO]
it 5. Page 3
« (P16-)[T1-4a, N2-3, MO]
it i, Page 4

* (P16+)[T0-2, NO-1, MOQ]
(single node=<3cm)
=¥ H Page 5
* (P16+)[T0-2, N1-2, MO]
(single node>3cm, 2 or more
nodes<=6cm) or [T3, NO-2, MO]
#f 5, Page 6
* (P16+)[T0-3,N3, MO] or [T4
NO-3, MO]
sE R Page 7
* Tonsil Page 8
* Very advanced stage
=+ H Page 9, 10

2023.12.26 Page 1 (Ref. 1,2)
FOLLOW-UP

 [Post-Tx within 3-6 months]
- Baseline MRI 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




Carcinoma of Oropharynx(P16-)

FEAR SR ERARESIE ERPRE2 7T | Ver 1 85Tt 2023.12.26 Page 2 (Ref. 1,2)

Clinical T1-2,

NO-1, MO

Pathological features

Adjuvant management

Resection of

primary + ND,
unil. or bil.#

\4

+ Induction=3 CT

N

pN1 and adverse features (-)

Extranodal extension
* positive margin

-

N

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

Consider RT=! or

Follow-up (if high quality ND€)

CRT#12

Adverse
features(+)

Positive margin

v

Re-resection, or RT, or CRT #1-2

- Other adverse features

RT or CRT#12

# fkprimary site|liE > & T1-T2 primary tumoriZ 3T 1 &§{H 7 adequate margin H #Eadverse features * B #hfTstaged contralateral ND DL

%RT - 4B REA tumor H pNO-14Eadverse features » H] Blobservation
* 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 218




Carcinoma of Oropharynx(P16-)

e o5 IR AR B [ BER2 B eS| Ver. L (ZETY 2023.12.26 Page 3 (Ref. 1,2)

Clinical T3-4a, NO-1, MO

T1-4a, N2-3, MO

Primary treatment

w1-2
- CRT or RT

+ Induction®=3 CT |-

Resection of
primary, ND,

Pathological features

Adjuvant Management

Complete clinical response

\ 4

Follow-up

Residual disease

Surgery if operable

L

See page 9 if inoperable

Adverse features*(-)

\ 4

RTE!

Extranodal extension *

unil. or bil.#

# Neck dissection level fiE

v

positive margin

v

CRT or RT&12

* Other adverse features

y

—

RT or CRT&EL2

EEMHIfcCcN status Kzprimary site[fj €

* 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+)

FEAR SR ERARESIE ERPRE2 15| Ver 1 85Tt 2023.12.26 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

primary + ND, Extranodal extension
unil. or bil.# T positive margin

CRT=2 or RT

v
v

\4

+ Induction&3 CT

Re-resection, or CRT or
RT&EL-2

y

| Positive margin

\ 4

- Other adverse features RT or CRT&EL2

#fkprimary site|fj €

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



Carcinoma of Oropharynx (P16+)

FEARIRERHEET B2 715 | Ver 1 (25T 2023.12.26 Page 5 (Ref. 1,2)

Clinical T0O-2, N1-2, MO (single node >3cm, 2 or more nodes <=6cm) or T3, NO-2, MO
T0-3, N3, MO, or T4, NO-3, MO

Pathological features Adjuvant Management

Primary treatment

™ Complete clinical response » Follow-up
Surgery if operable
> Residual disease
| CRT or RTE#12 See page 9 if inoperable

-+ Adverse features*(-) Follow-up or RT

\ 4

t Induction=3 CT L]

Resection of L] EXtranodal extension *
primary, ND, positive margin

v
v

CRT or RT#1-2

unil. or bil .#

y

| Other adverse features RT or CRT#12

—p

# Neck dissection level i EEEEHI{{ccN status Kz primary site[fj €

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



Carcinoma of Oropharynx

FEAR SR ERARESIE BRPRE2 T | Ver 1 85Tt 2023.12.26 Page 7 (Ref. 1,2)

Hg” Clinical T4b, any N or

unresectable primary/nodal
disease or inoperable patient

Management

status
CCRT or RT #1-2

PS 0-1 >

» Induction CT#3 + RT or CRT#12
PS 2 { Definite RT=!+ CT#E2
PS 3 Palliative RT=1

» Single agent palliative CT#3

» Best supportive care

ECOG Performance Status 0-17£6
ECOG Performance Status 2
ECOG Performance Status 3



Carcinoma of Oropharynx

[ B 25 R AR B REPRE2HETES | Ver.l (82T, 2023.12.26 Page 8 (Ref. 1,17-19)

Clinical trial

\ 4

Consider
locoregional

treatment based

Treatment

\ 4

Combination systemic CT #. &4

\4

M1

on primary site

algorithms

\ 4

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

| Surgery or RT or CRT for limited

\4

Distant metastases

| metastases#; &2

# ECOG Performance Status 0-17£6
* ECOG Performance Status 2
$ ECOG Performance Status 3

\ 4

Best supportive care#: *: %

t Palliative RT or palliative surgery*: $




Carcinoma of Oropharynx

B o EQ 4R BT FRRE2E e | Ver.l (BE11Y 2023.12.26 Page 9 (Ref. 5-7)

=1
Principles of Radiotherapy

Definitive Radiotherapy

* Primary and gross adenopathy : 66 - 72 Gy (2.0-2.2 Gyl/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 Gy/fractions) in 3D RT, 54- 63 Gy (1.6-
1.8 Gyl/fractions)

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

iE2 | FERRERAEERE AR BHET | Ver.l &5T)t 2023.12.26 Page 10 (Ref. 8-12)

Principles of Chemotherapy | Concurrent with RT

Regimen 1: g3w CDDP * Cetuximab®#> + RT

«Cisplatin (80-100mg/ m?) q3w 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

«Carboplatin (AUC x 2mg) 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&5 + RT

*Carboplatin (AUC x 5mg) g3w 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

I hhrrdvvmsmrrarvrrm~e 17 5ADDIY ™M1 INIT



Carcinoma of Oropharynx

23 | FREZEEEERE MRS T | Ver.l (25T, 2023.12.26 Page 11 (Ref. 13-17)

Regimens of Chemotherapy Induction, adjuvant, Z:2-3cycles

Regimen 1: g3-4 weeks T + P £ Pembrolizumab * F * weekly Cetuximab>
«Taxotere(60 mg/ m?) D1

«Cisplatin(60-75 mg/ m?) D1

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

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

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

Regimen 2: 3-4 weeks Platinum * F + weekly Cetuximab=>

* 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

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




Carcinoma of Oropharynx

53 | FREERAEEE T RSeS| Ver. L {Z5T1) 2023.12.26 Page 12 (Ref. 13-17)

Regimens of Chemotherapy Induction, adjuvant, Z:2-3cycles

Regimen 3: weekly Cetuximab=5
*Cetuximab (400mg/ m?) loading dose first week, then Cetuximab (250mg/ m?)
maintain dose

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

Regimen 5: weekly Methotrexate
*Methotrexate (40-60mg/ m?)




Carcinoma of Oropharynx

s | FERSRRARDT B2 HRES | Ver 1 (28T 2023.12.26 Page 13 (Ref. 18,19)

Regimens of Chemotherapy Recurrent, unresectable, metastatic*

Regimen 1 (First line): q3 weeks Pembrolizumab®5 + Platinum + F

* Pembrolizumab(200mg) D1 (if CPSz1)

» 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): g2 weeks Nivolumab®5
* Nivolumab(3mg/kg) D1

Regimen 4 (Subsequent line): g3 weeks Pembrolizumab=5
« Pembrolizumab(200mg) D1 (if disease progression on or after platinum therapy)

Regimen 5: g3-4 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?)




Carcinoma of Oropharynx

¥4 FfBR 25 ER 4 BRI FEPR2 eS| Ver. L (Z5THY 2023.12.26 Page 14 (Ref. 18,19)

Regimens of Chemotherapy Recurrent, unresectable, metastatic*

Regimen 6: 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 7: Cisplatin + Epirubicin + 5-FU+ Leucovorin
«Cisplatin (60 mg/ m?) D1

Epirubicin (50 mg/ m?) D1

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

Regimen 8: q2 weeks Bevacizumab
*Bevacizumab (200 mg/ m?) D1

Regimen 9: weekly Gemcitabine
*Gemcitabine (1000 mg/m2) D1




Carcinoma of Oropharynx

B SR ARSI RPRE2HRTE5 | Ver L {B5T)Y 2023.12.26 Page 15

FELE I VSRS

Taxotere
« DRSAEDRE - PRSP EA H i nmigits 2 BRSAE SR s peE A FiloUIBRSE -
- HiCisplatin 525-FU §fH] > {ERREaRRTIN G B E%E » FRHE A IU{ERE

Cetuximab
» FREZET SRBEOA T DHEE IR /= B0l 2 IR ~ I R 8 (EFRRERAR A
P28 Kl ¥ o FIR - FREERIFEEZ AR - Hfra MRz — -

1485 =2 70 5%

2.Ccr <50ml/min

3.FESIlEREE (B8 7[EhsEE 72 /5500Hz ~ 1000Hz ~ 2000Hz -HEE 7185 K225 77 H)

4 fi Az platinum-based {24
o (R A7 FE0 AR 21838 KBRS M UHSH BN AR A REE - HoR % HH ¥z cetuximab
Y ERER] - REEELUSIE B - OB — X - B LS T e
S -

Carboplatin
* [REIhREA~E (CCr < 60) 2 EEMELL EBF VbR Z iR B E A -




Carcinoma of Oropharynx
- B R 25 4R ER s BRI HET | Ver.l {57 2023.12.26 Page 16

At B RS R T

Pembrolizumab -~ Nivolumab

l. %Huﬂ%ﬁéﬁé\% e A Fo VbR 2 18 M BB 14 (55 = HHEICEE PUHA) BESAE SR @R 4 At
AR - (F—4%FHH{EREPembrolizumab » 112/12/1)

1.5 R A dEplatinumlE LEL BRI - A B e bAVIE 28 MBS 4 (55 = HABCEE TUI)
pESAE IR A R A B - (108/4/1 ~ 109/11/1 ~ 112/12/1)

I AJHEE mmEdcetuximabEgEE—( ] » HOAE R A ] A H# -

* FrE REIRA:

WA SRR R 4(ECOGE1)

NYHA (the New York Heart Association) Functional Class | 5, Il

GOT<60U/L ;zGPT<60U/L » HT-bilirubin<1.5mg/dL ; Creatinine<1.5mg/dL > H eGFR>60mL/min/1.73m2
4.PD-L1 FIHE TPS250% - TC210% - CPS>20

* MIRHEELIL2 ARIR - HE25 12 Hz¥h—2 » LLI-RECIST 5 mRECIST AR E [ HE -

i NFIEAISE T -

| AERSEE (PR & CRYGHEEEH ¢

Il R E(L(PD) s B ~ %E%F&éﬁ LB R IERY > JEIE IR

. B 2 AR EIRREE (SD) - AIRFEAHSE 4 18 > A0 4 BREREHE - EHIGEHESE R PR CR & > 156
e 1278 - 51{1 % SD B2 PD & - & 1?JH§H§



Carcinoma of Oropharynx

sve | PRARCRRARENT BRRE2 R S( Ver. 1 (25T 2023.12.26 Page 17
Eastern Cooperative Oncology Group (ECOG) Performance Status
Grade Description Suggestion
0 Normal activity fully ambulatory (F£EAR) T RERE AR R AL S PRAR o
Symptoms, but nearly fully ambulatory (5 AT S f L —
: TR e T ERERTE) T e R
Some bed time, but needs to be in bed less
2 than 50% of normal daytime Fir HE AR B B PR AR o
(e E PR L HYEF[E]<50%)
Needs to be in bed more than 50% of normal
3 daytlme (%EEEJ:E@H%:‘F%>50%) T@% FE/E%)@1'?JJ:{E¥/D
4 Unable to get out of bed (EHAFE 2 EAIR) AT LB G
5 Dead
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