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Squamous Cell Cancers

Lip, Oral Cavity, Oropharynx, Hypopharynx, Glottic Larynx, Supraglottic Larynx, Ethmoid Sinus, Maxillary Sinus, Occult g\ﬁ
i L
Primary e
i

I

Primary systemic therapy + concurrent radiotherapy ;%E
R #lit mg/m’ #i%EH LG pLL| 22 30K #
Cisplatin 100 1 Q3w 3 with RT 1,2 ;3;:
5l

Cetuximab 400* — 250 1 QW 8 3 =
AiE
7S
%

7 mg/m’ fg

Carboplatin 70 1-4 Q3W 3 with RT 4 =]

5-FU 600 1-4 Q3W 3 with RT

Carboplatin 70 1-5 Q4w 2 with RT 5
5-FU 600 1-5 Q4w 2 with RT



F & mg/m’
5-FU 800 1-5 Q2w 6 with RT 6
Hydroxyurea 1g PO Q12H 11 doses Q2w 6 with RT

il mg/m’ 7

Paclitaxel 30 1 QW 7 6 z
Cisplatin 20 2 QW 7 %
2

&2 mg/m’ %

Paclitaxel 175 1 Q3W Min 6 18 i
Cisplatin 75 1 QW Min 6 g?]'

&2 mg/m’
Cisplatin 100 1 Q3W 3 with RT 7
5-FU 1000* 1-5 Q3w 3 with RT

U RS il

7 mg/m’
Cisplatin 60 1 Q2W 7 with RT 7
5-FU 800* 1-5 Q2w 7 with RT

*Continuous infusion



YR

TMU Taipei Cancer Center

Cisplatin 55 1-4 Q4w 2 with RT 19
5-FU 250* 1-4 Q4w 2 with RT

*Continuous infusion g\ﬁ
5
Fi
& mg/m’ Ei
Cisplatin 100 1 Q3W Min 6 18 g
5-FU 1000* 1-4 Q3wW Min 6 Ll
*Continuous infusion g
H
il
FLii mg/m2 e
Carboplatin 100 1 QW 8 8 -
Paclitaxel 45 1 QW 8 5]

Ll mg/m2
Cisplatin 40 1 QW 4 9,10

U RS il

7 mg/m’
Carboplatin 25 1-5 QW 5 with RT 16



& mg/m’

Cisplatin 50 1 Q2W 6 30
UFUR 800 mg* PO QD 1-14 Q2W 6
Leucovorin 60 mg PO QD 1-14 Q2W 6
*0Or 300 mg/m’

Postoperative Chemoradiation

R

Cisplatin 75-100 1 Q3w 3 with RT 11-13, 15, 31

& mg/m’ hEEH
Cisplatin 30%* 1 QW 6 14, 31
*50 mg for 7-9 cycles with RT

il
Cetuximab 400* — 250 1 QW # 20
Cisplatin 30 1 QW #

*1* dose 400 mg/m’ then followed by 250 mg/m’
#1" cycle before RT and continued cycles during RT

s ‘
Cetuximab 400* — 250 1 QW # 20
Docetaxel 15 1 QW #

#1" dose 400 mg/m’ then followed by 250 mg/m’
#1" cycle before RT and continued cycles during RT

(arsh o SRsrSr S E)
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Induction/Sequential chemotherapy

il
Docetaxel 75 1 Q3w 3-4 22,24
Cisplatin 75 1 Q3w 3-4
5-FU 750 1-5 Q3w 3-4

Docetaxel 75 1 Q3w 3 23
Cisplatin 100 1 Q3W 3
5-FU 1000* 1-4" Q3w 3

*Continuous infusion for 24 h

*May extend to day 5 if tolerable

Paclitaxel 175 1 Q3W 3 25
Cisplatin 100 2 Q3W 3
5-FU 500 2-6 Q3w 3
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Following induction, agents to be used with concurrent chemoradiation typically include weekly carboplatin or cisplatin or

cetuximab

e

Cisplatin 100 1 QW 6 with RT 26

s
Carboplatin AUC 1.5 1 QW 7 27

Cetuximab 400* — 250 1 QW 7 with RT 28
*1% dose 400 mg/m’ then followed by 250 mg/m’

Cisplatin 50 1 Q2w 6 29
UFUR 800 mg* PO QD 1-14 Q2w
Leucovorin 60 mg PO QD 1-14 Q2W
*Or 300 mg/m’

* = R AR A
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Recurrent, Unresectable, or Metastatic (incurable)

First line

Combination therapy

s
Cetuximab 400* — 250 1 QW 1
Cisplatin 100 1 Q3W Max 6
5-FU 1000 1-4 Q3w Max 6

*1% dose 400 mg/m” then followed by 250 mg/m’

g
Cetuximab 400* — 250 1 QW 1
Carboplatin AUC 5 1 Q3W Max 6
5-FU 1000 1-4 Q3W Max 6

*#1* dose 400 mg/m” then followed by 250 mg/m”

Immunotherapy
Pembrolizumab 200 mg 1 Q3W 34 (24 mo) 18
Cisplatin 100 1 Q3W 6

5-FU 1000 1-4 Q3w 6
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& mg/m’

Pembrolizumab 200 mg 1 Q3W 34 (24 mo) 18

Carboplatin AUC 5 1 Q3w 6
5-FU 1000 1-4 Q3w 6

7

L

2 Fi

Pembrolizumab 200 mg 1 Q3w 34 (24 mo) 18,19 3‘%

2

& mg/m’ %

Pembrolizumab 200 mg 1 Q3W 6 2,20 a%:

Cisplatin 75-100 1 QW 6 gj'

Paclitaxel 175 1 Q3w 6 ~

78 mg/m’ s

Pembrolizumab 200 mg 1 Q3W 6 2,20 {f,E,;
Carboplatin AUC 5 1 Q3W 6 %
Paclitaxel 175 1 Q3w 6 i5
]

Pembrolizumab 200 mg 1 Q3W 6 2,20
Cisplatin 100 1 Q3W 6
Docetaxel 65 1 Q3w 6
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IE3
Pembrolizumab 200 mg 1 Q3w 6 2,20
Carboplatin AUC 5-6 1 Q3W 6
Docetaxel 65 1 Q3W 6

Pembrolizumab 200 mg 1 Q3W 21
Cetuximab 400 — 250 1 QW

Other combination therapy

Docetaxel 65 1 Q3W 2
Carboplatin AUC 6 1 Q3W

Paclitaxel 175 1 Q3W 3
Cisplatin 75 1 Q3W

Paclitaxel 175 1 Q3w 3
Carboplatin AUC 6 1 Q3W
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Cetuximab
Cisplatin

Cisplatin
5-FU

Cetuximab
Docetaxel
Cisplatin

Cetuximab
Docetaxel

Carboplatin

200* — 125
100

& mg/m’
100
1000

400 — 250 — 500*
75
75

P& mg/m’
400 — 250 — 500*
75
AUC 5

i

e

&ith

—_—

H

Q4w 26
#1" dose 200 mg/m’ then followed by 125 mg/m’

@

i

T

Q3W Min 6 3,5 %

Q3W Min 6 %

P

A

%

QW — QW — Q2W* 6 %

Q3W 4 ~
Q3W 4

#1% dose 400 mg/m” and 2™ dose 250 mg/m”> QW then followed by 500 mg/m’ Q2W

1iE
s
=
QW — QW — Q2W* 15 15
QW 4 5
Q3W 4

*#1% dose 400 mg/m” and 2™ dose 250 mg/m”> QW then followed by 500 mg/m’ Q2W



Paclitaxel 175 1 Q3w

Cisplatin 75 1 Q3W
Followed by

Cetuximab 400* — 250 1 QW

Cisplatin 75 1 Q3W

Paclitaxel 175 1 Q3W

Carboplatin AUC 6 1 Q3W
Followed by

Cetuximab 400* — 250 1 QW

Carboplatin AUC 6 1 Q3W

Single agents

Cisplatin 100 1 Q3-4W

Paclitaxel 80 1 QW
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16, 17

4
*1* dose 400 mg/m” then followed by 250 mg/m”

16, 17

4
*1* dose 400 mg/m’ then followed by 250 mg/m’

7,8
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& mg/m’
Docetaxel 100 1 Q3W 10

FlE mg/m’
5-FU 1000 1 Q3W 8

Methotrexate 40 1 QW 11, 12

FE mg/m’
Cetuximab 400* — 250 1 QW Min 7 13
*1% dose 400 mg/m” then followed by 250 mg/m’

s mg/m2
Capecitabine 1250 PO BID 1-14 Q3W Min 2 14

*

I
53

RIS
2453k
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(BIREMEEYARIES)

Nasopharynx Carcinoma
Chemoradiation followed by adjuvant chemotherapy

Cisplatin 100 1 Q3W 3 with RT 1
Followed by

Cisplatin 80 1 Q4w 3 after RT

5-FU 1000 1-4 Q4w 3 after RT

Carboplatin AUC 6 1 Q3W 3-5 with RT 2
Followed by

Carboplatin AUC 5 1 Q3w 2 after RT

5-FU 1000* 1-4 Q3w 2 after RT

*Continuous infusion for 24 h

Cisplatin 40 1 QW 7 3

(arsh o SRsrSr S E)

U RS il



g6

Cisplatin 50 1 Q2W 6 11
UFUR 800 mg* PO 1-14 Q2w
Leucovorin 60 mg PO 1-14 Q2W
*Or 300 mg/m’

Fil & mg/m’
Cisplatin 200 1 Q3W 17
Followed by
Capecitabine 650 PO BID For 1 year

(arsh o SRsrSr S E)

Reirradiation + Concurrent Systemic Therapy
For patients with HF-IMRT

454 7l mg/m’ HaEH S S 2% 08k &
Cisplatin 100 1 Q3W 3 before RT 15,16 2
Gemcitabine 1000 1,8 Q3w 3 before RT ’%

Followed by |
Cisplatin 40 1 QW 6 with RT 5|

7 mg/m’

Carboplatin AUC 5 1 Q3W 3 before RT 15,16
Gemcitabine 1000 1,8 Q3w 3 before RT
Followed by

Cisplatin 40 1 QW 6 with RT
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For patients with SF-IMRT

Cisplatin 100 1 Q3W 3 before RT 15,16
5-Fu 1000 1-4 Q3w 3 before RT A
L
Followed by i
Cisplatin 40 1 QW 6 with RT ﬁ
i
il it mg/m’ >
Carboplatin AUC 5 1 Q3wW 3 before RT 15, 16 N}
5-Fu 1000 1-4 Q3W 3 before RT ?;
Followed by 3l
Cisplatin 40 1 QW 6 with RT e

Induction (Category 3)/Sequential chemotherapy ﬁ

i 1 it mg/m’ #iE sis S 24 2
Cisplatin 80 1 Q3w 3 14 ;%
Gemcitabine 1000 1,8 Q3W 3 E’vEII

Docetaxel 70 1 Q3w 3 4
Cisplatin 75 1 Q3W 3
5-FU 1000* 1-4 Q3W 3

Followed by

Cisplatin 100 1 Q3W With RT



Docetaxel
Cisplatin
5-FU
Followed by
Cisplatin

Docetaxel
Cisplatin

Followed by
Cisplatin

Cisplatin
5-FU

Cisplatin

Epirubicin
Mitomycin
Cisplatin

60
60
600

100

75
75

40

100
1000%*

40

60-75
10
60-100

6

]

6

—_— =

Cycle 1, 3 only
3

12
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Adjuvant CT (post RT or CCRT completion on day 29) (category 2B)

il
Cisplatin 80 1 Q4w 3 9
5-FU 1000 1-4 Q4w 3

Following induction, agents to be used with concurrent chemoradiation typically include weekly cisplatin or carboplatin

P& mg/m’
Cisplatin 40 1 QW 7 10

Carboplatin AUC 2 1 QW 6 (Max 7) 13
Y= B E AR
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chemoradiotherapy alone in locoregionally advanced nasopharyngeal carcinoma: a phase 3, multicentre, randomised
controlled trial. Lancet Oncol 2016; 17: 1509-20.

13.0u D, Blanchard P, Khoury CE, et al. Induction chemotherapy with docetaxel, cisplatin and fluorouracil followed by
concurrent chemoradiotherapy or chemoradiotherapy alone in locally advanced non-endemic nasopharyngeal carcinoma.
Oral Oncology 62 (2016) 114-121.

14.Zhang Y, Chen L, Hu GQ, Zhang N, Zhu XD, Yang KY, et al. Gemcitabine and cisplatin induction chemotherapy in
nasopharyngeal carcinoma. N Engl J Med. (2019) 381:1124-35.

15.Lee VHF, Kwong DL, Leung T-W, et al. Hyperfractionation compared to standard fractionation in intensity-modulated
radiation therapy for patients with locally advanced recurrent nasopharyngeal carcinoma. Eur Arch Otorhinolaryngol
2017;274:1067-1078.

(arsh o SRsrSr S E)

U i S S i



YR

TMU Taipei Cancer Center

16.Kong F, Zhou J, Du C, et al. Long-term survival and late complications of intensity-modulated radiotherapy for recurrent
nasopharyngeal carcinoma. BMC Cancer 2018;18:1139.

17.Chen YP, Liu X, Zhou Q, et al. Metronomic capecitabine as adjuvant therapy in locoregionally advanced nasopharyngeal
carcinoma: A multicentre, open-label, parallel-group, randomised, controlled, phase 3 trial. Lancet 2021;398:303-313.

(arsh o SRsrSr S E)

U e Q8 Pt



Recurrent, Unresectable, or Metastatic (incurable)
First line

Preferred Regimens

Cisplatin 20-30* 1-3 Q3W Max 6 5
Gemcitabine 1000 1,8 Q3w Max 6
#80 mg/m’” in divided doses on 3 days

Other Recommended Regimens

Combination therapy

Docetaxel 65 1 Q3w 1
Carboplatin AUC 6 1 Q3W

P& mg/m’
Paclitaxel 175 1 Q3w Min 6 2
Cisplatin 75 1 Q3W Min 6

Carboplatin AUC 6 1 Q3W Min 6 2
Paclitaxel 175 1 Q3w Min 6

Cisplatin 100 1 Q3W Min 6 2,3
5-FU 1000* 1-4 Q3W Min 6

*Continuous infusion for 24 h
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Cisplatin/Gemcitabine + PD-1 inhibitor

7 mg/m’

Cetuximab 400* — 250 1 QW Max 8 4
Carboplatin AUC 5 1 Q3W
*#1* dose 400 mg/m” then followed by 250 mg/m” g\ﬁ
L
]
i
Gemcitabine 1000 1,8 QW Max 8 15 g
Carboplatin AUC 5 1 Q3w %
i
15
il

Pembrolizumab 200 1 Q3w 16, 17 .
Cisplatin 80 1 Q3W 4.6 %
Gemcitabine 1000 1,8 Q3w 4-6 g
nz
Vi
5
Nivolumab 240 1 Q3W 16, 17 ]
Cisplatin 80 1 Q3W 4-6

Gemcitabine 1000 1,8 Q3w 4-6



Single agents

s
Cisplatin 100 1 Q3-4W Min 4 6,7

il
Carboplatin AUC 6 1 Q3W 14

s
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Docetaxel 100 1 Q3w 9

5-FU 1000 1 Q3w 7

g

U RS il

s
Gemcitabine 1000 1,8, 15 Q4w 12

e

Capecitabine 1250 PO BID 1-14 Q3W Min 2 13
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