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(1) £k & %z f(Basal cell carcinoma)

Stage 0: Cancer involves only the epidermis and has not spread to the dermis

Stage I: Cancer is not large (ie, <2 cm) and has not spread to the lymph nodes or other organs

Stage II: Cancer is large (ie, >2 cm) but has not spread to lymph nodes or other organs

Stage III: Cancer has spread to tissues beneath the skin (eg, muscle, bone, cartilage), and/or to regional lymph nodes
but not to other organs.

Stage IV: Cancer can be any size and has spread to other organs
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(2) @ik b A w2 g (TNM Staging Classification for Cutaneous Carcinoma of the Head and Neck (8th ed., 2017))

T Primary Tumor
TX Primary tumor cannot be assessed
Tis Carcinoma in situ
T1 Tumor smaller than or equal to 2 cm in greatest dimension
T2 Tumor larger than 2 cm, but smaller than or equal to 4 cm in greatest dimension
T3 Tumor larger than 4 cm in maximum dimension or minor bone erosion or perineural invasion or deep invasion*
T4 Tumor with gross cortical bone/marrow, skull base invasion and/or skull base foramen invasion
Tda Tumor with gross cortical bone/marrow invasion
T4b Tumor with skull base invasion and/or skull base foramen involvement

*Deep invasion is defined as invasion beyond the subcutaneous fat or >6 mm (as measured from the granular layer of adjacent normal epidermis
to the base of the tumor); perineural invasion for T3 classification is defined as tumor cells within the nerve sheath of a nerve lying deeper than

the dermis or measuring 0.1 mm or larger in caliber, or presenting with clinical or radiographic involvement of named nerves without skull

base invasion or transgression.

Clinical N (cN)
N Regional Lymph Nodes
NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in greatest dimension and ENE(—)
N2 Metastasis in a single ipsilateral node larger than 3 cm but not larger than 6 cm in greatest dimension and ENE(—);
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or metastases in multiple ipsilateral lym111)h nodes, none larger than 6 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 node larger than 3 cm but not 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, none 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 [ENE(+)]

N3a Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(—)

N3b Metastasis in any node(s) 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 extranodal extension (ENE) should be recorded as ENE(—) or ENE(+).

Pathological N (pN)
PN Regional Lymph Nodes
NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 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, none lar%er than 6 cm in greatest dimension and ENE(-);
or in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension, ENE(-)
N2a 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(-)
N2b Metastases in multiple ipsilateral nodes, none larger than 6 cm in greatest dimension and ENE(—)
N2c Metastases in bilateral or contralateral lymph node(s), none larger than 6 cm in greatest dimension andENE(—)
N3

Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(—); or in a single psilateral node larger than 3 cm
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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(+)

N3a Metastasis in a lymph node larger than 6 cm in greatest dimension and ENE(—)

N3b 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 extranodal extension (ENE) should be recorded as ENE(—) or ENE(+).

M Distant Metastasis
MO No distant metastasis
M1 Distant metastasis

G Histologic Grade
GX

Grade cannot be assessed

G1 Well differentiated

G2 Moderately differentiated

G3 Poorly differentiated

G4 Undifferentiated

T N M
Stage 0 Tis NO MO
Stage | T1 NO MO
Stage 11 T2 NO MO
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Stage 111 T3 NO MO
T1 NI MO

T2 NI MO

T3 N1 MO

Stage IV T1 N2 MO
T2 N2 MO

T3 N2 MO

AnyT | N3 MO

T4 AnyN | MO

Any T Any N | Ml
(3) 2 ¢ % wr fH(Melanoma)

Definition of Primary Tumor (T)

A BB RS

Clinical Guideline2026 version 7.1

T Category Thickness Ulceration status
TX:primary tumor thickness cannot be assessed(e.g., diagnosis by curettage) Not applicable Not applicable
TO0:no evidence of primary tumor(e.g.,unknown primary or completely regressed melanoma) | Not applicable Not applicable
Tis(melanoma in situ) Not applicable Not applicable
T1 =1.0mm Unknown or unspecified
Tla <0.8mm Without ulceration
T1b <0.8mm With ulceration
0.8-1.0mm With or without ulceration
T2 >1.0-2.0mm Unknown or unspecified
T2a >1.0-2.0mm Without ulceration
T2b >1.0-2.0mm With ulceration
T3 >2.0-4.0mm Unknown or unspecified
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T3a >2.0-4.0mm Without ulceration
T3b >2.0-4.0mm With ulceration
T4 >4.0mm Unknown or unspecified
T4a >4.0mm Without ulceration
T4b >4.0mm With ulceration

Definition of Reginal Lymph Node(N)

Extent of regional lymph node and/or lymphatic metastasis
Presence of in-transit,
N category Number of tumor-involved regional lymph node satellite, and /or
microsatellite metastases
Regional nodes not assessed(e.g., SLN biopsy not performed, regional nodes previously
NX removed for another reason) No
Exception: pathological N category is not required for T1 melanomas ,use cN.
NO No regional metastases detected No
N1 One tumor-involved node or in-transit, satellite, and/or microsatellite metastases with no tumor- N
involved nodes ©
Nla One clinically occult (i.e.,detected by SLN biopsy) No
N1b One clinically detected No
Nlc No regional lymph node disease Yes
N2 Two or three tumor-involved nodes or in-transit, satellite, and/or microsatellite metastases with
one tumor-involved node
N2a Two or three clinically occult(i.e.,detected by SLN biopsy) No
N2b Two or three, at least one of which was clinically detected No
N2c One clinically occult or clinically detected Yes
Four or more tumor-involved nodes or in-transit, satellite, and/or microsatellite metastases with
N3 two or more tumor-involved nodes, or any number of matted nodes without or with in-transit,
satellite, and/or microsatellite metastases
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N3a Four or more clinically occult (i.e., detected by SLN biopsy) No
Four or more, at least one of which was clinically detected, or presence of any number of matted
N3b nodes No
Two or more clinically occult or clinically detected and/or presence of any number of matted
N3c nodes Yes

Definition of Distant Metastasis(M)

M Cat M Criteria
ategor
sory Anatomic site LDH level
MO No evidence of distant metastasis Not applicable
Ml Evidence of distant metastasis See below
Mla ) . ) . ) ) Not recorded or unspecified
Distant metastasis to skin, soft tissue including muscle, and/or
MT1a(0) ) Not elevated
nonregional lymph node
Mla(1) Elevated
MIlb Distant metastasis to lung with or without M1a sites of disease Not recorded or unspecified
M1b(0) Not elevated
MI1b(1) Elevated
Milc ) . . . . . Not recorded or unspecified
Distant metastasis to non-CNS visceral sites with or without M1a or M1b
M1¢(0) . : Not elevated
sites of disease
Milc(1) Elevated
Mld ) ) ) ) ) Not recorded or unspecified
Distant metastasis to CNS with or without M1a, M1b, or Mlc sites of
M1d(0) . Normal
disease
M1d(1) Elevated
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AJCC Prognostic Stage Groups

Clinical Staging (CTNM)*

T
Stage 0 Tis
Stage IA Tla
Stage IB Tib
T2a
Stage llA T2b
T3a
Stage 1B T3b
T4a
Stage 1IC Tab

Stage Il Any T, Tis
Stage IV Any T

*Clinical staging includes microstaging of the primary
melanoma and clinical/radiologic/biopsy evaluation for
metastases. By convention, clinical staging should be
used after biopsy of the primary melanoma, with clinical
assessment for regional and distant metastases. Note
that pathological assessment of the primary melanoma
is used for both clinical and pathological classification.
Diagnostic biopsies to evaluate possible regional and/or
distant metastasis also are included. Note there is only
one stage group for clinical Stage 11l melanoma.

N
NO
NO
NO
NO
NO
NO
NO
NO
NO

>N1
Any N

M
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO
M1

AR AP R A

Pathological Staging (pTNM)**

T
Stage Ot Tis
Stage IA Tla
T1b
Stage B T2a
Stage IIA T2b
T3a
Stage IIB T3b
T4a
Stage IIC T4b
Stage IlIA Tla/b, T2a
Stage 11IB TO
Tla/b, T2a
T2b, T3a
Stage IlIC T0
Tla/b, T2a/b, T3a
T3b, T4a
T4b
Stage IlID T4b
Stage IV Any T, Tis

N
NO
NO
NO
NO
NO
NO
NO
NO
NO

Nla, N2a

N1b, Nlc
N1b/c, N2b

Nla/b/c, N2a/b
N2b/c, N3b/c
N2c, N3a/b/c
Any N = N1

Nla/b/c, N2a/b/c
N3a/b/c
Any N

Clinical Guideline2026 version 7.1

M
MO
MO
MO
MO
MO
MO
MO
MO
MO
MO

MO
MO

MO
MO
MO
MO
MO
MO
M1

**Pathological staging includes microstaging of the primary melanoma, including any additional staging
information from the wide-excision (surgical) specimen that constitutes primary tumor surgical treatment
and pathological information about the regional lymph nodes after SLN biopsy or therapeutic lymph node

dissection for clinically evident regional lymph node disease.

tPathological Stage 0 (melanoma in situ) and T1 do not require pathological evaluation of lymph nodes to
complete pathological staging; use cN information to assign their pathological stage.

Used with permission of the American College of Surgeons, Chicago, lllinois. The original source for this information is the AJCC Cancer Staging Manual, Eighth
Edition (2017) published by Springer International Publishing. (For complete information and data supporting the staging tables, visit www.springer.com.)
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21

# % ¥

Locally
advanced BCC ——»
(1aBCC)

Advanced BCC
(multidisciplinary
discussion and
multimodality
treatment merits
considerations)

Nodal disease —

Metastatic discase ——

AR AP R A

TR inRk
*Surgery
4Consider neoadjuvant systemic therapy
4Mohs or other forms of PDEMA
4Standard excision with vertical histologic
sectioning (if Mohs or PDEMA are not
available)
or
*RT
or
«If surgery and/or RT are not feasible then

systemic therapy

*Surgery + adjuvant RT

«If surgery is not feasible then RT or systemic therapy

or

*Clinical trial

*Systemic therapy or

*RT or surgery for limited metastatic disease or

*Palliation and best supportive care

13
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%%Agg*ﬁﬁ (LY N 3R
%/ Area L <20 mm Area L >20 mm
Area M <10 mm Area M >10 mm
AreaH =@ < /)
$ 4 PRV B SR
aRo I B Yol 3 g
i AP & ;
PR R IR & 3
A E® 3“ ﬁ 7
T T 3 Nodular , superficial keratotic , Morpheaform ,
infundibulocystic , basosquamous (metatyoical) ,sclerosing ,
fibroepithelioma of Pinkus , Mixed infiltrative , micronodular

Area Low risk: trunk and extremities(excluding hands, feet, pretibial area)

Area Medium risk: pretibial area, face other than mask area (cheek, forehead, scalp, neck)

Area High risk: face mask area+ hands+feet+genitalia (mask area: central face, eyelid, eyebrow, nose, lips-cutaneous and vermilion,
chin, mandible, preauricular/postauricular skin sulci, temple, ear)

Area H e%6 % % 3 =~ /] “”3%‘“% Bt oo ip e W A FR margm 749 % 0 kg 4R F o 23k ¢ * Mohs micrographic
surgery v s Pl igE 0 ¥ | "’T‘#lﬁ Ar<omm R 0 L F H B g Tl o Liéiéi s “f 4mm £ margin ©
Area H 0% s % 2~ | %’K@,"“r"s LT~ Lglf”*v SR ER margln 7?59 % 0 g4 - 23k @ * Mohs micrographic
surgery ¥ :E Flif % icE 0 ¥ A "fff“:] o ¥ <Oomm eER 0 X p H s grRF]F o ERICEY ",ﬁ% 4mm ¢ margin °
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%t = ~ PRINCIPLES OF TREATMENT FOR BASAL CELL SKIN CANCER

*The primary treatment goals of BCC is the complete removal of the tumor and the maximal preservation of function and cosmesis. All treatment
decisions should be customized to account for the particular factors present in the individual case and for the patient’s preference.
A e g (BCC) i & J5R P &k "f R T URE EFH Aot B oy e R R B |5 b % %"’H“J“l‘ff.&ﬁ
LEREFR A E T
*Surgical approaches often offer the most effective and efficient means for accomplishing cure, but considerations of function, cosmesis, and
patient preference may lead to choosing RT/topical therapy/ systemic therapy as primary treatment in order to achieve optimal overall results.

WA AV B reh S BT R R A PEACR F LR T o § EHE ISR/ IR/ 2 I TR A Rk Y
PR SUE R g) =% - F
*In certain patients at high risk for multiple primary tumors (eg, basal cell nevus syndrome [Gorlin syndrome], xeroderma pigmentosum, history of
RT), increased surveillance and consideration of prophylactic measures may be indicated. Refer patients with suspected basal cell nevus syndrome
or xeroderma pigmentosum for genetic evaluation.
H@EEF SR ERFHLERE L S H’!% % (&4 > basal cell nevus syndrome [Gorlin syndrome], xeroderma pigmentosum, ~ 3 3% ET;‘{AJ,%:
) Vi T RARTRT Y BT 1’7?#L %5 o #t 12 basal cell nevus syndrome 2% xeroderma pigmentosum m& i 7 E’xrﬁﬁ B

«In patients with superficial basal cell skin cancer, nonsurgical modalities may be considered. (See i *%& BCC)

R EARPA R L FRLE T Y g ek o (50 MR BCC)

i = ~ PRINCIPLES OF RADIATION THERAPY FOR BASAL CELL SKIN CANCER

Primary Tumor RT Dosing Common Examples

Adjuvant RT

« Conventional fractionation (1.8-2 Gy/fraction) |BED100f60-79Gy | 60-66Gyin2 Gyffraction
+ 60-66 Gy in 1.8 Gy/fraction (reserved for areas with poor wound

healing, [eg, lower extremity])

« Hypofractionation BED100of 48-70 Gy | %g%{/ 1)(53(1)7f:‘?§é![?gr?s 04551 Gy

6 Gy x 5 fractions (non-consecutive days)

Definitive EBRT

16
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« Conventional fractionation (1.8-2 Gy/fraction) |BED100f70-84Gy [ 60 Gy (for cosmetically sensitive areas)

« 6670 Gy (for locally advanced tumors involving bone or cartilage)

» Hypofractionation

BED10 of 48-72 Gy

Tumors <2 cm: 2.5 Gy x 20 fractions
Tumors >2 cm: 2.5-3 Gy x 2022 fractions

3 Gy x 17-18 fractions to 51-54 Gy

4.4 Gy x 10 fractions, 4 fractions per week
6-7 Gy x 5 fractions, 2 treatments per week

Regional Disease

» Conventional fractionation (1.8-2 Gy/fraction)
Macroscopic/gross residual lymph nodes

Lymph node + dissected nodal basins

PNTS

66-70 Gy

60 Gy
50-66 Gy

* Conventionally fractionated radiotherapy consists of five daily treatments per week.
*Hypofractionated radiotherapy consists of fewer treatments with larger fraction size

CLERE ZUT

1.Inductions and Usage for Erivedge

Erivedge capsule is indicated for the treatment of adults with metastatic basal carcinoma, or with locally advanced basal
cell carcinoma that has recurred following surgery or who are not candidates for surgery, and who are not candidates for

radiation.
Erivedge Dosage nad Administration

The recommended dose of Erivedge is150mg taken orally once daily until disease progression or until unacceptable

toxicity.

Erivedge may be taken with or without food.Swallow capsules wholes. Do not open or crush capsules.
If a dose of Erivedge is missed, do not make up that dose.

Dosage Forms and Strengths

Erivedge (vismodegib) capsules, 150mg. The capsule has a pink opaque body and a gery opaque cap, with
“150mg”printed on the capsule body and “VISMO” printed on the capsule cap in black ink.

17
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2. Clinical trial
3. Cisplatin + paclitaxol (self pay)
cisplatin (75 mg/m2) and paclitaxel (135 mg/m2, 3 h infusion) every 3 weeks

Ref: Metastatic basal cell carcinoma: rapid symptomatic response to cisplatin and paclitaxel. ANZ J Surg. 2004
Aug;74(8):704-5.

4. Treat as recurrent/metastatic head and neck squamous cell carcinoma

18
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el production, desmoplastic, metaplastic-
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111

Area Low risk: trunk and extremities(excluding hands, feet, pretibial area)

Area Medium risk: pretibial area, face other than mask area (cheek, forehead, scalp, neck)

Area High risk: face mask area+ hands+feet+genitalia (mask area: central face, eyelid, eyebrow, nose, lips-cutaneous and vermilion, chin,
mandible, preauricular/postauricular skin sulci, temple, ear)
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PRINCIPLES OF RADIATION THERAPY FOR SQUAMOUS CELL SKIN CANCER

Primary Tumor

RT Dosing

Common examples

Adjuvant RT

» Conventional fractionation (1.8-2 Gy/fraction)

BED10 of 60-79 Gy

* 60-66 Gy in 2 Gy/fraction
+60-66 Gy in 1.8 Gy/fraction (reserved for areas with poor wound
healing [eg, lower extremity])

» Hypofractionation

BED10 of 48-70 Gy

2.5 Gy x 20 fractions
« 3Gy x 15-17 fractions to 45-51 Gy
6 Gy x 5 fractions (non-consecutive days)

Definitive EBRT

» Conventional fractionation (1.8-2 Gy/fraction)

BED10 of 70-84 Gy

« 60 Gy (for small tumors in cosmetically sensitive areas)
« 6670 Gy (for locally advanced tumors involving bone or cartilage)

» Hypofractionation

BED10 of 48-72 Gy

« Tumors <2 cm: 2.5 Gy x 20 fractions

« Tumors >2 cm: 2.5-3 Gy x 20-22 fractions
* 3 Gy x 17-18 fractions to 51-54 Gy

* 4.4 Gy x 10 fractions, 4 fractions per week

*6-7 Gy x 5 fractions, 2 treatments per week

Regional Disease

» Conventional fractionation (1.8-2 Gy/fraction)
Macroscopic/gross residual lymph nodes

: _ 66-70 Gy
Lymph node + dissected nodal basins 60 Gy
PNTS 50-66 Gy

» Undissected at-risk nodal basins

1.8-2 Gy x 25-30 fractions

Satellitosis/In-Transit Metastasis (S-1TM)

* Resected
* Unresected

50-60 Gy over 5 to 6 weeks
60—70 Gy over 6 to 7 weeks

Conventionally fractionated radiotherapy consists of five daily treatments per week.
Hypofractionated radiotherapy consists of fewer treatments with larger fraction size.
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Chemotherapy regimen

Published C/T regimens

schedule

Cisplatin 100mg/m?> IV DI

Q21 days *6cucles

5-FU 1g/m*> 1V DI1-4

Q21 days *6cucles

Khansur T, Kennedy A. Cisplatin and 5-fluorouracil for advanced locoregional and metastatic squamous cell carcinoma of the skin.

Cancer 1991;67:2030-2032.

EGFR inhibitors

Published C/T regimens

schedule

Cetuximab,400mg/m2 IV Weekl , then 250mg/m2 QW

Till IV or unacceptable toxicity

Maubec E, Petrow P, Scheer-Senyarich I, et al. Phase II study of cetuximab as first- line single-drug therapy in patients with unresectable

squamous cell carcinoma of the skin. J Clin Oncol 2011,;29:3419-3426.
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- =X )% ° 24 & Stage III
Stage [V

T EREREER
* Breslow thickness
* Ulceration status (present or absent)
* Dermal mitotic rate (#/mm?)
* Assess deep and peripheral margin status
* Microsatellitosis (present or absent)
* Pure desmoplasial if present
* Lymphovascular/ angiolymphatic invasion
* Neurotropism/perineural invasion

28

ME-1 7~ 4% [




Chung Shan Medical University Hospital AR BREAEIS Clinical Guideline 2026 version 7.1
v L

Tk 4 3 ikE B isR

Stage 0 in situ ¥l Rk
. megi — AR ——
« AZHFRBLIH
mm thick, no
ulceration)
Sentinel node
negative ’
. }?‘5 Q
Stage IB (T1b) (<0.8 mm - 2HRKE
thick with ulceration or > ° FERITAPETRZ L R e Rk
. —_— s
0.8-1.0 mm thick LR A ] &7 % SLNB
t ulceration) . e R
7 ¥ SLNB Sentinel node =——=p L Stage III
positive
ME-2 7 4% 8]

29



Chung Shan Medical University Hospital AR BREAEIS Clinical Guideline 2026 version 7.1
v L

Tk 4 HF IR L X FESEY R IR

« Clinical trial for stage 11
» or Observation
. Sentinel node « or For pathological stage 1B or I11C
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(At least stage IIIB)

Sentinel node * Clinical trial for stage 11
negative or lc:)bservfrf i?n ical stage 11B or 11C
L5 4 1 « or For pathological stage 1B or
R [P s / B Pembrolizumab
& (ME-1 52 o R E4/-w e ®  Nivolumab
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o B Pembrolizumab
R negative &# A —> m Nivolumab
Sentinel node positive BHT 5 " nggr:‘;ﬁ%r:éb(f BRAF
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Posite) if considering adjuvant * Observation
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therapy or clinical trial | REPRBEELR s «OrPreferred regimens — >
BB AT IR B | FRFHT SR m  Pembrolizumab
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* Preferred regimens
Pembrolizumab
Nivolumab/
ipilimumab (category
1))

* Other recommended
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Nivolumab

Nivolumab and
—relatlimab

» Useful in certain

circumstances

Dabrafenib/ trametinib

if BRAF V600

mutation positive
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ADJUVANT TREATMENT

Systemic therapy options:
*Preferred regimens (all
category 1)

Nivolumab
Pembrolizumab
Dabrafenib/trametinib if
BRAF V600 mutation
positive

and/or

Locoregional therapy
option:

*Consider RT to nodal basin
in selected patients at high
risk for nodal recurrence

based on location, size,
number of involved nodes,
and gross and/or histologic
extracapsular
extension,(category 2B)

or Observation

ME-6 ;2. §)
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Systemic therapy(preferred)
or
Local therapy options:
Intralesional injection options:
Preferred regimens
- T-VEC (category 1)
Useful in certain circumstances
- IL-2 (category 2B)
Consider RT(category 2B)
Palliation of symptomatic disease:
Limited excision
Local ablation therapy (category 2B)
or
Regional therapy options:
Isolated limb infusion/perfusion
(ILI/ILP) with melphalan-based
regimen
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Consider adjuvant systemic
therapy options

Preferred regimens
Nivolumab (category 1)
Pembrolizumab
Dabrafenib/trametinib if
BRAF V600 mutation
positive

*Observation
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* Biopsy to confirm
Treatment for
« Lactate dehydrogenase (LDH) . :
Stage IV metastati I . for baseline staci 4t Oligometastatic or
age IV metastatic » -+ Imagingq for baseline staging and to > . . .
& s1nsq NS Widely Disseminated
evaluate .
: ) Disease
specific signs and symptoms
ME-9 i #%. ]
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Stage 0 in situ

Stage IA-IIA NED

Stage IIB-IV NED

+ See Common Follow-up
Recommendations for All Patients

+ H&P (with emphasis on skin) at
least annually

+ Routine blood tests are not
recommended

+ Routine imaging to screen for

asymptomatic recurrence or metastatic
disease is not recommended

*+ See Common Follow-up
Recommendations for All Patients

+ H&P (with emphasis on nodes
and skin)
every 6—12 mo for 5y, then
annually as clinically indicated

* Routine blood tests are not
recommended

+ Routine imaging to screen for

asymptomatic recurrence or
metastatic disease is not
recommended

+ Imaging as indicated to
investigate specific signs or
symptoms

+ See Common Follow-up
Recommendations for All Patients

+ H&P (with emphasis on nodes and
skin)
every 3—6 mo for 2 y, then
every 3—12 mo for 3 y, then
annually as clinically indicated

* Routine blood tests are not
recommended, unless indicated for
post- treatment monitoring

+ Imaging as indicated to investigate
specific signs or symptoms

+ Consider imaginguuu every 3—12
months for 2 years, then every 6—12
months for another 3 yearsxxx (unless
otherwise mandated by clinical trial
participation) to screen for recurrence
or metastatic disease
(category 2B)

+ Routine imaging to screen for

asymptomatic recurrence or metastatic
disease is not recommended after 3—5
years, depending on risk of relapse
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Node-negative recurrence treatment

7 # P4 BIEAB LR # Bh 6%
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and/or n-transi e HEBWuE N.or IL-2
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Regional lymph node recurrence treatment
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/ = BB R R
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Regional W st # L A 5 P b R bk 2 B , = High-dose ipilimumab
lymph node —— Mo &kpp —> A AREER —— gzﬁﬁ-‘iﬁ%rﬁm r _gh d
recurrence * HBiEgik & F 4 I ! = Biochemotherapy
& =>Possible radiation
therapy to nodal basin
Wb oy . P - N
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v

PRINCIPLES OF RADIATION THERAPY FOR MELANOMA
® Consider RT in the following situations:
Interactions between radiation therapy and systemic therapies (eg, BRAF inhibitors, interferon alfa-2b, immunotherapies,
checkpoint inhibitors) need to be very carefully considered as there is potential for increased toxicity
® PRIMARY DISEASE
Adjuvant treatment in selected patients with factors including, but not limited to deep desmoplastic melanoma with narrow
margins, extensive neurotropism, or locally recurrent disease.
® REGIONAL DISEASE
B Adjuvant treatment in selected patients following resection of clinically appreciable nodes (category 2B) If
Extranodal tumor extension AND/OR
€ Parotid: >1 involved node, any size of involvement
€@ Cervical: >2 involved nodes and/or >3 ¢m tumor within a node
€ Acxillary: >2 involved nodes and/or >4 ¢cm tumor within a node
€ Inguinal: >3 involved nodes and/or >4 cm tumor within a node
W Palliative
Unresectable nodal, satellite, or in-transit disease
® METASTATIC DISEASE
B Brain metastases
€ Stereotactic radiosurgery as primary treatment
€ Stereotactic radiosurgery as adjuvant treatment
€ \Whole brain radiation therapy as primary treatment
€ Whole brain radiation therapy as adjuvant treatment (category 3)
B Other symptomatic or potentially symptomatic soft tissue and/or bone metastases

41
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TROERNE TSR

ADJUVANT Chemotherapy
Pembrolizumab
Drug Combination | Dosage Route of Times Frequency/Duration
adminsistration
Pembrolizumab 200 mg v drip 30 mins, cycle for 2cycle(up to 6
Day lof a21-day | weeks) prior to surgery

Ref. 1.Robert C, Hamid O, Daud A, Hodi FS, et al. Five-year survival outcomes for patients with advanced melanoma
treated with pembrolizumab in KEYNOTE-001. Ann Oncol. 2019;30(4):582—588.
2.Pembrolizumab in Chinese patients with advanced melanoma: 3-year follow-up of the KEYNOTE-151 study.
PubMed. 2022; (NCT02821000).
3.Pembrolizumab (Keytruda) in advanced melanoma: a review of efficacy evidence. PubMed. 2023.
4.Efficacy of pembrolizumab for advanced/metastatic melanoma: a meta-analysis. PubMed. 2021.
5.Pembrolizumab: A Review in Advanced Melanoma. PubMed. 2016.
Nivolumab
Drug Combination | Dosage Route of Times Frequency/Duration
adminsistration
Nivolumab 200 mg fix IVD drip 60 mis, d1 Q2W
Ref. 1.Weber JS, D’Angelo SP, Minor D, et al. Nivolumab versus chemotherapy in patients with advanced melanoma

who progressed after anti-CTLA-4 treatment (CheckMate 037): a randomised, controlled, open-label, phase 3 trial.
Lancet Oncol. 2015;16(4):375—-384.
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2. Wolchok JD, Chiarion-Sileni V, Gonzalez R, et al. Overall survival with combined nivolumab and ipilimumab in
advanced melanoma (CheckMate 067): 10-year follow-up results. N Engl J Med. 2024,
doi:10.1056/NEJMoa2208661.

3.National Cancer Institute. Nivolumab-based treatments for advanced melanoma: Summary of efficacy and

survival data from CheckMate trials. Cancer.gov.

For BRAF V600E-mutated tumors
Dabrafenib and Trametinib

A
Z
*® v

Dabrafenib 150 mg PO twice daily
Trametinib 2 mg PO daily

Ref.

1. Long GV, Stroyakovskiy D, Gogas H, et al. Dabrafenib and trametinib versus dabratenib and placebo for Val600
BRAF-mutant melanoma. a multicentre, double-blind, phase 3 randomised controlled trial. Lancet.
2015,356(9992):410-419. doi:10.1016/50140-6736(15)60972-2.

2. Robert C, Karaszewska B, Schachter J, et al. Improved overall survival in melanoma with combined dabrafenib and
trametinib. N Engl J Med. 2015;372(1):30-39.

3. Sun C, Wang L, Huang S. Dabratenib and trametinib, alone and in combination for BRAF-mutant metastatic
melanoma. Oncologist. 2014;19(8): §46-854.
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OTHER SYSTEMIC THERAPIES

Cytotoxic Regimens for Metastatic Disease’
= Dacarbazine
= Temozolomide

= Paclitaxel
= Albumin-bound paclitaxel
= Carboplatin/paclitaxel

Biochemotherapy for Metastastic Disease’
= Dacarbazine or temozolomide, and cisplatin or
carboplatin, with or without vinblastine or nitrosourea,

and IL-2 and interferon alfa-2b

Biochemotherapy for Adjuvant Treatment of High-Risk Disease
= Dacarbazine, cisplatin, vinblastine, IL-2, and interferon alfa-2b
(category 2B)
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ite s JHIWEBER T T ',ﬁ% B ¢ % B> £ n% Systemic therapy for metastatic or unresectable diseases

FIRST-LINE THERAPY

Preferred regimens
+ Combination checkpoint blockade (preferred)
Nivolumab/ipilimumab (category 1)
+ Anti-PD-1 monotherapy

) Pembrolizumab (category 1)
Metastatic or

unresectable
disease

. Nivolumab (category 1)
+ Combination targeted therapy if BRAF
V600 mutation positive
Dabrafenib/trametinib (category 1)
Vemurafenib/cobimetinib (category 1)
Encorafenib/binimetinib (category 1)
+ Pembrolizumab/low-dose ipilimumab (category
2B)

Other recommended regimens E—

Disease
progression,
intolerance, and/or
projected risk of
progression with
BRAF-targeted
therapy

45

SECOND-LINE OR SUBSEQUENT
THERAPY

Preferred regimens
+ Anti-PD-1 monotherapy
Pembrolizumab
Nivolumab
+ Nivolumab/ipilimumab
+ Pembrolizumab/low-dose ipilimumab for progression following
anti-PD-1 therapy
+ Combination targeted therapy with BRAF V600 mutation
positive
Dabrafenib/trametinib
Vemurafenib/cobimetinib
Encorafenib/binimetinib
« For activating mutations of KIT
KIT inhibitor therapy(eg, imatinib)
« For NTRK fusions
Larotrectinib, entrectinib
+ For BRAF fusions and non-V600 mutations
Trametinib
+ For NRAS-mutated tumors (for progression following immune
checkpoint inhibitor therapy)
Binimetinibv (category 2B)
+ Combination therapy
Pembrolizumab/lenvatinib
+ Consider best supportive care for poor performance status
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E -~ #uwe B A T W% % % mycosis fungoides MF)$-F& o A KR FE € L

S L R KRRt B RS RE( § LR S LB R L)

1l

s Hp o
Skin(T) | TO Absence of clinically suspicious lesions
T1 Patches, plaques, or Tla Patch only lesions
papules, Tlb Plaque/papule+/- patch lesions
T2 Patches, plaques, or T2a Patch only lesions T2B Plaque/papule+/- patch lesions
papules 210% BSA T2b Patch only lesions T2B Plaque/papule+/- patch lesions
T3 One or more tumors>1 cm diameter
T4 Confluence of erythema covering >80% BSA
Nodes NO No clinically abnormal LN; no biopsy necessary
N) N1 Nla Pathology Dutch grade 1 or NCI LN 0-2: clone negative or equivocal
N1b Pathology Dutch grade 1 or NCI LN 0-2: clone positive and identical to skin
N2 N2a Dutch grade 2, NCI LN3: clone negative or equivocal
N2b Dutch grade 2, NCI LN3: clone positive and identical to skin
N3 N3a Dutch grade 3-4, NCI LN4: clone negative or equivocal
(lymphoma) | N3b Dutch grade 3-4, NCI LN4: clone positive and identical to skin
Nx Clinically abnormal peripheral or central lymph node but no pathologic determination of representative
LN. Other surrogate means of determining involvement may be determined by Tri-Society consensus
Viscera | MO No visceral involvement
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M) Mla BM only involvement | Clone positive and identical to skin
Clone negative or indeterminate
MI1b Non-BM visceral Clone positive and identical to skin
involvement Clone negative or indeterminate
Mx Visceral involvement is neither confirmed nor refuted by available pathologic or imaging assessment
Blood BO BOA Clone negative or equivocal Absence of significant blood involvement
(B) BOB Clone positive and identical to skin
B1 B1A Clone negative or equivocal Low blood tumor burden
B1B Clone positive and identical to skin
B2 B2A Clone negative or equivocal High blood tumor burden
B2B Clone positive and identical to skin
Bx BxA Clone negative or equivocal Unable to quantify blood involvement
BxB Clone positive and identical to skin according to agreed upon guidelines
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Stage IB-11A
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SDT
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5 # MF j5f i A2 MF
Stage 1A
SDT
PR SDT
R = e (4o B R ZRE (A B

BB EP)

)

i R e SDT (B * &3 % 24600 1)

- B ¥%2ck (ISRT) © 8-12Gy;24-30Gy for
unilesional presentation

- BB £ 2 UVB ~ NBUVB

b L

- ¢k % Imiquimod

. ob 7;:,» F*

b s & AL C Bexarotene* - tazarotene
- b it B o Carmustine*

- ¢k #* calcineurin inhibitor (2- ) *
Pimecrolimus

/

PUVA ~ UVA
b 4 R

e

.?}?ﬁ;**

12-26Gy)

% %R Zse SDT
-k E ¢ - UVB ~ NBUVB -~

<% 3 k2 LTt sUR £ (TSEBT)
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SDT 2 £ in

- Preferred

- Bexarotene* - Brentuximab
vedotin - Interferon a - MTX

> Mogamulizumab™* -
Romidepsin* - Vorinostat*

- Useful in certain situations
= Acitretin - Alemtuzumab

- Gemcitabine - Interferon y-@b

> Isotretinoin - Liposomal
doxorubicin

> Pembrolizumab
- Pralatrexate
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'

Stage 1B

!

- Retinoid
- IFN-a
- Low-dose MTX

!

!

T%J;ﬁ ¥ +SDT

Stage I11 Stage IV
Tz ﬁ H -3 *£SDT - Gemcitabine

- Retinoid
- IFN-a
- Low-dose MTX

- Liposomal doxorubicin
- Brentuximab vedotin

PC-ALCL 755 i A2

Primary cutaneous anaplastic large cell lymphoma

Solitary or
grouped lesions

!

'

Multifocal lesions

)

!

With regional node

LI

s

M E - 5% £ skin-directed
therapy : - MTX (+ i 10-15 mg)
TIREE & A

(Isotretinoin 1 mg/kg/d -
Acitretin 20-30mg/d)

- Brentuximab vedotin

- Pralatrexate

- Interferon

)

M iE - 5% + skin-directed
therapy :
- MTX

- Brentuximab vedotin
- Pralatrexate
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Lymphomatoid papulosis

' '

Limited lesions, Limited lesions,
asymptomatic symptomatic
l \ 4
-tk B E AR C Rk R
CRR R )i

* Bexarotene ~ *F % K3 § 21 2023 £ 12 P LA EE LV H
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Extensive lesions

!

- MTX (# i¥ 10-25mg)
CORAE b A Y
o

.oob o 7{;
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2R B R

4p 3!

H # % 7] i (Dermatofibrosarcoma Protuberans,DFSP)

LE AR PR KRR B RS RAGERY)
DIAGNOSIS TREATMENT ADJUVANT TREATMENT
Negative
surgical -
1.3 ¥ i e+ | | margins
ey “ﬁ%
DFSP 2.7 R Observation —
neoadjuvant | |
imatinib £ 7
Lp 1:/%
Negative .y
Re-resectiond,e margins
Positive until margins
| surgical > clear or surgery | Multidisciplinary
margins is not possible consultation for
consideration of
Positive S o e
i radiation therapy
margins
(RT)or other therapy
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FOLLOW-UP

* Physical exam
with focus on
primary site every
6—12 months ¢
Patient education
about regular self-
exam * Consider
MRI surveillance
for deeply invasive
disease or other
concerns for

recurrence
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N XEREfRERD

FARW AR ELLSA P 0 g 4 A ) 2 6 B 4 & % %% s (Pomeranz & Brustman, 2005 ; Waldrop & Rinfrette,
2009) - %"%%E’ A~ R EIy  F AR E O BRIRAR L ZERER SRIAER C REE R Ha A
#c (Palliative Performance Scale ) 4>t 70% ; 3% :£— # wi%,r@&,r@s‘ » —%z sk T g E M ,«Fn-]z s T A

EoF A M (5% > 2006)
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