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114 4 fig 8 [ —R e 52 -

[ RS IR L -1 — (2R FUAE (Hodgkin's Lymphoma)

[ k2T EE -2] CLASSICAL HODGKIN LYMPHOMA (CHL)

W IR

Clinical Stage

Bulky Mediastinal Disease
or >10 cm Adenopathy

ESR>50
or
#Sites>3

Guidelines Page

[ RELAERBTR AL -3]— (A< FUIE (Hodgkin's Lymphoma)

FHAREURE ¢ Classic Hodgkin's Lymphoma

YR

TMU Taipei Cancer Center

113 & il 114 SEEEThR

[ R ESJES TR AL -1 — W 7R FCHRELJ% (Hodgkin's Lymphoma)
PERE ~ s EEE

[ E2FEZ IR 2] Classical Hodgkin's Lymphoma (CHL)
R 3 B ) J

1. Clinical Stage BIEERLH S FRRFHA™

2. Guidelines Page BN TEELIFH” -

[ REE TR AL R -4 — I ARG FOM ELA (Hodgkin's Lymphoma)
Classic Hodgkin's Lymphoma F-HATE% RIF /382 16 R BLEHE (i
18-60 5% ) °

1. TERRIE—EEE ) B (BT

L2 s 2

Deanvill A RE R &
h ABVD 1 {4 £ (#3 )M HREH

R3hie# ABVD 2 s

(s EEs)

Bl

DS

uu




1 ¥

2. TERZY UM —JRARfee ) B - ek

o8 T
HAEE & -
Deauville _]:: ABVD 2 B #2 (83t 4+ B HHER
3
Riiel AVD 4 8542

(s EEs)

3. TREE SRR LR ) BB - 1B

Deauville \
Deauville ¥ = 2
| e ABVD?M& -' ey JiE
(PEF-CT) Deauville FiE- 3 %2
45 ™™ wmA (+) =
)| Deauville || fn#k i
5 oL 1% 818 5t ],
BRE¥ mpBAH
= casiinie
e in THC stain. _ 4. 5, 7% 5 25 p )
1-11 4. No B symptoms 5.No bulky disease 5.Anti-CD30 F #k4o58

8 o i
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[ RSB TR AL -4]— (W R FOAE (Hodgkin's Lymphoma)
PET 5-POINT SCALE (DEAUVILLE CRITERIA)

[ I ELEES TR I -5]— R4 FUE (Hodgkin's Lymphoma)
FHARIURE ¢ Classic Hodgkin's Lymphoma

YR

TMU Taipei Cancer Center

[ RS TR AL -3]— (AR <E FCK L)% (Hodgkin's Lymphoma)
PET 5-POINT SCALE (DEAUVILLE CRITERIA)

[ BB TR AL -51— M ARG R ELHE (Hodgkin's Lymphoma)-
Classic Hodgkin's Lymphom F-HAFE T RUF 2 1GIR BLEHE (4F
% 18-60 Ji% )
1. TSERIE / E5 3 €1 > B2 T Deauville 1-34 ©
2. TABVDJ B3 TAVD]
3. TRIREIL / #rkty - (B2 TDeauville 4-51 o

(s EEs)

U e Q8 Pt
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SRR HEILE 6) - MRS FOE (Hodgkin’s Lymphoma)
FHARIURE

NA

Classic Hodgkin's Lymphoma

[ RS TR AL -6]— TR Ik LR (Hodgkin's Lymphoma)-
Classic Hodgkin's Lymphoma £ 11I-1V #1.Z {6 FRELEHE (FEHH 18-60 % ) °

. RIS 2 (RER1E T ABVD 2 {2 ) 5% TBV-AVD 6 #f2 ) -
2. BEIEBEUET

F-1V | |

(s EEs)

4.Anti-CD30§ #Aiit

Brentuximab vedotin (4 #)
5. %% % B30 61 #i(A %)
[EE

Wi —H

[ WREERS IR L3 -7]— (72 FCf% (Hodgkin's Lymphoma) - Classic
Hodgkin's Lymphoma( it >60 5% 8¢ #8 /IR E 5 A B A HRHER
BAENRETI)

U RS il
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[ WEEZ IR LR -7 — A% FUE (Hodgkin's Lymphoma)
FHAETUHE © Nodular lymphocyte—predominant Hodgkin's Lymphoma

[ R EUAE 2 TR A -8] — M2 PRI LRI R (CLLL)/ Z13bk Bt Ly
(SLL)

[ WAL -9) — 8IS (Follicular Lymphoma) Gradel-2

[ RSB I -10] — RIS PR B AN ERE / BE ik A
Gr.II(DLBCL/FL Gr.III)

YR

TMU Taipei Cancer Center

[ REEZ TR L -8)— W AR UM% (Hodgkin's Lymphoma)

Nodular lymphocyte—predominant Hodgkin's Lymphoma 43757 BLE

1. “HUERIET HHE” 4BV +AVD( 4 IV B IPS 4-7 43 )”

2. FHE

“IPS: FRME A5 = B PU A B bk A TR TR - felald T2 E
/EE 5 (3 7 8): Serum albumin/ <4 g/dL ¢ Hb /<10.5 g/dL;
Male/yes ¢ Stage [V/yes : Age/ >45 y/o : WBC count/ > 15k/mcL :
Lymphocyte count / <600/mcL or <8% of WBC count °

* BV: Brentuximab vedotin ©

[ PSR AR 0] — NP LRI R (CLLL)/ /Db Bt L
(SLL) ZHitaE ~ 7 iag

[ IREEZ IR -10] — I8k EYE (Follicular Lymphoma)- Grade 1 ~
2~ 3A BERE ~ SR

[ kBB TR I -11) —PRE MR B AR (DLBCL )/ 8 PRk e
¥ (FL Grade 3B ) ZEika# - 7 iH N
1. FE4559% « £ Polatuzumab/ £ Glofitamab

U e Q8 Pt



1 ¥

[ kB TR I 1) — DR TR CRIR B MR B AT
(FL — DLBCL)

[ AR TR -12] — RIS CLAHLRRAH B 28 (Gastric MALT
lymphoma ) Lugano Staging

[ IREEAERB TR AL -13] — W ZEIR LR AR 298 (Gastric MALT
lymphoma )

[ kB2 TR L -14] —T MMk ELE (Cutaneous T-cell lymphoma and

T-immunoblastic lymphoma are not included)

[ W ESERA TR S -12] — D70 P b L R P X B S bk L2
(FL — DLBCL) i

[ R EEARERSR A -13] — W RN LR M % (Gastric MALT
lymphoma ) Lugano Staging

[ RELEE TR AL -14) — B ZEIRM ELHLARAHBR R 298 (Gastric MALT
lymphoma ) ZBER# ~ 7GR HE

[ IRELRERTR IR -15] —T MU A% B Hha ~ 7 liape

=

U e QS Pt




[ HEEEZaHR

on
W

R T

HEE -1 AR KMHEE (Hodgkin's Lymphoma)

Y

BAIRE —
> 5 BPIE IS AT AR
o R PuTRIHc
« ESR
« §'4 i % (LDH) > % III- 1V #
« PET-CT & 7 %6 %7k
o HAHE R (TR
o B2MTRRY (EHEE) | REEET R A
* Fjfik (Uric acid) AT A

o LT B C sk
s
WES)

YR

TMU Taipei Cancer Center

s (& * anthracyclines

\

1. B symptoms : fever, night sweating, body weight loss.
2. ¥ # T B B F :ESR>50, B symptoms, Nodal sites >3. bulky tumor ( > 10 ¢cm) or large mediastinum lesion(MMR>0.33).
3. Clinical trial is always an option of treatment.

(B ERHE— — B EERE)

U e QS Pt



[ HEEEZAHE -2] Classical Hodgkin's Lymphoma (CHL) BRFR 3 HRER FR#& D 48

Bulky Mediastinal Disease ESR>50 or
or >10 cm Adenopathy #Sites>3

G Fig

(EIFE— © B ES)

No No Favorable Disease
1A/ ITIA No Yes Favorable /Unfavorable Disease
Yes Yes/No Unfavorable Disease et
iE
E
4
1B /1IB Yes / No Yes/No Unfavorable Disease B
=i
]

III - IV Yes / No N/A Advanced Disease



[ HEEEEZ AR -3] AARETKMERE (Hodgkin's Lymphoma) R EXCEEDIN

TMU Taipei Cancer Center

PET 5-POINT SCALE (DEAUVILLE CRITERIA)

Score PET CT Scan Result

No uptake( ZHEHE )

Negative Uptake < mediastinum( A5 ,SUV <HeliFi )
Uptake > mediastinum but < liver( H &5 , SUV > fEfmikE {H </H )
Uptake moderately higher than liver and visually above adjacent background activity( &
%, SUV T E AT E L A A =65 )

Positive Uptake markedly higher than liver and/or new lesions( & &5 ,SUV HHE = > - 2% / F1
WA R )
New areas of uptake unlikely to be related to lymphoma( #1HY[E s B | AS K AT HE Bk
AR )

(SHEERPHT— w BFGFNSES)

U i S S i



[ HEEEZ AR -4 @ARZKMERE (Hodgkin's Lymphoma)- Classic Hodgkin's Lymphoma

BEHIfER R I3 o aB BBl ( & 18-60 5% )

> ﬂ‘\:ﬂ},%‘/z‘

Deauville A e oy 2 ABVD 1 B AR (3835 3) T b AUs

\ 4

B 1-2

_,I § g ABVD 2 B A2

Deauvill | E A ‘
eauville + 4 e b >
S9F | JABVD || £47ER | e 3 Chtin 2 ABVD 2 B 42 (435 4+ st aR s R
(& 4 2 1 A2 PET-CT B AVD4 B Az |_> W
-y _>| /
D ill T
4 eauville | AU
Deauville - ABVD 2 N T ETIE 1-3 Y
> 4 B A2 PET-CT .
Deauville
4-5 o %k (=)
> _[
Deauville B (+)
> 5 I v

> 1. B HE I F ikt p Miree S

1. Clinical trial is always an option of treatment.

2. Rituximab may be added electively (self-paid) if CD 20 is positive in IHC stain.

3. BHTEH% BT % :1.Age< 50 y/o 2.ESR normal 3.Stage I~II 4.No B symptoms 5.No bulky disease

4. PET ¥k % L. DEAUVILLE CRITERIA 3% » 3 K8 5 824 B AL 5 6 5 3w

5. PET 5-POINT SCALE (DEAUVILLE CRITERIA) > # 28 [ hEE 2 G &£3H 3] AL KRMKERE
(Hodgkin's Lymphoma)

2. F el it g

3. TRk Rk

4. G F & ghFr ] H|

5. Anti-CD30 ¥ 4448

(BB R H=— » B EEFE)

DS

uu




[ HEEEZABRE -5] @ARFZKMEE (Hodgkin's Lymphoma)- Classic Hodgkin's

Lymphom SHAIFFRE BRI D38 iaME2BHt ( TFE 18-60 BX )

‘

ISR DI

TMU Taipei Cancer Center

N
Deauville ABVD 2 i 47 + 383075 K >
1-3
H ook -
ABVD 4 & % 4% >
B i
BB
I > ABVD Lil Deauville 2$ '@J k; TR
b B i
i 2 R AR PET-CT e L B R AT Hi_
7 I\ sk = A 2 —
¥ 5E Deauville rg i " * AT PRy
a5 []FFER eprer [ Ny >
2 R AR B AR Ry
A
|,| Deauville s (—)
45 [Flen
(+)
1. Clinical trial is always an option of treatment. 1. % Af § P
2. B KJEJE &3 bulky mediastinal disease or > 10 cm. 2. fop i
3. PET 3¢ &3 UL DEAUVILLE CRITERIA 3 5 - 35k (8 5 S 4% % A B 0 5d oa g éﬁﬁ
4. PET 5-POINT SCALE (DEAUVILLE CRITERIA) » 3% 2 B8 [ itk B, 98 2 ¥ 3£ 3%k -4] 71 A £ K /£ (Hodgkin's Tk
Lymphoma) 4. d B & BRFr A
5. Anti-CD30 ¥ k448

(BB ERHE— o BFEEERE)
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DS
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[ HEEZARE -6] AASKMEE (Hodgkin's Lymphoma) - Classic Hodgkin's Lymphoma
5 -V HiZiaRERiBRE ( &b 18-60 5% )

L=

ABVD | | 472

2 @R 42 | |PET-CT

% -1V #

b

Deauville BAECCEILR R i

> i
1-3 A2+ AR

Deauville b (—)
ma RS ~|
4-5
(+)

BV-AVD | | # #7222
|
6 A% PET-CT

Deauville AVD R
13 4 oA e
B B
Deauville f_ ;L # AT
4- o PET-CT
> 3B ¢
Deauville -
13 >R B
Deauville o ek ke 1t (=)
4_5 JRELSSE 1
(+)

1. Clinical trial is always an option of treatment.
2. B K/ &4 bulky mediastinal disease or > 10 cm.

3. PET #f& % L DEAUVILLE CRITERIA # ¥ - R B £ E B A B Mot
4. PET 5-POINT SCALE (DEAUVILLE CRITERIA) > 3# £ [ B E DAL #H 4 AL KE

(Hodgkin's Lymphoma)
*LBBEED 2 KOREBERTEN M (PET-CT)
6 fERE

CBAE BN L p iR e

LB

. TR R

. Anti-CD30 H $x#u%8 Brentuximab vedotin
(p %)

5. R F& & BIeHE (p T )

6. ITEF LR

AW N —

(EERPHT— o BT EEFE)

Bl

DS

uu
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TMU Taipei Cancer Center

[ HEBEZABHE -7 @A KMEE (Hodgkin's Lymphoma) - Classic Hodgkin's Lymphoma
( s >60 5% I BHORRAE N BRESHENIMFEARELN)

*RERA . 2BRE

LB XEHILE %

*AB)VD 2 i B2 + AVD 2 B 42 + 3 s S5 (78 ) °

B HpIE S AT A % ) L
* CHOP 4 B F 4% + 3T 55075 ©

(SHEERPHT— < BN ES)

*A(B)VD 2 B 42— & #7:= % PET-CT :

Lt — AVD 4 B R A2 o

BB o o
*BV &7 AVD » % 2 F &3040 F B2 B4 SR RDEF F E RS EE BVis
« CHOP 6 i F 4% £ S b4

BRI A A A A

¥ MI-TV ¥

U i S S i

* Dexrazoxane + ABVD & CHOP ( &*7 i ienw %t 8 ) »
* BV-DTIC (dacarbazine) -

SUEE R




[ HEEEZARE -8] AARTEKMERE (Hodgkin's Lymphoma)- Nodular lymphocyte—predominant
Hodgkin's Lymphoma 23 ;8 H Ed B gt

ERFRSER BEENAE

i
lak
7%
i
jé
#
AR (FE) i
5 IA S TIA 9 I o 8
(non-bulky) 2 ] L |
i IS f
% IB,IIB # & R, B EEMNISR £
[A(bulky)/ N AT )
> h IR SR > e | e
A(bulky or . , P 7%
non-contiguous) (—) |_>| o3 | =
+Anti-CD20 ¥ tkda4l B o & 1 Lz fE
+ B RS Ry (+) 2. gf»%\;rjt R FEe )
" N Lo - = v

% LI-IV > 2. o TR Ry 3 f.,;‘l’g—){_ér}-:ﬁ‘%‘ E
L X L] W S RAaE/ =
3B (ALK ) 4. LA & Bgr A 5
4 BV +AVD( 3 IV # 5 (i i 5

IPS 4-7 &) A

*LBBREED 2 RFETEHFMH (PET-CT)
“Clinical trial is always an option of treatment. PET
*PET 3k # L DEAUVILLE CRITERIA 3 % - 3% k{8 £ 4% B 8 6 ot omr
*PET 5-POINT SCALE (DEAUVILLE CRITERIA) » 3% £+ 18 [ B 9E 2 6 3£ 3%k 4] 17748 £ K& (Hodgkin's Lymphoma)
IPS: FEH ZRFWHAA S KM EENFALEE - BRETEE /3 EH K (£ 738): Serum albumin/ <4 g/dL ; Hb
/<10.5 g/dL; Male/yes ; Stage IV/yes ;
Age/ >45 y/o ; WBC count/ > 15k/mcL ; Lymphocyte count/<600/mcL or <8% of WBC count ©
* BV: Brentuximab vedotin °



[ HEEEZBHE -0] —18MHEMREA M (CLL) JVHEHMRMEE (SLL)

EEEE - DHaR

B PRER

* Bk

o P IRIHk

. §'ft % p% (LDH)

. @;gm-+m$K+V*K+%
2ER Motk &

e (RTE)

o B2k ke (EHIM)

* Jkf& (Uric acid)

. L B CR%

o snVwiz ik (CLL & )

* ESR(E# L)

s wrei BE (EEM)

+ Coombs' test( iF 4% 1+ )

+ Immunophoresis ( i # 4 )

PET-CT( 4

ERFAR A

>

SLL(Ann Arbor 4 # )

>

CLL(Rai A # 0-1V)
(Binet 2 ¥} A,B,C) &
SLL(Ann Arbor 4 # II-1V)

YR

TMU Taipei Cancer Center

g

* Clinical trial is always an option of treatment.

* FEHUTEMR *

1. Fatigue(severe) 2. Night sweats 3. Weight loss 4. Fever without infection
* Threatened end-organ function

>

R > Bz
L |1 %
(R o g BE
SLL(II-1V) FE — oS
CLL . . :
Rai 4 # (0-11) $or ol 1 Fiek +Anti-CD20
i i
Binet 4 # (A,B) £ g
2. sy
3. Obinutuzumab(optional)
CLL\ 4. Tbrutinib(if 17p deletion
R?I o %}] (I-1V) > or TP53mutation)
Binet & # (C) 5. Venetoclax(if 17p
deletion or TP53
mutation)

* Progressive bulky disease(spleen>6cm below costal margin, lymph nodes>10cm)

* Progressive anemia

* Progressive thrombocytopenia

» Gazyva(Obinatuvzumab)(optional)

AN
*

(WEEEREES
SR T E R R © B R %)
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[ HESEEES
EERE - 2HaR

i

A -10] —iSBMMEEE (Follicular Lymphoma)- Grade 1~ 2 ~ 3A

L EET &
— 51 3 Fz o~ B -
EE[‘IEEE${E: N :): 132 1 ;l,i'KiQ::}% Y /’e@ *Tﬁ&ggjﬁﬁ‘“‘_ 2 =X
. By % 108 CRETUR AR g o RS ER R L R SR T
E : 2. Anti-CD20 AR
DL Iy : KANE & E B LR
EAR RS S 3 ) H A +
. Sl i pE vl T AT E L
s | | wom) e ® | S e XTEATE A < TR F A A
: S 2 P
& |- PETCT 2 — Y
. e
n >, | g ] _ Y G ETIST B L >
W | |+ B2mot R ’IEFEE KEARERLE = 2B 2
& (R A I i IR oy R R ot b
- Jkp (Uric acid) 2ERETE o e AL
« HHB-C R RIEE o £l
i ok Jaid g 3.4k Bala kTRhRE R A TRk F £ - =
T B N N L s 11
° Pf}pw:_ 3 F ‘_’1'] 5 4. F ~ ¥ (7
o m R T $ M-IV 3 s ( e s ) e
(SPEP) fo/ # Sane) L ERER OGS BRE P pre [
—‘TL;:—E_L. 5. *5‘?.% v L, 7{ _V_>2 T\?}i‘;%‘%‘\’ )
3. kRt Y TN
------------------------------------------------------------- > N
*Rituximab # 414 76 78 % = 8 A 41— & » 34 2 &+ (63 F R B 2B (Gr. 13) - ol

+ Clinical trial is always an option of treatment

T ENAR S A ¢ R R L A TR A R AT A O A A

*H T AR

TR TR L A PR AR R R R T (o S R L A

LB s
2.% AL 'Lélr}% +
BARAS (8 #
G LR E)
3. sk %
4 F o g
5. ok

* B g
H Al s

(BEFFEHE— S R WEER)
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[ HEEZALE 1] —FBEM X B #llE#HEDE (DLBCL )/ i8BHHERE (FL Grade 3B) {/

EERE - DRaR

S

EmARER G -

* Bk

o P IR

s F'pid i ps
(LDH)

* PET-CT & % "%
4

- R R (F
#)

o [B-2 Hzk B-e
(E#EA)

* i p& (Uric acid)

o ftw B~C
i B

- e
Mo
anthracyclines

HEF)

il a

I-1I
o

s R

E

Anti-CD20 ¥ 45
R+ B 34

>

CR % 4 Anti-CD20 ¥ 44248
+ it 8 5% total 6 ~8cycles

EYCEEDN

TMU Taipei Cancer Center

I-1v
o

>

Anti-CD20 ¥ x4
W+ 34
SRl REL

+Polatuzumab
or Bispecific antibody
(Glofitamab) SD+PD

* Rituximab # 8 W8 B8 = AT — K - #8245 > EE A REEH A

(Gr. 1-3)

* Clinical trial is always an option of treatment.

O R R e |
£ E X 5| & tPolatuzumab or » PR = & Anti-CD20 ¥ > ?ﬁ?
(< 7.5cm) Bispecific antibody L| 4okl + 1 8 55 e 2t
(Glofitamab) total 6~8 cycles CR —"
|
Anti-CD20 ¥ 143248 SD+PD ‘
+ 0B L 3~4 = ;t = Anti-CD20 ¥ f%:w/rgf ‘fL - Py
B+ N PEITHY 2 Jof total 6~8 cycles + 3z &7 F
= 7.5cm tPolat b . - . .
( ) Bispecific antibod > PR | 77 Ant-CD20 AN
P Y ie B total 6 ~8cycles + 3T b4 5
(Glofitamab)

SD+PD |

:

% = Anti-CD20 H $k4=48 + i+ % total

6~8 cyclest *xétis R (B = "5 )

-

LR BN H- RIEARYe
B AR 8 5% +ASCT
i % CAR-T

B e

iR

N A W N~

" ek

N SWe
=

I

Bk ER(E )

(C=lE - AN T

RS —

FER @
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[ HEEEZ AR 12] BEHEESENESMEX B #ilEg#HERE (FL DLBCL) ok

L
15
EAE %4
B &
4 3k
_ 1. Tosk 5% T
1. Tk R 5% Fay > 2. B W E i F LR @12
ey 2. 1Y 5% +Anti-CD20 ¥ 3. i e ik # ‘7\§
—> ... —>  Rd Vjé
BRIk SR s ’
3. f R R 4
4% g ik FEE o BMEC R E Y e S i
u
e M T e R T %

A S FRE S Bl o
S > R 2 B AR R R e B =
3. TRk R =
iE
Eg (5 FER & AR L =
- : ‘ R SRR B iR A E
3Tl 2?5 - e
[, *7 || # &)+ Anti-CD20 & # NEYYS S ENPRY SRR S i
- FET el 3. Tohk 5% ]

£ A —

L%

Lol B F B2 | |2 8B B0k - LR i
PR & R 253
4. 4 $FP 2
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TMU Taipei Cancer Center

[ HEEEEZAHE -13] —BHIEHEHEERMERE (Gastric MALT lymphoma ) Lugano Staging  , 5
g

L Modificati TNM Staging Syst: :}Eﬁ

. ugano Modification aging System e

Lugal{o Stagmg System for of Ann Arbor Staging Adapted for Gastric Tumor Extension ﬁ
Gastrointestinal Lymphomas S T a

LR

13

Confined to GI tract" %’
Stage T I, = mucosa, submucosa Il T1 NO MO Mucosa, submucosa %
s
I T2 NO MO Muscularis propria ;}1
I, = muscularis propria, serosa [y
Tz T3 NO MO Serosa gg
Extending into abdomen
Stage 11 II, = local nodal involvement 11 T1-3 N1 MO Perigastric lymph nodes y‘:.—IE“
£
II, = distant nodal involvement 11y T1-3 N2 M0 More distant regional lymph nodes %
L
Penetration of serosa to involve . . i
Stage IIE . . 1l T4 NO MO Invasion of adjacent structures ]
adjacent organs or tissues
. . T1-4 N3 MO .
Disseminated extranodal Lymph nodes on both sides of
Stage TV* involvement or concomitant the diaphragm/ distant metastases
& supradiaphragmatic nodal v T1-4 NO-3 M1 (eg, bone marrow or additional

involvement extranodal sites)
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MHEEEZARE -14]  BRIEHEHEEAERMERE (Gastric MALT lymphoma )
EEEE - pHaE

ol

ERRIEE

C FHA AR e (s A )

- A i (ECOG PS)

e CBC~ v mZfEAs ~ n ] Fitdk

NI )

- LDH

o kel SR TEE R P AR IR S R 5 e A

18 F2L i~ e p) (AR R R] ~ R f 3R
B~ o R R

e 4r% #* Rituximab ~ 7 B 5% X 4p B & iR
o W/ e/ E 2R BRI G I b %

s

o RFAPARE (40F )T 5 BINIHM R

o TRW IS B ITIERER (o T F)

s FEFT IR (RFR)

e Yo% 7 & Anthracycline e 42 7 & .= MUGA 4

do /o FAT T BTy

o CAPFAp M e R

$ 110 ~1IE #
TP ()

\i

* Clinical trial is always an option of treatment.

% I~11 ~ 1IE #y
P ()

4. 8 P 3% R ek (ITE % )

» IV &

1. i #55 + Anti-CD20 ¥ ks
2. 2 dtin R
L

di O AE F BSR > 3 BT

1. 345 (30-33Gy)

2. Anti-CD20 ¥ #4748 (5 %) Y oo
13, i +Rituximab( § % ) R

>

=3

(En(EEEar apE
TP E— T EOREGHOEESE)
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[ HEEEEEZIaHEE -15] —T MEHEE BERE - DHaER

ERFAR D HA

BRIRERME :

© B

< R

. §f4 & pF (LDH)
« PET-CT # T "7k
BEE

o it B C A%

YR

TMU Taipei Cancer Center

| I-11 P i LR X 61 2T T > LR
—» ALCLALK( +) H 8 3
ey IR« [ SR/
¥4 2. Crizotinib (optional)
. 3. Anti-CD30 ¥ x4t
- f (if CD30(+))
L e = 4 AR i
> LEILRE X6 s
MLV f quf’ # (Chidamide)
_ - 5. G el ik
R > LR
| ,|PTCL.NOS v el EieR P
ALCLALK( —) | =~ + b R %4
P » ol s
ﬁf gl Biss LEAEY

1. Clinical trial is always an option of treatment.
2. Treatment with diffuse large B cell lymphoma without rituximab.
3. aalPL: ¥ AEEEFRER

BOaRSe(E )

—
W

(HEXEFR 93—

U e QS Pt
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. NCCN clinical practice guidelines in oncology-Hodgkin Lymphoma. Version 3.2024.
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Hodgkin Lymphoma (Age > 18 years)

Classical Hodgkin Lymphoma

i
5
E
ABVD (Doxorubicin, Bleomycin, Vinblastine, Dacarbazine) + ISRT %
i
Doxorubicin 25 1,15 Q4W 4 1-4 %
Bleomycin 10 unit/m” 1,15 Q4w 4 #
Vinblastine 6 1,15 Q4W 4 gﬁl
Dacarbazine 375 1,15 Q4w 4 ~

Brentuximab vedotin+AVD (doxorubicin+ vinblastine+ dacarbazine) :E'T's

& mg/m’ g
Brentuximab vedotin 1.2 mg/kg 1,15 Q4w 6 5 %
Doxorubicin 25 1,15 Q4w 6 e
Vinblastine 6 1,15 Q4w 6 =|
Dacarbazine 375 1,15 Q4w 6
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Nivolumab + AVD (doxorubicin+ vinblastine+ dacarbazine)

Nivolumab 240 mg* 1,15 Q4w 6 7
Doxorubicin 25 1, 15 Q4w 6
Vinblastine 6 1,15 Q4w 6
Dacarbazine 375 1,15 Q4w 6

*3 mg/kg for 12~18 y/o

BrECADD (BYV, etoposide, cyclophosphamide, doxorubicin, dacarbazine, dexamethasone) + ISRT

& mg/m’

(EF 3 E82 1y )

Brentuximab vedotin 1.8 mg/kg 1 Q3W 4-6 6

Etoposide 150 2-4 Q3W

Doxorubicin 40 2 Q3w e

Cyclophosphamide 1250 2 Q3W ﬁ

Dacarbazine 250 3-4 Q3w 2

Dexamethasone 40 PO QD 2-5 Q3W B
i
5

CEB
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Nodular Lymphocyte-Predominant Hodgkin Lymphoma

ABVD (Doxorubicin, Bleomycin, Vinblastine, Dacarbazine)  Rituximab

Doxorubicin 25 1,15 Q4w 1,2
Bleomycin 10 unit/m’ 1,15 Q4w
Vinblastine 6 1,15 Q4w
Dacarbazine 375 1,15 Q4w
=+ Rituximab 375 1 Q4w

CHOP (Cyclophosphamide, Doxorubicin, Vincristine, Prednisone)  Rituximab

(EF 3 E82 1y )

EdTES #il i mg/m’ #gEH B Y 20k
Cyclophosphamide 750 1 Q3W 3
Doxorubicin 50 1 Q3W I=
Vincristine 14 1 Q3W 1iE
Prednisone 40 1-5 Q3W 82
=+ Rituximab 375 1 Q3wW E
5l

CVP (Cyclophosphamide, Vinblastine, Prednisone) £ Rituximab

Cyclophosphamide 500 1 Q2-3W 4
Vinblastine 6 1,8 Q2-3W
Prednisone 40 1-7 Q2-3W

=+ Rituximab 375 1 Q2-3W



Rituximab

Fil & mg/m’
Rituximab 375 1 QW 5-9

CEPN

L.

2.
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Systemic therapy for relapsed or refractory disease

Second-Line or Subsequent Therapy Options

CHL
DHAP (Dexamethasone, Cisplatin, high-dose Cytarabine)

& mg/m’

Dexamethasone 40 mg QD 1-4 Q3-4W 1,2
Cisplatin 100 1 Q3-4W
Cytarabine 2000 Q12H 2 Q3-4W

ESHAP (Etoposide, Methylprednisolone, Cisplatin, high-dose Cytarabine)

Etoposide 40 1-4 Q3-4W 3,4,5
Methylprednisolone 500 1-4 Q3-4W
Cisplatin 25 1-4 Q3-4W
Cytarabine 2000 5 Q3-4W

Gemcitabine/Bendamustine/Vinorelbine

Pl mg/m’

Gemcitabine 800 1,4 Q3W 4 22
Bendamustine 100 2,3 Q3w 4
Vinorelbine 20 1 Q3W 4
Prednisolone 100 mg PO 1-4 Q3W 4

(EF 3 E82 1y )
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GCD (Gemcitabine, Carboplatin, Dexamethasone)

Pl mg/m’

Gemcitabine 1000 1,8 Q3w 6,7
Carboplatin AUC 5 1 Q3W
Dexamethasone 40 mg 1-4 Q3W ﬁ
g
b
GVD (Gemcitabine, Vinorelbine, Lipo-Doxorubicin) %
1.For transplant- naive patients :’E
F & mg/m’ g
Gemcitabine 1000 1,8 Q3W 8 3
Vinorelbine 20 1,8 Q3W al
Lipo-Doxorubicin 15 1,8 Q3wW

2.For post-transplant patients ZfE;
Fil it - 52
AlE mg/m B
Gemcitabine 800 1,8 Q3w 8 }E
Vinorelbine 15 1,8 Q3wW =|
Lipo-Doxorubicin 10 1,8 Q3W
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GVD + Pembrolizumab (Transplant eligible patients)

Pembrolizumab 200 mg 1 Q3W 2-4 28
Gemcitabine 1000 1,8 Q3w g
Vinorelbine 20 1,8 Q3w ",
Lipo-Doxorubicin 15 1,8 Q3W fﬁ%
%
ICE (Ifosfamide, Carboplatin, Etoposide) ¥
4 i 41 il mg/m’ #sEH 5 ) 2% K 4
Etoposide 100 1-3 Q3W 9,10 £+t
Carboplatin AUC 5 9 QW 3l
Ifosfamide 5000 2 Q3w
ICE + Brentuximab ZfE;
B mg/m2 %
Brentuximab 1.5 mg/kg* 1,8 Q3w 29 fg
Etoposide 100 1-3 Q3w 2|
Carboplatin AUC 5 2 Q3w
Ifosfamide 5000 2 Q3w

*capped at 150 mg



ICE + Nivolumab (bridging most patients to AHCT)

g #il i mg/m’ #aE H LiES 1] 250k
Nivolumab 240 mg 1 Q2W Upto 6 30
Etoposide 100 1-3 Q3W
Carboplatin AUC 5 2 Q3W "
Ifosfamide 5000 2 Q3W g
£
#l
ICE + Pembrolizumab (eligible for an autologous stem cell transplant) Z;E
4 44 il 5 mg/m’ #sEH B S 24 3Rk ¥
Pembrolizumab 200 mg 1 Q3W 34 b3
Etoposide 100 1-3 Q3W gﬁl
Carboplatin AUC 5 2 Q3w ~
Ifosfamide 5000 2 Q3w

IGEYV (Ifosfamide, Gemcitabine, Vinorelbine, Prednisolone) g
Py [=) G\ 753 3 o =EZ
E RS il mg/m’ #agEH eSS F1] 2530k =
Ifosfamide 2000 1-4 Q3W 11 5
Gemcitabine 800 1,4 Q3W ]
Vinorelbine 20 1 Q3W

Prednisolone 100 mg 1-4 Q3W
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Mini-BEAN (Carmustine, Cytarabine, Etoposide, Mephalan)

Carmustine 60 1 Q4-6W 12, 13
Cytarabine 100 2-5 Q4-6W
Etoposide 75 2-5 Q4-6W
Mephalan 30 6 Q4-6W

MINE (Etoposide, Ifosfamide, Mesna, Mitoxantrone)

P& mg/m’

Mesna 1300 1-3 Q3-4W 14
Ifosfamide 1300 1-3 Q3-4W
Mitoxantrone 8 1 Q3-4W
Etoposide 65 1-3 Q3-4W

Brentuximab vedotin (only for CHL)

& mg/m’
Brentuximab vedotin* 1.8 mg/kg 1 Q3W 15
*alone or in combination with the second-line regimens below

Brentuximab vedotin + Bendamustine

k] #lit mg/m’ #%EH A pLb| 2230k
Brentuximab vedotin 1.8 mg/kg 1 Q3W 23

Bendamustine 90 (70-90) 1,2 Q3W

(EF 3 E82 1y )
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Brentuximab vedotin + Nivolumab

Pl mg/m’

Brentuximab vedotin 1.8 mg/kg 1 Q3w 24
Nivolumab 3 mg/kg 8 Q3W ™
Nivolumab 3 mg/kg 1 Q3W 2m4"

Additional Therapy Options: (only for CHL)

Bendamustine 120 1,2 Q4w 16

Everolimus 10 mg PO QD 17

& mg/m’
Lenalidomide 25 mg PO QD 1-21 Q4w 18

& mg/m’
Nivolumab 3 mg/kg 1 Q2W 19, 20

& mg/m’
Pembrolizumab 10 mg/kg 1 Q2W 21

(EF 3 E82 1y )
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& mg/m’
Pembrolizumab 200 mg 1 Q2W 31,32

i
Vinblastine 0.1 mg/kg 1 QW 33 g
7l
Bendamustine + Carboplatin + Etoposide ( CD20(+) + Rituximab 375 mg/m’) Z;E
%
Bendamustine 60-120 1,2 Q3w 25 b3
Carboplatin AUC 5* 1 Q3W gﬁl
Etoposide 100 1-3 Q3w ~

* capped at 800 mg
Gemcitabine + Oxaliplatin

il
Gemcitabine 1000 1 Q2W or Q3W 26
Oxaliplatin 100 1 Q2W or Q3W

U e Q8 Pt



NLPHL
DHAP (Dexamethasone, Cisplatin, high-dose Cytarabine) = Rituximab

P& mg/m’

=+ Rituximab 375 1 1,2 ~
Dexamethasone 40 mg QD 1-4 Q3-4W *gf
Cisplatin 100 1 Q3-4W &
Cytarabine 2000 Q12H 2 Q3-4W %
%
ESHAP (Etoposide, Methylprednisolone, Cisplatin, high-dose Cytarabine) = Rituximab ]
S #il it mg/m’ #gEH LiES pLby] 22530k f;
£ Rituximab 375 1 3,4,5 kil
Etoposide 40 1-4 Q3-4W
Methylprednisolone 500 1-4 Q3-4W =
Cisplatin 25 1-4 Q3-4W e
Cytarabine 2000 5 Q3-4W

ICE (Ifosfamide, Carboplatin, Etoposide) £ Rituximab

U RS il

=+ Rituximab 375 1 9,10
Etoposide 100 1-3 Q3W
Carboplatin AUC 5 2 Q3w

Ifosfamide 5000 2 Q3w
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IGEV (Ifosfamide, Gemcitabine, Vinorelbine, Prednisolone) £ Rituximab

#EEH
=+ Rituximab 375 1 11

Ifosfamide 2000 1-4 Q3w =~
Gemcitabine 800 1,4 Q3w {g
Vinorelbine 20 1 Q3W b
Prednisolone 100 mg 1-4 Q3W %
2

%

Rituximab g
#ilit mg/m’ gal

Rituximab 375 1 QW 4 35 ~

R-Bendamustine ;EEE

& mg/m’ )
Bendamustine 90 1,2 Q3W 27 %
Rituximab 375 1 %El

24 30k
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Hodgkin Lymphoma (Age > 60 years)
A(B)VD * ISRT

Doxorubicin 25 1,15 Q4w # 1-4,7
Bleomycin* 10 unit/m’ 1,15 Q4w #
Vinblastine 6 1,15 Q4w #
Dacarbazine 375 1,15 Q4w #

* Bleomycin should be used with caution as it may not be tolerated in older adults.
# A(B)VD (2 cycles) followed by AVD (4 cycles), if PET scan is negative after 2 cycles of ABVD.

If stage I-1I unfavorable, consider a total of 4 cycles

CHOP =* ISRT

Cyclophosphamide 750 1 Q3W & 5
Doxorubicin 50 1 Q3w “

Vincristine 1.4 1 Q3w e

Prednisone 40 1-5 Q3w o

* Stage I-1I favorable disease: 4; Stage I-II favorable or ITII-IV: 6
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Brentuximab vedotin followed by AVD, conditionally followed by brentuximab vedotin in responding patients with

CRor PR
The first lead-in phase

Pl mg/m’

Brentuximab vedotin 1.8 mg/kg 1 Q3w 2 8
The second phase

Fil & mg/m’
Doxorubicin 25 1,15 Q4w 6 8
Vinblastine 6 1,15 Q4w 6
Dacarbazine 375 1,15 Q4w 6
The third phase

& mg/m’
Brentuximab vedotin 1.8 mg/kg 1 Q3W 4 8
#Stage I-1I unfavorable or III-[V

Brentuximab vedotin + DTIC (dacarbazine) (for low EF patient)

P mg/m’

Brentuximab vedotin 1.8 mg/kg 1 Q3W 12 9,10
Dacarbazine 375 1 Q3W 12

Followed by
Brentuximab vedotin 1.8 mg/kg 1 Q3W 13-16 or more

#Stage -1l unfavorable or III-[V
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Relapsed or Refractory Disease

Bendamustine 120 1,2 Q4w 11

Brentuximab vedotin 1.8 mg/kg 1 Q3W 12 12

& mg/m’
Nivolumab 3 mg/kg 1 Q2W 13, 14

& mg/m’
Pembrolizumab 10 mg/kg 1 Q2W 15

24 30k
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Non-Hodgkin’s Lymphoma

Diffuse Large B-Cell Lymphoma

First-line Therapy "

g

b

RCHOP (Rituximab, Cyclophosphamide, Doxorubicin, Vincristine, Prednisone) %

#il i mg/m’ %

Rituximab 375 1 Q3w 6 1-3 W

Cyclophosphamide 750 1 Q3W 6 E

Doxorubicin 50 1 Q3w 6 2]

Vincristine 1.4 1 Q3W 6 ~

Prednisone 100 mg 1-5 Q3w 6 ‘

Dose-dense RCHOP 14 B

5 Al mg/m’ s ik 1) 2% 78k o]

Rituximab 375 1 Q2W 6 4 E’vEII
Cyclophosphamide 750 1 Q2w 6
Doxorubicin 50 1 Q2w 6
Vincristine 1.4 1 Q2w 6
Prednisone 100 mg 1-5 Q2W 6



Dose- adjusted EPOCH + Rituximab

(Etoposide, Prednisone, Vincristine, Cyclophosphamide, Doxorubicin) + Rituximab

EJNES #il i mg/m’ #%EH R 1] 25k

Rituximab 375 1 Q3w 6-8 5,6 .
Etoposide 50 1-4 Q3W 6-8 W
Doxorubicin 10 1-4 QW 6-8 g
Vincristine 0.4 1-4 Q3w 6-8 ki
Cyclophosphamide 750 5 Q3W 6-8 Z;%
Prednisone 60 1-5 Q3W 6-8 W

b
Pola-R-CHP (Polatuzumab vedotin-piiq, Rituximab, Cyclophosphamide, Doxorubicin, Prednisone) %Ef

Polatuzumab 1.8 mg/kg 1 Q3W 8 33 =
Rituximab 375 1 Q3W 6 {E-E
Cyclophosphamide 750 1 Q3W 6 lg;[/,E;
Doxorubicin 50 1 Q3W 6 =
Prednisone 100 mg 1-5 Q3W 6 i5

5
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First-line Therapy for Patients with Poor Left Ventricular Function

CDOP (Cyclophosphamide, Lipo-Doxorubicin, Vincristine, Prednisone) + Rituximab

it #ilit mg/m’ #HgEH LED 1] 25k
Rituximab 375 1 Q3w 6-8 7,8
Cyclophosphamide 750 1 Q3w 6-8
Lipo-Doxorubicin 30 1 Q3W 6-8
Vincristine 1.4 1 Q3W 6-8
Prednisone 60 1-5 Q3w 6-8

RGCYVP (Rituximab, Gemcitabine, Cyclophosphamide, Vincristine, Prednisone)

(EF 3 E82 1y )

it #il i mg/m’ #%EH LED L 2% 30k
Rituximab 375 1 Q3W 6 10
Cyclophosphamide 750 1 Q3W 6
Gemcitabine 750-1000 1,8 Q3W 6 e
Vincristine 1.4 1 Q3W 6
Prednisone 100 mg 1-5 Q3W 6

DS

DA-EPOCH (Etoposide, Prednisone, Vincristine, Cyclophosphamide, Doxorubicin) + Rituximab

uu

EJNES #lit mg/m’ #i%EH R F ) 25k
Rituximab 375 1 Q3w 6-8 5,6
Etoposide 50 1-4 Q3W 6-8
Doxorubicin 10 1-4 Q3W 6-8
Vincristine 0.4 1-4 Q3w 6-8
Cyclophosphamide 750 5 Q3w 6-8

Prednisone 60 1-5 Q3w 6-8



RCEOQOP (Rituximab, Cyclophosphamide, Etoposide, Vincristine, Prednisone)

Pl mg/m’

Rituximab 375 1 Q3w i 9
Cyclophosphamide 750 1 Q3W &
Etoposide 50 1 Q3w e
Etoposide 100 PO 2,3 Q3w &
Vincristine 1.4 1 Q3W S
Prednisone 100 mg 1-5 Q3W w

*limited stage: 3~4, advanced stage: 6

TREC (Rituximab, Bendamustine, Etoposide, Carboplatin)

P& mg/m’

(EF 3 E82 1y )

Rituximab 375 1 Q3w 2 15

Bendamustine 90-120 1-2 Q3W 2

Etoposide 100 1-3 Q3W 2 )
Carboplatin AUC 5 1 Q3W 2

Patients >80years of age with comorbidities

U e QS Pt

R-mini-CHOP

Rituximab 375 1 Q3w 6 11
Cyclophosphamide 400 1 Q3W 6

Doxorubicin 25 1 Q3w 6

Vincristine 1 mg 1 Q3W 6

Prednisone 40 1-5 Q3w 6
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R-COP

EJNES #il it mg/m’ #%EH R F ) 258k
Rituximab 375 1 Q3w 23,24
Cyclophosphamide 750 1 Q3w
Vincristine 1.4 mg 1 Q3W
Prednisone 100 1-5 Q3w

RGCYVP (Rituximab, Gemcitabine, Cyclophsphamide, Vincristine, Prednisolone)

(EF 3 E82 1y )

RS #lit mg/m’ % LED I 2% 30k

Rituximab 375 1 Q3W 6 10

Cyclophosphamide 750 1 Q3w 6

Gemcitabine 750 1,8 Q3W 6

Vincristine 1.4 1 Q3W 6 =

Prednisone 100 mg 1-5 Q3W 6 ==

CDOP (Cyclophosphamide, Lipo-Doxorubicin, Vincristine, Prednisone) + Rituximab ;%
Fil it mg/m’ §E|I

Rituximab 375 1 Q3w 6-8 7,8

Cyclophosphamide 750 1 Q3W 6-8

Lipo-Doxorubicin 30 1 Q3W 6-8

Vincristine 1.4 1 Q3w 6-8

Prednisone 60 1-5 Q3w 6-8



Concurrent presentation with CNS disease

Parenchymal

3 g/m’ or more of systemic Methotrexate given on Day 15 of a 21-day RCHOP cycle that has been supported by growth factors.

Leptomeningeal

IT methotrexate/cytarabine, consider Ommaya reservoir placement and/or systemic methotrexate (3-3.5 g/m’)

Second-line Therapy and Subsequent Therapy (intention to proceed to high-dose therapy)

(EF 3 E82 1y )

DHAP (Dexamethasone, Cisplatin, Cytarabine) * Rituximab

=+ Rituximab 375 1 Q3-4W 12 Ve
Cisplatin 100 1 Q3-4W &
Cytarabine 2000 Q12H 2 Q3-4W ED
Dexamethasone 40 mg 1-4 Q3-4W B
5
5l

DHAX (dexamethasone, cytarabine, oxaliplatin) £ rituximab

=+ Rituximab 375 1 Q3w 25
Oxaliplatin 100 1 Q3W
Cytarabine 2000 Q12H 2 Q3w

Dexamethasone 40 mg 1-4 Q3W
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DHAX (dexamethasone, cytarabine, Carboplatin) £ rituximab

=+ Rituximab 375 1 Q3w 32
Carboplatin AUCS 1 Q3w g
Cytarabine 2000 Q12H 2 Q3W B
Dexamethasone 40 mg 1-4 Q3W %ﬁ
%
ESHAP (Etoposide, Methylprednisolone, Cytarabine, Cisplatin) £ Rituximab g
4 4, il mg/m’ #4EH Jiea fTLY 24 0 8
=+ Rituximab 375 1 Q3-4W 13 £t
Etoposide 40 1-4 Q3-4W kil
Methylprednisolone 500 mg 1-4 Q3-4W
Cytarabine 2000 5 Q3-4W e
Cisplatin 25 1-4 Q3-4W ==
%
GDP (Gemcitabine, Dexamethasone, Cisplatin) £ Rituximab fg
EJNES #il i mg/m’ #EH R LL] 2% 308k 5l
=+ Rituximab 375 8 Q3w 19
Gemcitabine 1000 1,8 Q3w
Dexamethasone 40 mg 1-4 Q3W

Cisplatin 75 1 Q3W



GDP (Gemcitabine, Dexamethasone, Carboplatin) = Rituximab

Fil & mg/m’

+ Rituximab 375 8 Q3W 14

Gemcitabine 1000 1,8 Q3w

Dexamethasone 40 mg 1-4 Q3W "

Carboplatin AUCS5 1 Q3w g
b
#

GemOx (Gemcitabine, Oxaliplatin) £ Rituximab Z;E
%

+ Rituximab 375 1 Q2-3W 15,22 B

Gemcitabine 1000 2 Q2-3W gﬁl

Oxaliplatin 100 2 Q2-3W ~

ICE (Ifosfamide, Carboplatin, Etoposide) £ Rituximab ﬁ

& mg/m’ 2
+ Rituximab 375 1 Q2w 12 =
Etoposide 100 1-3 QW =i
Carboplatin AUC 5 2 Q2W 5l

Isofamide 5000 2 Q2w
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MINE (Mesna, Ifosfamide, Mitoxatrone, Etoposide) = Rituximab

5 it mg/m’ #gEH B paby] 250k
=+ Rituximab 375 1 Q3-4W 17
Mesna 1330 1-3 Q3-4W
Isofamide 1330 1-3 Q3-4W
Mitoxantrone 8 1 Q3-4W
Etoposide 65 1-3 Q3-4W

Second-line Therapy (non-candidates for high-dose therapy)
CEOP (Cyclophosphamide, Etoposide, Vincristine, Prednisone) = Rituximab

(EF 3 E82 1y )

EJNES il mg/m’ #%EH R SaLY] 250k
=+ Rituximab 375 1 Q3W 16
Cyclophosphamide 750 1 Q3W
Etoposide 50 1 Q3W
Etoposide 100 PO 2-3 Q3w Ve
Vincristine 1.4 1 Q3W
Prednisone 100 1-5 Q3w

DS

DA-EPOCH (Etoposide, Prednisone, Vincristine, Cyclophosphamide, Doxorubicin) + Rituximab

uu

LNk il mg/m’ #gEH gD paLy] 250k
Rituximab 375 1 Q3w 18
Etoposide 50 1-4 Q3W
Doxorubicin 10 1-4 Q3w
Vincristine 0.4 1-4 Q3w
Cyclophosphamide 750 5 Q3W

Prednisone 60 1-5 Q3w
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GDP (Gemcitabine, Dexamethasone, Cisplatin) £ Rituximab

EJNES #il it mg/m’ #%EH R F ) 258k
=+ Rituximab 375 8 Q3W 19
Gemcitabine 1000 1,8 Q3w =~
Dexamethasone 40 mg 1-4 Q3W @
Cisplatin 75 1 Q3W fﬁ%
&
GDP (Gemcitabine, Dexamethasone, Carboplatin) £ Rituximab ;;E
47, it mg/m’ #aEH ks ) 24 7k ®
+ Rituximab 375 8 Q3W 14 -
Gemcitabine 1000 1,8 Q3W ki)
Dexamethasone 40 mg 1-4 Q3W
Carboplatin AUC 5 1 Q3W e
GemOx (Gemcitabine, Oxaliplatin) * Rituximab 82
T ik mg/m’ ] TS T % ik o]
=+ Rituximab 375 1 Q2w 20 =]
Gemcitabine 1000-1200 1 Q2W
Oxaliplatin 100-120 2 Q2W
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Lenalidomide * Rituximab (non-GCB DLBCL)

=+ Rituximab 375 1 Q4w 26
Lenalidomide 20 1-21 Q4w
Rituximab

7 mg/m’
Rituximab 375 1 QW 21

Bendamustine, Rituximab, Polatuzumab vedotin-piiq

(EF 3 E82 1y )

Polatuzumab vedotin-piiq 1.8 mg/kg 1 Q3w 6 28
Bendamustine 90 1,2 Q3w 6 p—
Rituximab 375 1 Q3W 6 o5

Brentuximab for CD30+ disease

U RS il

Brentuximab 1.8 mg/kg 1 Q3W 27

Ibrutinib (non GCB-DLBCL)

Ibrutinib 560 mg PO QD 1 Q3w 29



Second-line Therapy (relapsed disease <12 mo or primary refractory disease)

DHAP (Dexamethasone, Cisplatin, Cytarabine) * Rituximab

RS #lit mg/m’ i H e LL| 2% 308k
=+ Rituximab 375 1 Q3-4W 12
Cisplatin 100 1 Q3-4W
Cytarabine 2000 Q12H 2 Q3-4W
Dexamethasone 40 mg 1-4 Q3-4W

DHAX (dexamethasone, cytarabine, oxaliplatin) & rituximab

(EF 3 E82 1y )

FlE mg/m’

=+ Rituximab 375 1 Q3w 25

Oxaliplatin 100 1 Q3W =
Cytarabine 2000 Q12H 2 Q3W

Dexamethasone 40 mg 1-4 Q3W

U RS il

DHAX (dexamethasone, cytarabine, Carboplatin) £ rituximab

EJNES #il i mg/m’ #HaEH e 1] 250k
=+ Rituximab 375 1 Q3W 32
Carboplatin AUCS 1 Q3w
Cytarabine 2000 Q12H 2 Q3w

Dexamethasone 40 mg 1-4 Q3W
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GDP (Gemcitabine, Dexamethasone, Cisplatin) £ Rituximab

0] #il i mg/m’ #gEH BRAS 1] 25
=+ Rituximab 375 8 Q3w 19
Gemcitabine 1000 1,8 Q3w ~
Dexamethasone 40 mg 1-4 Q3W g];
Cisplatin 75 1 Q3w J'ﬁﬁ
&
5
GDP (Gemcitabine, Dexamethasone, Cisplatin) = Rituximab g
i
+ Rituximab 375 8 Q3W 14 kil
Gemcitabine 1000 1,8 Q3w
Dexamethasone 40 mg 1-4 Q3W s
Carboplatin AUC 5 1 Q3w ZE.E
52
5
GemOx (Gemcitabine, Oxaliplatin) £ Rituximab %Ei
LIS il mg/m’ #aEEH R F1] 25308k
=+ Rituximab 375 1 Q2w 15,23
Gemcitabine 1000-1200 1 Q2w

Oxaliplatin 100-120 2 Q2W



ICE (Ifosfamide, Carboplatin, Etoposide) £ Rituximab

Fil & mg/m’

=+ Rituximab 375 1 Q2w 12
Etoposide 100 1-3 Q2w
Carboplatin AUC 5 2 Q2W
Isofamide 5000 2 Q2w

Bendamustine, Polatuzumab vedotin-piiq, £ Rituximab

RS #ilit mg/m’ #%EH LES b 2% 30k
Polatuzumab vedotin-piiq 1.8 mg/kg 1 Q3W 6 28, 34
Bendamustine 90 1,2 Q3W 6
=+ Rituximab 375 1 Q3w 6

Anti-CD19 CAR T-cell therapy (only after > 2 prior chemoimmunotherapy regimens)
Axicabtagene ciloleucel

Lisocabtagene maraleucel

CEPN
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1. HEF &
A 7N PRk B
(1) FEREBARTUNES : B - 20-30 Gy, KB - 10-20 X, X 1.5-2.0 Gy
(2) B ATURETRE - 30-36Gy, XHL < 15-24 X, BXEI&E 1.5-2.0 Gy
(3) TLRER 73 S HE « 36-45Gy, KB - 18-30 X BLXH & 1.5-2.0 Gy

(BT EEaEE)

AT S IR - -
e i
(1) & : 24-30 Gy, ZXH - 12-20 2, BEXHI& 1.5-2.0 Gy %
RUYT BB b 12
(1) BI& - 24-36 Gy, KB - 12-20 X, BEXHI & 1.5-2.0 Gy =]

A S L

(1) Bl& : 24-30 Gy, KEL - 12-20 2K, BB 1.5-2.0 Gy
(2) B : 30Gy, KB - 20 K, LR E 1.5 Gy




SRS PR B A T
() LB TR IE : HIE : 30-36 Gy, KB : 15-24 K
(2) {LIBEI&ER 73 S - P& - 36-50 Gy, KB - 18-34 X
(3) EHEIR SEAESASE A LHE - BIE : 40-55Gy, KE : 20-37 K
(4) i stem cell transplantation {Jf : Fl & : 20-36Gy, KXH : 10-24 X
NK/T Fif ik L2 F
(1) BB RT : BI& : 50-55 Gy, ZX8E - 25-31 X,
(2) RT & {FHAMIEE « B : 45-56Gy, KEL : 22-32 X
Ji138 T A C
() {bLERTE R IE : & - 30-36 Gy, KEL : 15-20fx
(2) {LIB &R 7> S - B & - 40-50Gy, KHL : 20-34fx
(3) B S EAESASE AL - & : 40-55Gy, KE - 20-37fx
(4) BL HCT & : %l & : 20-36Gy, 8 : 10-24fx
PCMZL & PCFCL
(1) BB RT - B - 24-30 Gy, KB - 12-17fx
MF & SS
(1) Individual plaque and tumor lesions : #& : 8-12 Gy, KHL : 1-6fx
(2) Unilesional MF : [ : 24-30Gy, X8 : 12-20fx
(3) TSEBT : #l& : 12-36Gy, KHL : 2-91x, general 4-6 Gy per week
Primary cutaneous ALCL
(1) GRVER & - Bl& - 24-36 Gy, KHL : 12-24fx
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Primary CNS Lymphoma
(1) RS RGEE B & : 23.4Gy-36Gy, KB : 13-20fx
(2) F & fREF IR E 45Gy

Breast implant associated anaplastic large cell ymphoma, (BIA-ALCL)
(1) RSy RE e & - 24-36Gy, KB : 15-20fx
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