SiHIERE  Pediatric Oncology

1. £ < = ¢ & Ewing sarcoma/Peripheral primitive neuroectodermal tumor (pPNET)
2. "¢ % Synovial sarcoma

3.4 % 14 ¢ 5 Recurrent sarcomas

4. 5 | [f] =¥z B Desmoplastic small round cell tumor (DSRCT)

5. B M % B4 53 % Malignant peripheral nerve sheath tumor (MPNST)
6. CIC 2k 74 i p B CIC-rearranged sarcoma

7. &7 % % % 2% Desmoid-type fibromatosis

8. B £ M+ # p B Mesenchymal Chondrosarcoma

9.-] ¥z % p # Small Cell Osteosarcoma

10. B2 223 4 s p B Infantile Fibrosarcoma

11. NTRK ## i+ ** 4w 2 & NTRK-rearranged spindle cell neoplasm

12. BCOR # 7% % # % Sarcoma with BCOR alterations

13. §f *F § ¥ %% % Extracranial malignant rhabdoid tumors

H @ 28 B 4B TPOG & TPBTC ik = %
Please refer to the TPOG or TPBTC protocols for other childhood malignancies
Abbreviations:

TPOG, Taiwan Pediatric Oncology Group
TPBTC, Taiwan Pediatric Brain Tumor Consortium
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Nationwide Protocols for Childhood Cancer

Cil 5] R e i 55 VRIS EN Y SN S
ICCC-3 Disease (Chinese) Abbr. Disease Protocol
la | ZRPEWEEEPE I ALL |Acute lymphoblastic leukemia TPOG-ALL-2021; TPOG-Infant ALL-

2022

Ib | PEERENEE AML |Acute myeloid leukemia TPOG-AML-2021 V1
la [RGB HL |Hodgkin lymphoma TPOG-HL-2018
Ib/c | FE(IANE bk 29 NHL |Non-Hodgkin lymphoma TPOG-NHL-2024 V1
Id RS ARG A i LCH |Langerhans cell histiocytosis TPOG-LCH-2003
= IR IMLE f A HLH |Hemophagocytic lymphohistiocytosis |TPOG-HS-2003
Ilc |HanHHHiE MB |Medulloblastoma TPBTC/TPOG-MB-2019 V1.31
IVa  |f#SREHTRTE NB |Neuroblastoma TPOG-N2020 V1
\Y PR REAH R SR RB |Retinoblastoma TPOG-RB-2017 V1
Via |BERHHIE (ORISR ) | WT |Wilms tumor TPOG-WT-2016 V3
Vila  |HRHHHAE HB |Hepatoblastoma TPOG-HBL-2017 V2
Villa |"BHAE OGS |Osteogenic sarcoma TPOG-BC-2017 V4.1
VIIIe/IXd | JESCR AR (KA ) | EWS |Ewing sarcoma TPOG-ES-2017 ( AF55[565—HI)
[Xa IR RMS |[Rhabdomyosarcoma TPOG-RMS-2016
Xb/c/dle |AETFHHRRIE GCT |Germ cell tumors TPOG-MaGCT-2017 ; 2024 Poor Risk
— SRR & IR Surv |Cancer survivorship TPOG-LTFU-2021
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{ XN EKPIRBEZEISES| Ewing sarcoma / PNET ' Page 1 )
D%
Stratification

BZE& Management
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Evaluations: B A . Interval-compressed —|Local control with  |{Interval-compressed ~ —>{Interval-compressed Z
¢ BRI Non-metastatic | |5 c/1Ex3 courses Surgery and/or RT ™| |VDC/IE x 2 Courses " Chemo x3 Cycles ﬁ
(o sis) 3l
Niillga()f site B R A H A E °§
R Zrgp | TR fd f AT Fp RR S
(#30) >ICR® —>{Local control with \ —>Interval-compressed ~ [» ¢ nextpage
CT scan of Surgery and/or RT | |VDC/IE ™ x 2 courses o &=
the chest + Celecoxib + VBL 2’[]5;
R RS £ 5’%
Bona-e sean ’ PN , e EA }HF’ / g 4w fg
o AL R FR R RN BRI & A 2 i 2 LR 2|
Bone marrow |, Yok FATE Eieo magpr /| (R HATE B ﬁé im |» See next page
biopsy —> h};letas:atic —> Interval-compressed > 12 T —» Interval-compressed || &{fPR/SD 0
o G VDC/IE x 3 courses PR/SD"! VDC/IE x 2 courses
Molecular + Celecoxib + VBL + Celecoxib + VBL
diagnostics i AR Y
(EWSRI rearr.) PD" ~|2™-line Therapy

E Y
= L [e] G
2nd-line Therapy
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TMU Taipei Cancer Center

EZE& Management

3 A (#EF T ) Metastatic disease (cont’d)

BEIEE 3w » &3 K

AR | B R A AT E | |5 /6 BuMelTopo & #| £ i + 4 fi
o CR " |Interval-compressed Consider BuMelTopo + ASCT*

IE x 3 cycles
+ Celecoxib + VBL !

(7 280d Tk S B R oF )

=2/ < J& BuMelTopo & # & % +
<~ TRy BEIE 3w » &3 WA R _>7F%f€—_24
Local control of ML FATL EP CR/PR Consider BuMelTopo + ASCT?
g—» primary & mets » Interval-compressed
with Surgery IE x 3 cycles R/ & o SUsR
and/or RT™ + Celecoxib + VBL SDPDE [ 2" line Therapy

a. VDC {LE A Fiith 2 AR AR MG —BRBEHE - BORE 2 BREBURERW 3 AW » T H M doxorubicin o & # F ¥ 5] ¥ 4 F Tfosfamide/

Etoposide © (% w55 & B 3% » kR # TPOG-ES-2017 % TPOG-HRES-2019 & T[] » £ 2019.11.19 4n& TPOG HHE LIENHA B EAREE M )
VDC starts 2 weeks after surgery or VDC starts at 1 week before RT. Doxorubicin should start no sooner than 3 weeks after RT is completed. Ifosfamide/
Etoposide may be given during RT. (This modification was agreed by the TPOG Bone Cancer Working Group Leader on 19-Nov-2019.)

b. Doxorubicin % % #| & 1~ # i 375 mg/m” (5 FHE&E) -
The cumulative dose of Doxorubicin should not exceed 375 mg/m’ (as 5 cycles).

c. Celecoxib ¥ Vinblastine Z4 ¥ b1 % — kA LB E | KB - £ 13 E{LENE 14 RHEEFE - 25 VDC L& B - %4 Vincristine (VCR) {L#E & X ~
T~ # Vinblastine °
Celecoxib and Vinblastine (VBL) can be given from the 1st day of the Cycle #1 to the 14th day of Cycle #13. However, Vinblastine (VBL) is to be withheld on
the day of Vincristine (VCR) administration during VDC cycles.

d. BB FATEIR - 3 % {F F Celecoxib ¥ Vinblastine °
Celecoxib and Vinblastine should be avoided during RT and during the week of surgery.

e. MLRGIEAL A HIERNRIE -

Response of metastatic disease.
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( AXEKABE{LSAE Chemotherapy for Ewing Sarcoma )

Interval-compressed VDC/IE (Vincristine + Doxorubicin + Cyclophosphamide / Ifosfamide + Etoposide) "

54 Agent 75 Dose (/m’) %5 H Day $E7E Frequency 2% Bk Reference
L T ® 2 mg/m’ )
Vincristine S5 7T (Max: 43 2 mg) 1,8 Q4w 1-2 R
Cyclophosphamide J#52 © 1,200 mg/m’ 1 ;[C:
K
Mesna &R ©1 240 mg/m® X 3 1 g
37.5 mg/m’ 1t
e 72 [h] g

Doxorubicin /)Nl %% (run 2024 h) 1,2 %
Etoposide (VP-16) 100 mg/m’ 15-19 %
Ifosfamide 47 5 J © 1,800 mg/m’ 15-19 -

Mesna &R W 360 mg/m” X 5 15-19 .

f. —#1 VDCIE {L# @& 1 Bl VDC (LR K | B IE L& - FRIEFHH > kb sk = 750/ul B fi/MgB= 75,000/ul > (%K E 1 XREF 1S K fE:
WAL o FE R G-CSF Ll b fn 2 1 4 3 v
One course of VDC/IE consists of 1 cycle of VDC followed by 1 cycle of IE. In interval-compressed dosing cycles, begin chemotherapy on Day 1 and Day 15 if 4
ANC = 750/uL and PLT = 75,000/uL. This regimen requires G-CSF support. %

g Mesna (E¥% “) + % 1 ELL Cyclophosphamide (E73 £ ) ty 20% H| & fw \ bag FIW 42 ; #4 2 B 440 FI Hl & - % Cyclophosphamide B # % 7 % 4 |

uu

Fuf 8 INEFAEEE o
Mesna: 20% of the Cyclophosphamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 4 and 8 after the infusion starts.

h. B EE 5 AR doxorubicin H UU/NE B EME (40 50 ZH ) % - BA T & s P S IREE 2024 his ~ BH 2 X - FRETHIRER
EDE033% AL BABEFHFARBEXEN 125 27 HFE - 8 FE#IKFE - Doxorubicin EAKIEE 375 mg/m’ HRTHLE > UL VC K IE
B HAE -
To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via
a venous port or central line for 2 days. Meanwhile, TV hydration with 125 mL/m®/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL). After the cumulative dose of doxorubicin achieves 375 mg/m’, give the next cycles as VC and/or IE.

i. Mesna (% ") % 1 Bl VL Ifosfamide (47 50 5% ) ty 20% B & fw \ bag Fl B4 % 5 ¢k 4 F| £4 B B & - & Hosfamide B % 099 3 -6 9 ~ 12 /NBE A -

Mesna: 20% of the Ifosfamide dose given in the bag with the drug and 2 boluses of the same dose given at hours 3, 6, 9, and 12 after the infusion starts.
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TMU Taipei Cancer Center

Celecoxib and Vinblastine (VBL)

WA Agent 7R Dose (/m’) $E7E Frequency 208k Reference
Celecoxib 41 : #%EME 250 mg/m’ Continuous BID 3
Vinblastine 411 : B{FHT & © 1 mg/m’ 1,3,5 TIW

jo EERARBBEASCR AR RAEY KBS | EOREGE | XEW - % 13 BRI E 14 REAR - B VDC (LB M - 4 Vincristine (VCR)
LB & X ~ T 4 Vinblastine ; #1302 5 - VCR A ZATE M VBL R4 2 &k - bsh > {LmEFMBM - B 156/ Celecoxib ¥ Vinblastine
When given for metastatic Ewing sarcoma, begin the combination from the first day of Cycle #1 until the 14th day of Cycle #13. Withhold Vinblastine on the
day of Vincristine administration (i.e. VBL is given 2 times/week when Vincristine is given) during VDC cycles. Withhold Celecoxib and Vinblastine during RT
and during the week of surgery.
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( BIEPEESBIS S| Synovial sarcoma “° Page 1 )

£2Hh Diagnosis

EEE& Management

g

Stratification

b
i
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A B HEH o4 R S-SR INGE K z
Evaluations: e Non-metastatic g IAx4 >|Local control with = IAx1™ i IE x 31 %
o BRI (RN Surgery and/or RT ¥ %El
)
e
MRI of primary site 3
e , > £ N ALy
© RCEETE (30 EES 30 o R gl w o 3w =
CT scan of the chest R > Local control with “lax1® [TlEx3®
o R Surgery and/or RT
Bone scan 755
s REMT BT JE'-[E,:
(B~ 25 0% CEITE wasT %
: , o/ [t dw| el e 7T it
8% ) P g aw] | |TE# £ z
Regional LN > &:ij:aﬁc g I' A}ff 4 > —1Ax 1 CR/PR/SD | Seenextpage %Ell
[c]
evaluation (MRI PR/SD IEx3
and/or PET/CT) - ——
- AP £ »| 7= R
Molecular PD 2"-line Therapy
diagnostics . -
EgE PRY-
i ] G
(SS18 rearr.) _> 2""line Therapy
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TMU Taipei Cancer Center

EEE Management

NEEE 15 _|E B e

By {I")%f o CR g FOllOW-up g
Local control of | 4w | 7]
primary & mets with “JIE x 4 Yy i)ﬁi
41 FRA 5 2o 4

Surgery and/or RT gt & ¢ . avd— EIRER) ?5:
1 = it _ M 7]

PR/SD/PD 2"-line Therapy £

&

K

N

a. FHRMREENFE  BARNEARSM AT IEEIE -

For patients undergoing radiation therapy (RT) as local control, give the IE X 3 cycles during and after RT.
b WBERSESERE 3 AW - T H M doxorubicin -

Doxorubicin should start no sooner than 3 weeks after RT is completed.

c. bR R 4 AL 3 AL 306 R R -

Response of metastatic disease.
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( BIERBILEBE Chemotherapy for Synovial Sarcoma )

IA (Doxorubicin + Ifosfamide)

W4 Agent 7R Dose (/m’) #%EH Day $E7E Frequency 208K Reference
Ifosfamide #f 50 © 1,800 mg/m’ 1-5 QW 46
Mesna {EHEE {5 ©1 360 mg/m” X 5 1-5
37.5 mg/m’

Doxorubicin /ML AE ™ 1,2

(run 20-24 h)
d. Mesna (g #4% ") % 1 FLL Hfosfamide (47 52 5% ©) #y 20% BB fw \ bag Bl B4 2 5 ¢k 4 F| 40 FI Bl & - & [fosfamide BAM % 09 9 3 -6 9 ~ 12 /NBE A
Mesna: 20% of the Ifosfamide dose given in the bag with the drug and 2 boluses of the same dose given at hours 3, 6, 9, and 12 after the infusion starts.
e. ZHROEEIBER o doxorubicin (/NALE ) HLUNEREAE (050 Z5) & 0 BAT M E R T REBIREE 20-24 Mk~ ZH2 X - FWET
RIRER ~ E0 4 033% Rfbd > BANEFFARBREM 125 ZAFHE - BAERIREE -
To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via
a venous port or central line for 2 days. Meanwhile, IV hydration with 125 mL/m®/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL).

(i B R = R )
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( EHYERIEE2EIES| Recurrent sarcomas’ )

£2Hh Diagnosis

EmPREF S

Evaluations:

By R (R In
)

MRI of primary site
T BT (%)
CT scan of the chest
R (2F)

Bone scan

64 )
Regional LN
evaluation (MRI
and/or PET/CT)
YA+ LT
f & & FINGS
Consider molecular
diagnostics or NGS
for fusion genes

| 4w
“|ICE x 4%

EZE& Management

R URARAN R IEE BFEBFM - BRETRFEN RAEHEL TR EE2 TR FRENFHIR - L4 K8 B3R RALE -
Consider local control with surgery and/or radiation therapy after maximal response has been achieved. For resectable local recurrences, consider re-resection,
re-irradiation, and adjuvant chemotherapy.

YR

TMU Taipei Cancer Center

R EE 4w it B
CR™ ICE x4 o Follow-up
| T REfR »| E B
CR™ Follow-up
ﬁ ” # f 5 san
F;A.‘%ﬁ*/ 4w WA R 2 rH7 | [ieme
g E{)SD ICE x4 PR CR Follow-up
TN fE EER SRY
PR 3"line Therapy
»75%3;/.@ NN E T ST
SD/PD ™ “13" line Therapy
T D B R

3"line Therapy
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¢ ERERBE{LEAE Chemotherapy for recurrent sarcomas )

ICE (Ifosfamide + Carboplatin + Etoposide) ’

2554 Agent & Dose (/m’) #i%%H Day $AZE Frequency 2% Bk Reference
Ifosfamide 4 5eh# © 1,800 mg/m” 1-5 Q3-4W 7 N
Mesna &£ “ 1 360 mg/m” X 5 1-5 %

L3

Carboplatin £ 400 mg/m’ 1,2 7@
Etoposide (VP-16) 100 mg/m’ 1-5 %
b. Mesna (& & ®): % 1 & LA Ifosfamide (4 5T ®) i 20% & fiw \ bag [ B 4 % 5 654 H| % 7 Bl & - 7 Ifosfamide B4 KT F 3 -6 -9 ~ 12 N4 5 o ;g

Mesna: 20% of the Ifosfamide dose given in the bag with the drug and 2 boluses of the same dose given at hours 3, 6, 9, and 12 after the infusion starts.

U e Q8 Pt



@it \BlMREE2EIES] Desmoplastic Small Round Cell Tumor (DSRCT) ®°)

£2Eh Diagnosis

ERPR AR

Evaluations:

el -1
Biopsy

o AP T
Molecular diagnostics
(EWSRI-WT1)

s BRZR (RE
i)
MRI of primary

o TrEETR (%9
W)

CT of chest,
abdomen, and pelvis
(2 8)
Bone scan

# kiR &

Bone marrow

S W
Consider PET/CT

BZE& Management

P A

% Melphalan 75 %
If high-dose therapy,

Begin Melphalan-based

therapy

>

o G AR
5 VDC1w » — i¥is
B e

If no high-dose therapy,

give VDC x 1 and
begin RT at 1 week
after VDC starts ™

pARiE
FERCLES = PEd
Autologous
Stem cell
rescue

|

R

o 4
IEx 4
Cycles ™

|

BRI R 12 w s e B g iR e
Consider Stem Cell Collection N
after the 1% or 2™ cycle
v
[VESITY
R 3 e B 2% 1 e
.)VDC/IEX?’ ;?F}i\%‘;ﬁ;']" VDC/IE x 1
courses Locoregional course
control
with Surgery
O [b]
TR et R
IFPD % 2nd-line Therapy e B
’ with ICE x 4 ™ If PD,

b}

- MICEx4 w

—»12"line Therapy

with ICE x 4 ™

[b]

=

Ea

=

Eval.

N Fa FRATFy
> :“ ~ P RT to the
F%| | tymor bed
CR
v
I B
Follow-up

A 7/
NET S 3
PR/SD/PD

v

5 - S ICEx4w ™
2nd-line Therapy
with ICE x 4™

a. FHARBREFEE  RBNBOFH AT IEEL R -

For patients undergoing radiation therapy (RT) as local control, give the IE x 4 during and after RT.

b HFoKICEE  HL2MARMABDRET - X4 HEHBFE - W2 BM FEAMAEICE kY HEH
#| & {L % 7 % Melphalan % & #7/% 12
For 2"-line therapy with ICE, refer to the Recurrent Sarcoma guidelines. Re-evaluate after 4 cycles. If CR, consider 4 more cycles
of ICE or in people who have not had high-dose therapy in the past, give high-dose therapy with Melphalan-based regimens.

YR

TMU Taipei Cancer Center

SRERE)

(S aE R E

U e Q8 Pt




( e EHRE{LSa® Chemotherapy for DSRCT )

VDC/IE (Vincristine + Doxorubicin + Cyclophosphamide / Ifosfamide + Etoposide) Alternating Q3W !
% h44 Agent 7i& Dose (/m’) % H Day $AZE Frequency 2% I8k Reference

L S 2 mg/m’
HEyT ® i
Vincristine S 5a 7T (Max: G 2 mg) 1,8 Q6W 8,9

o
7z

H
Cyclophosphamide J# 55 © 2,100 mg/m’ 1,2 ;%
93
Mesna B © 425 mg/m* Q3H X 5 1,2 Tgt
jé

.. 37.5 mg/m’ )
2= [c] g #
Doxorubicin /)Ml %% (run 20-24 h) 1,2 =
Etoposide (VP-16) 100 mg/m’ 22-26 %
. B ® 2 E
Ifosfamide 4 5af& 2,400 mg/m 22-26 )
Mesna fEHEE (7 © ¢ 480 mg/m’ X 5 22-26 E

uu

c. —# VDC/IE LB & 1 [l VDC ALK 1 Bl IE {bik - =g R - & amki= 1,500/uL Hifn MEE = 150,000/ul > FTH% % | REE
15 KLk -
One “course” of VDC/IE consists of 1 cycle of VDC followed by 1 cycle of IE. In the Alternating Q3W courses, begin chemotherapy on Day 1 and Day 22 if
ANC = 1,500/uL and PLT = 100,000/uL.

d. Mesna (&% ") © % 1 HLL Cyclophosphamide (/£ 43 £ *) #7 20% | & fw \ bag Rl W42 5 6k 4 % %M 5 FIE > 4 Cyclophosphamide B % t #1 % 3 ~
6912 NNEEHZE -
Mesna: 20% of the Cyclophosphamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 3, 6, 9, and 12 after the infusion starts.

e. HBYREIZER - doxorubicin (NALE ) HUUNEEREAE (050 Z5) % 0 BAT I E R T REBIREE 20-24 Mk~ ZH2 X - FWET
RIRER - 204 033% ffbd > BANEFFARBREM 125 ZAHE - BRAERIREE -

To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via
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TMU Taipei Cancer Center

a venous port or central line for 2 days. Meanwhile, IV hydration with 125 mL/m’/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL).

. Mesna (fE#M% ") © % 1 % VL Ifosfamide (5558 °) B9 20% % & fw \ bag (IVA) [ B #E 3 /NEF 5 £5 4 F A4 F B £ > & Ifosfamide 2 E% (B
WHE 3 M) B4 B K Ifosfamide FB KBTS 6~ 9~ 12 NEEAE -

Mesna: 20% of the Ifosfamide dose given in the bag (IVA) with the drug and run for 3 hours together, followed by 4 boluses of the same dose given at the end
of infusion (hour 3) and at hours 6, 9, and 12 after the infusion starts.
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( BHEEEMISISIEEEZEIE5] Malignant peripheral nerve sheath tumor (MPNST)™ )

EZE& Management

=
p— o %
BRPR 5 - N
Evaluations: Follow-up it
o ip it ’}:ﬁ E_ N "
Biopsy = };E }ié
s BRER (RF £yt 2
i) VDC x 1 and / R %
. g %
MRI of primary YRy 2 Locor; ol gl e begin L 4 = e B %

hORKt e Ry 4 2
© RPRETE (9~ LlVDCAEx2 SN VDCAE x 1 p{RT at 1 week[» I[Ex4  pe| VDOAEx1 P77 " al

AN I control f . Eval.

= courses . course after Cycles courses
CT of chest, with Surgery VDC starts X -
abdomen, and - 122
pelvis HAN ¥ Y )__'['E
o L%/ g 5
s FFR(2¥ BT/ E
Bone :ca(m : A ) . v ] . PR/SD/PD %
. rpnaEE o ] |FSICEx4w M) P % #ICEx4 w " ig
(;ofs;(-ier PETW/ CT " P‘l') ’ >2nd-line Therapy It PB > >{2™-line Therapy \ ]
’ with ICE x 4 ™ ’ with ICE x 4 ¥ - % ICEx4 w M

2nd-line Therapy
with ICE x 4™

a. FRHMRERIGE  BARBENARBRGEFLTIE(LEL R -
For patients undergoing radiation therapy (RT) as local control, give the IE x 4 during and after RT.

b F_MICELE > h2HBHEAEDEET] - BZ 4 HERFEFTE - WE2BM > FEAM4EICE-
For 2"-line therapy with ICE, refer to the Recurrent Sarcoma guidelines. Re-evaluate after 4 cycles. If CR, consider 4 more cycles of ICE. If not in CR, consider
3".line therapy with Cisplatin/Etoposide or alternatives.




( BttEEMIEINERESER Chemotherapy for MPNST ) R EHEEDN

TMU Taipei Cancer Center

VDC/IE (Vincristine + Doxorubicin + Cyclophosphamide / Ifosfamide + Etoposide) Alternating Q3W '

44 Agent F& Dose (/m’) %5 H Day JA78 Frequency 22 Bk Reference .
Vincristine S i) ® (Maxzzz?igﬁ/g 2 mg) 1,8 Q6w 10 E
Cyclophosphamide 152 © 2,100 mg/m” 1,2 IZ%;
Mesna B © 425 mg/m> Q3H X 5 1,2 %

]

Doxorubicin /| VL% (31523%21;) 1,2 %
Etoposide (VP-16) 100 mg/m’ 22-26 2
Ifosfamide 4F 5@ © 2,400 mg/m2 22-26 5=
Mesna fEE&{f © 1 480 mg/m’ X 5 22-26 g

c. EQEEZ’JD{E;E e a & 1 E VDC Rk | B IE{LE - B Hin R - i amsk = 1,500/ul B MRE = 150,000/ul » FHHEF | REHE E

uu

One “course” of VDC/IE consists of 1 cycle of VDC followed by 1 cycle of IE. In the Alternating Q3W courses, begin chemotherapy on Day 1 and Day 22 if
ANC = 1,500/uL and PLT = 100,000/pL.

d. Mesna (& #51% ") © % 1 H|LL Cyclophosphamide (4% £ ") # 20% %I & fw \ bag [Fl w4 % 5 ¢4 2 | %4 FI #l & - % Cyclophosphamide fi% % 7% 3 -
69~ 12 NS ZE -
Mesna: 20% of the Cyclophosphamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 3, 6, 9, and 12 after the infusion
starts.

e. ZRYEEI B - doxorubicin (NALE ) HUUNEEEAE (050 Z25) % - BATHE R T RBIRFEE 20-24 Mk~ ZH2 K - AWET
BIRETE - 208 033% ALH > BAREFFARBREMR 125 24 HE - BREFIKEL -



To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via

a venous port or central line for 2 days. Meanwhile, IV hydration with 125 mL/m?/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL).

. Mesna (B8 ") : % 1 #|LL Hfosfamide (4 3% °) B7 20% % & /v A\ bag (IVA) Rl W iEE 3 N 5 £k 4 Bl AR K€ > 7 Ifosfamide FE 2% (B
W% 3 NEE) SLEF 4 ZE K Ifosfamide B #6 % BN 6~ 9~ 12 NER 4R ZE -

Mesna: 20% of the Ifosfamide dose given in the bag (IVA) with the drug and run for 3 hours together, followed by 4 boluses of the same dose given at the end
of infusion (hour 3) and at hours 6, 9, and 12 after the infusion starts.
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( cic ERB{iIAEIZEIES| CIC-rearrange sarcoma )

£2Eh Diagnosis

YR

TMU Taipei Cancer Center

EZE& Management

EmPRER A

Evaluations:

R
Biopsy
CER'S

Molecular studies
(CIC rearr.)

c BiRB R
(Rate)
MRI of primary

o T PmET @] ( LN
et 2)
CT of chest,
abdomen, and
pelvis

s FRFH

Bone scan

¥ fgr 2
Bone marrow

sapga| R LES £ g R S SR B I L R R PV Q
>~ iR ##1_ylIf RT is necessary, give VDC at 1 |»|ICExI following completion of || VDC/ICE  |-» i
> week before RT and RT with [Ex2 ™| |RT X2 courses F/U %
%
‘&r“ﬁ‘ﬁ&g [5017:% s ib;)%.lz’( ,;ﬁi,{}'?i’,x.iuit)l%[z‘] 3 8L G 2 o %
o e IfRT is necessary, give VDC | [ICE it 1 w ¥ VDC/ICE L %@
tR2E If resectable, attempt [7|at 1 week before RTandRT [F{ICE x1 following ~ [™ ) courses F/U A
P VDCICE - o 2 3¢ 2 RO resection ™ with [Ex2 ¥ completion of RT® | | I
X2 courses X 3
If PR/SD d ks w4 | [ I T ) ) 3|

If unresectable | Give at‘l Weekb[?]fore gies! x1 following > VDC/IC F/U
proceed with RT RTand RT with IE x2 completion of RT X2 courses p—
4 15§ RO % - R AiE
SLEEROTE ez sy presopn) [RERE WD | g2 | gy | B
I rosectable. attempt 7| Give VDCat 1 week before alte 1 followi > VDC/ICE %
i esectab’e, ] CMPY 1 RT and RT with IEx2 ™ X' loTowing fa] X2 courses F/lU A5
L RO resection completion of RT ;5
If PD, =]
Ao R 0 A R S R R R 5l

If unresectable, consider 2™ line chemo or RT

a. AU B IE R WUR AR R & 0 B4 VDC LR | Bl > RIRE R BOR - R A&7 BOR H H 4 T Losfamide/Etoposide

biopsy
© ARLF L
Consider PET/CT

(IE) bE2 %k (B3#H—-K) -
For patients in whom radiation therapy (RT) is necessary for local control, give VDC X 1 cycle, begin RT at 1 week after VDC starts,

and give Ifosfamide/Etoposide (IE) x 2 cycles (every 3 weeks) during RT.
b TEVRAHEMGHRELLER (FHROKR) FHEE (ERLENMAEEHATRER) -

Maximal safe resection with a microscopically safe margin (i.e. RO resection) is essential (but is not always possible).




( cic EREBIAEE{L2aE CIC-rearrange sarcoma)

VDC/ICE (Vincristine + Doxorubicin + Cyclophosphamide / Ifosfamide + Carboplatin + Etoposide) Alternating Q3W '

% h44 Agent 7i& Dose (/m’) % H Day $AZE Frequency 2Z Mk Reference %
Vincristine SCSEHT 2 1,8 Q6W 1,2,7 i
’ (Max: TN 2 mg) ’ > %

iz

Cyclophosphamide J#5 & © 2,100 mg/m’ 1,2 g
Mesna B {F © 425 mg/m” Q3HX5 1,2 L%t
37.5 mg/m’ ;g

.. 75 [e] D mg/m /i3
Doxorubicin /)Ml %% (run 2024 h) 1,2 -
Etoposide (VP-16) 100 mg/m’ 22-26 &=
iE

Carboplatin £ 400 mg/m’ 22,23 2
Ifosfamide 4 of * 1,800 mg/m’ 22-26 E
Mesna fEEE{R © 1 360 mg/m’x5 22-26 5|

c. —#1 VDC/ICE b @4 1 [E] VDC {b & 1 [ ICE b - BE=#RX % ia R M - &+ Ak B = 1,000/ul H i MEE = 100,000/l » 7T B % %
I REF 22 RELIE -
One “course” of VDC/ICE consists of 1 cycle of VDC followed by 1 cycle of ICE. In the Alternating Q3W courses, begin chemotherapy on Day 1 and Day
22 if ANC = 1,500/pL and PLT = 100,000/pL.

d. Mesna (& #1% ") © % 1 #LL Cyclophosphamide (&% £ ) #y 20% %I fw \ bag [F W4 % ; #4 4 % %4 FI #| & » % Cyclophosphamide Bi#: % # % 3 ~
6912 NEEAZE -
Mesna: 20% of the Cyclophosphamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 3, 6, 9, and 12 after the infusion
starts.



YR

TMU Taipei Cancer Center

e. HRYEEIBJAR - doxorubicin (/NALE ) HUUNEEEAE (050 Z5) % 0 BATIE R T RBIREE 20-24 Mk~ ZH2 X - FWET
RIRR - 204 033% ffbd > BNEFFARBREM 125 ZAHE - BRALRIREE -
To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via
a venous port or central line for 2 days. Meanwhile, IV hydration with 125 mL/m*/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL).

IE (Ifosfamide + Etoposide) Q2W during and after RT

W4 Agent 7R Dose (/m’) #h%EH Day $E7E Frequency 2% 08k Reference
Etoposide (VP-16) 100 mg/m’ 1-5 Q2W 1,2
Tfosfamide 47 5o 1,800 mg/m’ 1-5
Mesna BEEIR © [f] 360 mg/m’ X 5 1-5

f. Mesna (&5 ") % 1 %] b\ Ifosfamide (43 327 ) #7 20% H| 8 fm N\ 4% 0 [F] B 4 56 < 8% 4 2 24 F %1 8 - & Ifosfamide BI# I % 3 26 ~9 V12 A5
Mesna: 20% of the Ifosfamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 3, 6, 9, and 12 after the infusion starts.

( S feoma R BN 01D )
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( B%B iR E =2 B 85| Desmoid-type Fibromatosis = Desmoid Tumor = Aggressive Fibromatosis (DT) * )

EE TR BIEERENS » EIRREABINRIS Patient preference is important in treatment planning

P /ﬁr;i P/ 3R Y plaRE AR | E S AT .
';"‘Tﬁﬂl TR IfCR/PR/SD", complete 1 yr of Tx and re-evaluate %
JEdg) L
Need for q \Ifmgl;lgtﬁe/ = 5 g
.L. o &7 | 2R N 4 g2 O 3 C] [T S - F o4 2 AN
i diat Fr—— R JENRAAR 3 /ﬁé}i ’ F-'J‘fl&'ﬁi/r&/% 1 #is L3205 g
tmmeciate Methotrexate g ||FEF IfCR/PR¥/SD", complete 1 yr of Tx and re-evaluate &
BE R g reduction in N[ifpD, o Pin R ¢ E
Evaluations: tumor size Toremifene | 1 g i« ™ TR g rggas e gt ge o pastioy | 2
NIV NIEPDE Plie © [ 1 # 5 £ 3=k #
Bi ! P FTR W Sorafenib | | 1fCR/PR/ SD, complete 1 yr of Tx and re-evaluate ?‘gf
10psy P ORESS I p,zr‘—‘—_. Fop— 7
> it I = N g dz ) 2R i gz [ [, >
. oA Symptoms wER i e 3 Ly 2 23R/ 300 02 Y fE 2 ~
Y g A ) No immediate  p| ok :‘ F!‘J.f‘:&éi‘;‘éf{%jﬁ; 1 &8 _é__giﬂ:% I fal , B B £ A bl & TR &
#% 4 need for Toremifene If CR/PR/ SD¥, complete 1 yrof If PD," consider surgery, RT[b], or alternatives
Consider A \ reduction in \ Tx and re-evaluate &=
lecular studi i . 3 e ; 3
molecular studies tumor size e s | R rsm/ e AR Rl s | E G E AR é@:
(e.g. CTNNBI) If PD, ¥ | Vinblastine/ ~ P|TfFCR/PR"/ SD", complete 1 yr of Tx and re-evaluate 82
- BELE Methotrexate ——— 3%
(e nie) AL |
. @ 1L g ﬂ"f’fzﬁlﬁfﬂvf_ﬂéllp =|
MRI of primary IfPD. P IFCR/PR/ SD*, complete 1 yr of Tx and re-
AR 2 4 R R & ’ e evaluate
b NO"E ) f‘ &;\ | New symptoms or Progressive Disease Sorafenib - =
: [l RN 2D A
Symptoms | | Wait P . \i:*g it P g £ g P g
and see [ # A HER BB ooy i [b]
No Symptoms | Continue to wait and see gtzr?l’a tisggmder surgery, RT™, or
a. o B > FE R a. If rapid progression, surgery should be considered.
b HHMEELK (EEE) B> T ZEHHAE - b. Radiotherapy can be considered when other modalities failed.
CBREEETREMFMERNERZLERE - c. Surgery can be used in some cases to achieve CR.



€ BRI TE(L B8 Desmoid-type Fibromatosis = Desmoid Tumor = Aggressive Fibromatosis (DT)" )

YR

TMU Taipei Cancer Center

{LELA9%# Vinblastine/Methotrexate: '

d.

#in4 Agent il Dose #i%H Day $HZR Frequency 25 08K Reference
Vinblastine B{F17 2" 5 mg/m’ 1 QW x 26, 14
then
Methotrexate F NI 30mg/m’ 1 Q2W x 13

MEEY L ARRES  SFELE-RE20 8% BRASE-KE208 - BB AHFER1E - P amaRy = 1,000/ul H i Mg
B= 100,000/pL > ¥ 4 4 F H A LAE 5 R A BRI H S00-999/uL s IR BA-FE 50,000-99,999/pL - B 57 8 iy AR 2 Yy B 2B 50% 5
o e P ot 3R B < 500/l st AR 3K < 50,000/l - BB R ARBE— A o Jufe BERE R 2 sk 2 AV E > H Vinblastine I EHFRAD 25% & T o
HE 2R/ EWERFRE > BFY (% Vinblastine - WwHF 1 K DR B Methotrexate H| E HFIRD 50% : WHE 2 H Ok ~ BHaEEF (serum
creatinine >3 & LR ) ~ FFIraE £ % (bilirubin> 1.5 LRk ALT>5E LR ) - Bl F % /= Methotrexate -

Both agents will be administered by intravenous injection: Weekly for 26 weeks and every other week for an additional 26 weeks. Chemotherapy will continue
for up to 1 year as long as there was no evidence of disease progression.

Treatment Modification: Vinblastine and Methotrexate doses were halved for 1 week for an absolute neutrophil count (ANC) of less than 1,000/uL but = 500/
uL or a platelet count of less than 100,000/uL but = 50,000/uL; and doses were held for 1 week for ANC of less than 500/uL or platelet count of less than
50,000/uL. Baseline Vbl dose was reduced by 25% if chemotherapy was delayed 2 or more weeks for myelosuppression. Methotrexate was reduced by 50% or
100% for National Cancer Institute Common Toxicity Criteria grade 1 or 2 stomatitis, respectively, and temporarily withheld for elevations of serum creatinine
(> 3x upper limit of normal), bilirubin (> 1.5x upper limit of normal), or ALT (> 5x upper limit of normal). Vinblastine was temporarily withheld for grade 2 or

greater neuropathy.

B H AMEREMAMA 0.6 m® IR o B Vinblastine A B E| & AR TEMHE (mg/m’) x 130x HEEE (kg) -

For infants whose BSA < 0.6 m’, the prescribed dose of Vinblastine will be (dose/m®) x 1/30x body weight (kg).

( S dEconn s Skt )
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i #8581 % Toremifene: "

W4 Agent il Dose AAEE \ A7 Frequency 208k Reference

Toremifene #f5¥i T 180 mg PO QD 15

f BHOR—K HAEBBCRERAFE - wHF 2 RU LML BERER - FREEFLS =~
Give oral toremlfene continuously until progression or toxicity. Consider to withhold treatment for non- hematologic grade = 2 adverse events. g

i

Rl Targeted Therapy ( 4l Sorafenib % ): %
W4 Agent Fill& Dose #%H Day $AZE Frequency 2% Bk Reference 7{%
Sorafenib #H V5L * 400 mg PO ¥ QD 16 g

g BHOR—K HIEBELKXERAFEEZETIWRIGR LERBYELE (2428 K) RAELE (FH200mg) -
Give contmuously until disease progression or unacceptable side effects. Dose interruptions (of up to 28 days) and one dose reduction (to 200 mg QD) are
permitted.
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( BEHIMBAIEIZEIES] Mesenchymal Chondrosarcoma'”"® Page 1)

%8
Stratification

EmPREFE

Evaluations:

Rymid
(Rgine)
MRI of
primary site
T B ECA
(F3%)
CT scan of
the chest
LR
Bone scan
L iy
Bone marrow
biopsy
YRA B
(4-HEY1-
NCOA2)
Consider
molecular
diagnostics
(e.g. HEY1-
NCOA2)

A

Non-metastatic

>

BZE Management

YR

TMU Taipei Cancer Center

BRI 3 e
Interval-compressed
VDC/IEX3 courses

£ S

—»(Local control with

Surgery and/or RT ¥

-

BHMR 2
Interval-compressed
VDC/IE x 2 Courses

>

BHEEFEI W
Interval-compressed
Chemo x3 Cycles ™

1w
Metastatic

LR REE 3

I
>

CR"

£~ i;::}’%:
Local control with
Surgery and/or RT

>

ER A

Interval-compressed
VDC/IE ™ x 2 courses

FLAT

Interval-compressed
VDC/IE x 3 courses

Y

%2R/
Mo/ (RELR ﬂgﬁﬂ/
§ 3 C
T > Interval-compressed | fCNI}J\PR/SD
PR/SD™ VDC/IE x 2 courses
i _
PD[C] =
EE RRY
iL [e]
2"line Therapy

FAET
| » See next page

(2

Y

2"line Therapy

| » See next page
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( BEHIMBAEIZEIES] Mesenchymal Chondrosarcoma'”"® Page 2)

3 M (L F ) Metastatic disease (cont’d)

BEE& Management

@ S 3¢
CR

BEIE 3

" |Interval-compressed

IE x 3 cycles

TREBE R S
Consider HDT+ASCT

£ TR
Local control of

9—> primary & mets

with Surgery
and/or RT

\

BHEIEMH 3w ¢
Interval-compressed
IE x 3 cycles

EE + 6% HE
L R

CR/PR Consider HDT+ASCT

X OIREEE T

SD/PD M [ ]2"-line Therapy

a. VDC LB WA Fhith 2 ARBURM B A —ARBAE - BORE 2 AREBURARY 3 AW T H{EH doxorubicin

T B Bl 7] 6] B 4 ¥ Ifosfamide/Etoposide e

VDC starts 2 weeks after surgery or VDC starts at 1 week before RT. Doxorubicin should start no sooner than 3 weeks after RT is completed. Ifosfamide/

Etoposide may be given during RT.

b. Doxorubicin B f%#| & T #8i 375 mg/m’ (5 HE &) -

The cumulative dose of Doxorubicin should not exceed 375 mg/m’ (as 5 cycles).

c. bR R 45 AL 3 AL 3 A R R -

Response of metastatic disease.

(7 230 Tk N5 T B o i S R ES )
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({ BEHENBRIELSEE Chemotherapy for Mesenchymal Chondrosarcoma ) /&=t

TMU Taipei Cancer Center

[d]

Interval-compressed VDC/IE (Vincristine + Doxorubicin + Cyclophosphamide / Ifosfamide + Etoposide)

54 Agent F & Dose (/m’) #i%5H Day $HZE Frequency 2% Bk Reference
L. ) 2 mg/m2
Vincristine S ey T (Max: 438 2 mg) 1,8 Q4w 1-2
Cyclophosphamide &5 & © 1,200 mg/m’ 1
Mesna &R © 240 mg/m® X 3 1
37.5 mg/m’
. 72 [f] g
Doxorubicin /] NiLEE (run 20-24 h) 1,2
Etoposide (VP-16) 100 mg/m’ 15-19
Ifosfamide #F 54 1,800 mg/m’ 15-19
Mesna &R ©1 360 mg/m” X 5 15-19

d. —# VDC/IE {bE® & 1 [l VDC L@ K 1 Bl IE bk - FREFRHH - F Ak B = 750/ul H i /Mg 8= 75,000/ul - THHH | REF 1S K
H AL o FE R G-CSF Dljm bk fu sk Wk 43 -

One course of VDC/IE consists of 1 cycle of VDC followed by 1 cycle of IE. In interval-compressed dosing cycles, begin chemotherapy on Day 1 and Day 15 if
ANC = 750/uL and PLT = 75,000/uL. This regimen requires G-CSF support.

. Mesna (B # & ") © % 1 HLL Cyclophosphamide ( 7% £ ) W 20% FI& fw \ bag F ¥4 % 5 4 2 K| A4 F F& - & Cyclophosphamide B % % #7 % 4
Fuf 8 NIFAEEE o
Mesna: 20% of the Cyclophosphamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 4 and 8 after the infusion starts.

. BIRA LR ES B B 0 doxorubicin B LN B BAAE (1050 2 ) & 0 BAT I E R REFIRFE 2024 B - 2 K o BlEETRIRER
EL 4 033% EALH > BABETHFARMKEN 125 ZAEE - £ F§#IKHE - Doxorubicin R A F# 375 mgm’ HHTELE > UL VC K IE
BEAE -

To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via
a venous port or central line for 2 days. Meanwhile, IV hydration with 125 mL/m?/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL). After the cumulative dose of doxorubicin achieves 375 mg/m’, give the next cycles as VC and/or IE.

. Mesna (& ¥ &% ") : % | %I DA Ifosfamide (47 5T ) #7 20% HI & fw X bag FI w4 3 ; #h 4 B A 40 B Bl & - 7 [fosfamide BB H1% 3 -6 -9~ 12 NEFAE -

Mesna: 20% of the Ifosfamide dose given in the bag with the drug and 2 boluses of the same dose given at hours 3, 6, 9, and 12 after the infusion starts.

(S R W ER )

Bl

DS

uu




¢ Vil BRIREZEIES] Small Cell Osteosarcoma'®”’ Page 1)

DU
Stratification

ERPRET S

Evaluations:

AR
(iR
MRI of
primary site
= o BT R
(#38)

CT scan of
the chest

1 Re s fo
Bone scan

# 4 P
Bone marrow
biopsy

BZE& Management

AR

Non-metastatic

-

BRI 3 e
Interval-compressed
VDC/IEX3 courses

g~ ARy

Local control with
Surgery and/or RT

— Interval-compr

BB 2

VDC/IE x 2 Courses ™

essed [

SECKEIT

Interval-compressed

Chemo x3 Cycles

[b]

LB

Metastatic

kR

Interval-compressed
VDCI/IE x 3 courses

£ 2,{{? ~ "33;:)}%

B R

#axT

=3 o A7
Ea - —[%c] = ﬁ* —»|Local control with || Interval_compressed > See next page
CR [d] [b]
Surgery and/or RT VDC/IE ™ x 2 courses o
H S Y - ;l"‘gf]ﬁ*/_>8eenextpage
> 4% T > Interval-compressed |- E{%R/SD 0
PR/SDY VDC/IE x 2 courses
L REEE 25T
PDM ~|2™-line Therapy
¥R
T ]
2"*line Therapy

=)

(1 28nd Mk BN S o F A
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¢ AR SEIEIZENSS] Small Cell Osteosarcoma'? Page 2) N B CEEDI

TMU Taipei Cancer Center

& Management

M (FF 2 F ) Metastatic disease (cont’d)

o EAEE 3 £ | BEIE K 3w _>‘?/.§$’§‘f'l‘§_f“~‘1%+ﬁ%ﬁ
CRY " |Interval-compressed Consider HDT+ASCT

IE x 3 cycles

)

=
%

(7 230 Mk SR B S SR A,

EXE TReF AL
£~ AR MR R B
Local control of BHEIEFE 3w CR/PR Consider HDT+ASCT
9—» primary & mets » Interval-compressed
with Surgery IE x 3 cycles B EE PRY
and/or RT" SD/PD M [ ]2"-line Therapy

a. VDC {LEPT A FHI#% 2 BRBEHB A —ARBLEE - BUREY 2 BREHERL AW 3 AW > TH#H doxorubicin -
A ] R 7] [E] B 48 F Tfosfamide/Etoposide °
VDC starts 2 weeks after surgery or VDC starts at 1 week before RT. Doxorubicin should start no sooner than 3 after RT is completed. Ifosfamide/
Etoposide may be given during RT.
b. Doxorubicin B % #| & T #8 i 375 mg/m” (5 HEE) -
The cumulative dose of Doxorubicin should not exceed 375 mg/m’ (as 5 cycles).
c. bR R 4 AL 3 AL 3 0E R R -

Response of metastatic disease.
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€ MR BREILE/AE Chemotherapy for Small Cell Osteosarcoma )

Interval-compressed VDC/IE (Vincristine + Doxorubicin + Cyclophosphamide / Ifosfamide + Etoposide) "

4 Agent & Dose (/m’) %5 H Day $E7E Frequency 2% Bk Reference
£
L T ® 2 mg/m’ )
Vineristine SCFEHTYT (Max: 82 2 mg) 1,8 Q4W 1-2 n
Cyclophosphamide J#52 © 1,200 mg/m’ 1 ;]2%
H
Mesna LR © 240 mg/m* X 3 1 g
37.5 mg/m’ t
- 7% [f] g
Doxorubicin /)Ml % (run 20-24 h) 1,2 i
Etoposide (VP-16) 100 mg/m’ 15-19 #
Ifosfamide 47 5 J © 1,800 mg/m’ 15-19
Mesna %R © 360 mg/m” X 5 15-19 :
d. —#1 VDCIE{t#& & 1 Bl VDC (LR K | B IE L& - FRIEFHH > kb sk = 750/ul B fi/MgB= 75,000/ul > (%K E 1 XREF 1S K fE:
WAL o FE R G-CSF Ll b fn 2 1 4 3 7S
One course of VDC/IE consists of 1 cycle of VDC followed by 1 cycle of IE. In interval-compressed dosing cycles, begin chemotherapy on Day 1 and Day 15 if 4
ANC = 750/uL and PLT = 75,000/uL. This regimen requires G-CSF support. %
e. Mesna (##1% *) : % 1 HILL Cyclophosphamide (&% £ ) #y 20% HI & fw \ bag FI¥ 4 %  # 2 | A4 F #I & - % Cyclophosphamide B # # t % 4 ig

uu

Fuf 8 INEFAEEE o
Mesna: 20% of the Cyclophosphamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 4 and 8 after the infusion starts.

f. RO LREI B BB > doxorubicin H DN B BAAE (4050 2 ) & - BA T4 R F REFIRFE 2024 by~ HH 2 K o Bl H T RIRER -
EDE033% AL BABEFHFARBEXEN 125 27 HFE - 8 FE#IKFE - Doxorubicin EAKIEE 375 mg/m’ HRTHLE > UL VC K IE
B HAE -
To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via
a venous port or central line for 2 days. Meanwhile, TV hydration with 125 mL/m®/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL). After the cumulative dose of doxorubicin achieves 375 mg/m’, give the next cycles as VC and/or IE.

g Mesna (#5142 "): 4% 1 FLL Hosfamide (#7538 5E ©) #y 20% & fw \ bag Bl B4 2 5 ¢4 4 F| £40 FI Bl & - & [fosfamide B % 09 9 3 -6 9 ~ 12 NBE A

Mesna: 20% of the Ifosfamide dose given in the bag with the drug and 2 boluses of the same dose given at hours 3, 6, 9, and 12 after the infusion starts.




( 2253 BYESHPITEEESIED| Infantile Fibrosarcoma %' ) N EtEiEDI

8 Staifcation

AR

Evaluations:

BdR i
I

(R

MRI of primary
site
TRETR (2
i)
CT scan of the
neck-to-pelvis
e e
Bone scan
NTRK3 % &
Ty (e
A TR N
KR )
Molecular Dx
for NTRK3 etc.
(Fusion gene
NGS or FISH)

>

& Management

P IRFELR 2 | TP B
_» <& LA =
PR % j# pCR Regular F/U
Non-metastati §
on-metastatic P [
Conservative IRS-I/RO

oA ek s 2B > surgery

S 7y N BB A AR

Resectable without IRS-11/R1
™ producing significant

functional compromise Ly | P? BR 7% AR PR w4 Larotrectinib

tic defect IRS-III/ R2 g
or cosmetic defec 2 i 3 > 3 % B i B
2V Y with Regular F/U
PR and P
WA EfR /R
e n,% ARt resectable A
A e T

Efpr PR/SD but

Surgical resection is unresectable

likely to result in severe Y

morbidity ¢y - 4Ty RTER A (e

Larotrectinib % > ¥f% CR Repotrectinib)

R %5 > 12 weeks 2 VA it 12 %
Metastatic If PD, consider clinical trials

(e.g., Repotrectinib) or VA

(i R B 35 B e o e
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¢ BB53 BV PYIEEE YDA Pharmacotherapy for Infantile Fibrosarcoma ' )

IR NTRK-targeted Therapy ¢ Larotrectinib
04 Agent P Dose % H Day YHZE Frequency

Larotrectinib #fEZg5 @ (mlf)g Togén;:gg:e)
a. (IR ERIOT B - RIS ~ A R R -
Refer to Product Information before use. Monitor hepatotoxicity, neurotoxicity and blood cell counts.
FEBDAT 18 ] SR AT A o

Age < 18 years: can apply for National Health Insurance reimbursement.

1-28 BID

{LELH¥E Chemotherapy: VA (Vincristine/Actinomycin D)

4% 44 Agent Fil & Dose % H Day YAZS Frequency
Vineristine SCSZHHT © 0.05 mg/kg 1,8,15,22™ QW X 4
Actinomycin D R 5% D 0.05 mg/kg ™ 1, 220 Q6W

b. 5 6 HEMLL [I6HE - 555 (Day29) &5 6 1 (Day35) {REAIEHE

The treatment is to be repeated every 6 weeks. There will be no treatment on Week 5 (Day 29) and Week 6 (Day 35).
c. HIEERFETS - R R SEYE I R R ZEN -

Can be reimbursed by the National Health Insurance after Patient Access Program approved by TFDA.
d. W 1 R B 10 AFLLE > BIES 1.5 mg/m® -

For age > 1 year and weight > 10 kg, the dose should be 1.5 mg/m”.

2% Rk Reference

22

22 Bk Reference
21
21

o e SR T 5 B e o e
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( B25R BG4 PYTEZEY)ATE Pharmacotherapy for Infantile Fibrosarcoma *' ) N/ ESEEDI

TMU Taipei Cancer Center

B LEL G Chemotherapy for Advanced Disease: IA (Ifosfamide + Doxorubicin)

44 Agent 75 Dose % H Day YAZE Frequency 2% Rk Reference
Ifosfamide #f 5o f 1,800mg/m’ 15 Q3W 4-6
Mesna &I E “1 360mg/m’x5 1-5
Doxorubicin /L7 37.5mg/m” (run20-24h) 1,2

e. Mesna (B #%1% ") % 1 Bl VL Ifosfamide (45 5258 ) i1 20% & fw \ bag F 4% ; #h 4 F| 4 Bl Fl & > 1 Hosfamide Bl M 1% 3 ~6 -9 ~ 12 N EE -
Mesna: 20% of the Ifosfamide dose given in the bag with the drug and 2 boluses of the same dose given at hours 3, 6, 9, and 12 after the infusion starts.

f. BB LIEE S B AR > doxorubicin (/NATE ) HULNEE HHEIE (50 B ) 4% » BA T & sk P 2B IRHE 2024 ik - B2 K - FEEH T
BIRER ~ 204 033% G BABETFARBREM 125 ZAHE - BREFIRET -
To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20—-24 h continuous infusion via
a venous port or central line for 2 days. Meanwhile, IV hydration with 125 mL/m®/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL).
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¢ NTRK EB{i#5sEREEZEIE5] NTRK-rearranged spindle cell neoplasm?*?*Page 1 )

2 Diagnosis

EmARER S

Evaluations:

o FfRrir B
Tumor biopsy

s BFRIFR (R
% i) MRIof
primary site

o TiGMTE (2
1)
CT scan of the
neck-to-pelvis

o I
Bone scan

* NTRKI1/2/3 ~
TP (L
AFER S
R i)
Molecular Dx
for NTRK1/2/3
(Fusion gene
NGS or FISH)

“3%8 Stratification

_,I i & & (Low-grade) |

NTRK 3 ] &

Do srehts X R %
NTRK gene fusion without

a known acquired resistance
mutation

EZE& Management

GEPEY ard? )
PREEH NS FR
Resectable without producing

or cosmetic defect

significant functional compromise

LT R BT A S B
- Surgical resection is likely to
result in severe morbidity

—>|’)5 & Metastatic

a.

AR R BB AE FR A R AT 2 -

e NI S
Bk & > R1/R0O Regular F/U
»|Maximal safe
surgery G OAR T R & <
R2 If PD
\ |
EAE Y L R S
™|CR Continue targeted Tx
\4 rryye
g, = T
Larotrectinib 0 L
AR/ ETX S RCPEY S
£ Entrectinib > A > iﬁ—ﬂ_ i .
o 103 PR/SD Consider Surgery;
Hedeinf 12 Continue targeted Tx
NTRK targeted
Tx for 12 weeks HRFLESL R R
—‘1' El }E’; T\%H“ Fé‘ﬁg’
" ( 4v Repotrectinib)
g .
> —> Test for resistance
PD .
mutations and

->| ¢ /% B R (Intermediate-/High-grade) |—> 2=t F See next page

May apply for National Health Insurance reimbursement according to relevant regulations.

consider Clinical Trials

(e.g. Repotrectinib)
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‘348 Stratification

|¢‘ / % &R (Intermediate-/High-grade) |

& NTRK f& F1f & ¢ o Fa o -
SR AR B LR FX B R
> Consider pretreatment with RT and/

NTRK fusion confirmed

or Chemotherapy before surgery until

Bt & >

EEE Management

AT A

RO with large margin

JFREns R
Consider F/U or Chemo

»|Maximal safe >
surgery L

£ NTRK # F]f & *
> T ATinis R PR R
NTRK gene fusion without a known
acquired resistance mutation

¥ A TRy
Consider preop

RT

GREEY o IS TR E ol S )
Resectable without producing significant
functional compromise or cosmetic defect

JE)

™ to result in severe morbidity

Rk (L RIET i B

Unresectable or surgical resection is likely

SR AT R

R1/close margin

R R
" |Consider RT + Chemo

'YL

Larotrectinib
& Entrectinib

e ook 12 %
NTRK-targeted

_>|"ﬁ % # Metastatic

|7

Y

Tx for 12 weeks

SWEECDIN
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R2
YN e
> > .
CR Continue targeted Tx
rysrrra LT LTy R T
T ¥t . .
PR > Continue targeted Tx and consider
curative surgery
s SSRE T T
SD Continue targeted Tx or Chemo
WwRIREE R %
¥ ¥ B TRk 3% (4o Repotrectinib)
- 2o~ e R
& - -
> D | Test for resistance mutations and
consider Clinical Trials (e.g.

Repotrectinib)
or RT, Surgery, Chemotherapy
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¢ NTRK B\ I#HiE AR EBEEY)EE Treatment for NTRK-rearranged spindle cell neoplasm 2% )

IR % NTRK-targeted Therapy ¢ Larotrectinib
%04 Agent ¥ill i Dose #%H Day YHZE Frequency 2Bk Reference

.. 100 mg/m’/dose
Wi [a]
Larotrectinib #2R51 (max. 100 mg/dose)

o PRz AR B » MBI ~ RS R BRI H -
Refer to Product Information before use. Monitor hepatotoxicity, neurotoxicity and blood cell counts.
a. FEEBAHG 18 Bk TR BELRBHARIALE HI G SRl A A -

Age < 18 years: May apply for National Health Insurance reimbursement according to relevant regulations.

1-28 BID 22

EE"iA9% NTRK-targeted Therapy @ Entrectinib (35 12 5824 | Age > 12 years)

% h44 Agent Fill iR Dose 5% H Day YAZE Frequency 2% LBk Reference
BSA 0.91-1.1 m’: 400 mg
Entrectinib & 5¢ BSA 1.11-1.5 m’: 500 mg 1-28 QD 23

BSA> 1.5 m’: 600 mg
fF ARG AR G B - AR R L O TEE ~ T HERSEITER ~ B BURF 4 e M ~ BT ~ @IRERIE ~ 8L ~ @S -

Refer to Product Information. Evaluate and monitor cardiac function, CNS effect, HBV and hepatotoxicity, fractures, hyperuricemia, visual disturbance, and

adherence.
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{ NTRK S(I#55EHRRIBEY)RE Treatment for NTRK-rearranged spindle cell neoplasm )

B LEN A2 Chemotherapy Option for Advanced Disease: IA (Ifosfamide + Doxorubicin)

544 Agent #E%H Day YHZE Frequency 2% Mk Reference
Ifosfamide #f 5a © 1,800mg/m’ 1-5 QW 4-6
Mesna &g % °© 360mg/m’ x5 1-5
Doxorubicin /ML 37.5mg/m’ (run 20-24h) 1,2

b. Mesna (& #& ") % 1 El L. Ifosfamide (4F 327 °) #7 20% %I & fm \ bag [5] B 45 % : #4 4 %] &40 B K| & > 7& lfosfamide BI# AW #3269 12 NEE A E -
Mesna: 20% of the Ifosfamide dose given in the bag with the drug and 2 boluses of the same dose given at hours 3, 6, 9, and 12 after the infusion starts.

c. ZHBYREI LA - doxorubicin (NALE ) EUUNEEEAE (050 Z5) % 0 BAT I E R FREBIREE 20-24 Mk~ ZH2 K - FWET
RIRER - 204 033% ffbd > BAEFFARBREM 125 ZAHE - BRAERIREE -
To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via
a venous port or central line for 2 days. Meanwhile, IV hydration with 125 mL/m®/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL).

(HEFREFREITE YIIN)

DS

uu




¢ BCOR BRI EPIBEZEIES| Sarcoma with BCOR genetic alterations "> Page 1 )

D
Stratification

BZE& Management

(I 280 kR En S MM YOO F )

R AT — BB g 3 £~ BB 2 BBELR I
Evaluations: |»{™ B A3 . >|Interval-compressed —»|Local control with | Interval-compressed  —»{Interval-compressed
. BiREP Non-metastatic | |1y k3 courses Surgery and/or RT ™|  |VDC/IE x 2 Courses ™ Chemo x3 Cycles ™
(Rgine)
MRIof BB AR
rglmarysne PRI :}"':L»‘“ ‘:‘r:éé’a‘; = HLET
o DrEETR EAESC ¥ ¢ T o P AT R See next page
(W) > CRY —»{Local control with \ > Interval-compressed [ pag
CT scan of Surgery and/or RT d VDC/IE ®' x 2 cours[e]s o ‘ETE
. . :
the chest + Celecoxib + VBL JE'_[E
- HESE =
Bone san , rrry . -
o Fag BB & OH R RS RN R | YAy FRAET =
Bone marrow 4w Fim B AT Fho Mo/ | Tdun F AT ES ;gé iﬁ[e] |y See next page
biopsy > h};letas:atic —>(Interval-compressed > 78 T —>(Interval-compressed | &{fPR/SD 0
o NI VDC/IE x 3 courses PR/SD™ VDC/IE X 2 courses
Molecular + Celecoxib + VBL + Celecoxib + VBL ¥
diagnostics i LY
(EWSRI rearr) PD™ ~|2™-line Therapy

EE Y
> T L [e] 4
2"*line Therapy




¢ BCOR BER#2RWEEZEIES| Sarcoma with BCOR genetic alterations "> * Page 2 ) /&M EIEDIN

TMU Taipei Cancer Center

3 A (#EF T ) Metastatic disease (cont’d)

EZE& Management

CR[E]

BEIEE 3w » &3 K

R AT E
" |Interval-compressed

IE x 3 cycles
+ Celecoxib + VBL !

—>
Consider BuMelTopo + ASCT*

% J& BuMelTopo % #| & i % + # 16

<~ TRy
Local control of

g—» primary & mets

with Surgery
and/or RT™

BEIEM 3w &8 K
AR fui § A B
Interval-compressed

IE x 3 cycles

+ Celecoxib + VBL

a. VDC {LE A Fiith 2 AR AR MG —BRBEHE - BORE 2 BREBURERW 3 AW » T H M doxorubicin o & # F ¥ 5] ¥ 4 F Tfosfamide/
Etoposide o ( Z w34 &8 F - 1R ¥ TPOG-ES-2017 % TPOG-HRES-2019 B5F 7~ [ » 48 2019.11.19 %1& TPOG H#& LIE N B EAREE M - )
VDC starts 2 weeks after surgery or VDC starts at 1 week before RT. Doxorubicin should start no sooner than 3 weeks after RT is completed. Ifosfamide/

=2/ < J& BuMelTopo & # & % +
ma gy o
CR/PR ™ Consider BuMelTopo + ASCT*

NN
SD/PD 2"line Therapy

Etoposide may be given during RT. (This modification was agreed by the TPOG Bone Cancer Working Group Leader on 19-Nov-2019.)
b. Doxorubicin % % #| & 1~ # i 375 mg/m” (5 FHE&E) -
The cumulative dose of Doxorubicin should not exceed 375 mg/m’ (as 5 cycles).

c. Celecoxib ¥ Vinblastine Z4 ¥ b1 % — kA LB E | KB - £ 13 E{LENE 14 RHEEFE - 25 VDC L& B - %4 Vincristine (VCR) {L#E & X ~

T~ # Vinblastine °

Celecoxib and Vinblastine (VBL) can be given from the 1st day of the Cycle #1 to the 14th day of Cycle #13. However, Vinblastine (VBL) is to be withheld on

the day of Vincristine (VCR) administration during VDC cycles.

d. BB FATEIR - 3 % {F F Celecoxib ¥ Vinblastine °
Celecoxib and Vinblastine should be avoided during RT and during the week of surgery.

e BbJR (R 35 B8 1 B0 (0 H 6 R 01 R -

Response of metastatic disease.

(7 28ng Tk R En =M M YOO g )
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¢ BCOR BREEREEZTEIES| Sarcoma with BCOR genetic alterations ™ )

Interval-compressed VDC/IE (Vincristine + Doxorubicin + Cyclophosphamide / Ifosfamide + Etoposide) "

#5544 Agent 75 Dose (/m’) %5 H Day $E7E Frequency 2% Bk Reference ™
& Q
L T ® 2 mg/m’ ) QS
Vincristine S5 7T (Max: 43 2 mg) 1,8 Q4w 1-2 g
Cyclophosphamide J#52 © 1,200 mg/m’ 1
2
Mesna &R ©1 240 mg/m® X 3 1 g
37.5 mg/m’ 1t
icin /NG G ™ g

Doxorubicin /)Nl %% (run 20-24 h) 1,2 %
Etoposide (VP-16) 100 mg/m’ 15-19 #
Ifosfamide 47 5 J © 1,800 mg/m’ 15-19 -

Mesna &R W 360 mg/m” X 5 15-19 .

f. —#1 VDCIE {L# @& 1 Bl VDC (LR K | B IE L& - FRIEFHH > kb sk = 750/ul B fi/MgB= 75,000/ul > (%K E 1 XREF 1S K fE:
WAL o FE R G-CSF Ll b fn 2 1 4 3 v
One course of VDC/IE consists of 1 cycle of VDC followed by 1 cycle of IE. In interval-compressed dosing cycles, begin chemotherapy on Day 1 and Day 15 if 4
ANC = 750/uL and PLT = 75,000/uL. This regimen requires G-CSF support. E

=]

g Mesna (E¥% “) + % 1 ELL Cyclophosphamide (E73 £ ) ty 20% H| & fw \ bag FIW 42 ; #4 2 B 440 FI Hl & - % Cyclophosphamide B # % 7 % 4
Fuf 8 INEFAEEE o
Mesna: 20% of the Cyclophosphamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 4 and 8 after the infusion starts.

h. B EE 5 AR doxorubicin H UU/NE B EME (40 50 ZH ) % - BA T & s P S IREE 2024 his ~ BH 2 X - FRETHIRER
EDE033% AL BABEFHFARBEXEN 125 27 HFE - 8 FE#IKFE - Doxorubicin EAKIEE 375 mg/m’ HRTHLE > UL VC K IE
B HAE -
To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via
a venous port or central line for 2 days. Meanwhile, TV hydration with 125 mL/m®/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL). After the cumulative dose of doxorubicin achieves 375 mg/m’, give the next cycles as VC and/or IE.

i. Mesna (% ") % 1 Bl VL Ifosfamide (47 50 5% ) ty 20% B & fw \ bag Fl B4 % 5 ¢k 4 F| £4 B B & - & Hosfamide B % 099 3 -6 9 ~ 12 /NBE A -

Mesna: 20% of the Ifosfamide dose given in the bag with the drug and 2 boluses of the same dose given at hours 3, 6, 9, and 12 after the infusion starts.
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Celecoxib and Vinblastine (VBL)

4 Agent & Dose (/m’) % H Day $AZE Frequency 2% IRk Reference
Celecoxib 41 : F%E(R © 250 mg/m” Continuous BID 3
Vinblastine 41 : f{F1H7% © 1 mg/m’ 1,3,5 TIW

o BEARBBEATKAEE > KAEYKEE | EURENE | RES % 13 EWRNSE 14 REHER - B4 VDC {LEH M » 4 Vincristine (VCR)
LA E & X ~ T4 Vinblastine ; #1323 » VCR A ZAFE M VBL R4 2 5k - fsb - {LREF MM - % 454 f Celecoxib # Vinblastine °
When given for metastatic Ewing sarcoma, begin the combination from the first day of Cycle #1 until the 14th day of Cycle #13. Withhold Vinblastine on the
day of Vincristine administration (i.e. VBL is given 2 times/week when Vincristine is given) during VDC cycles. Withhold Celecoxib and Vinblastine during RT
and during the week of surgery.

(S ED B S bR T YOO )
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¢ BASMEMAIETE Extracranial malignant rhabdoid tumors™ %)

2B Diagnosis 9348 Stratification & Management

Eﬁ“ﬁﬁgﬁfﬁ ->| &= F Non-Metastatic | L 4 e e [ 1 . B
Evaluations: VDC/ICE it R %
s BARER (R ~ RT ™ VDC/ICE x 1 course bid
= L VETRE S R EE R ~>Ix 4 courses 5
3 F0 i )MRI of Completely (R0) resected %
i it - i 4 iy i J
pr'lmary S,l © £ty B & R1 & R2 *7 %% fR2 = i ) “R2E gy @ "1 75;
c B (Tu . . T | VDC/ICE —> w P VDC/ICE > ICE/VDC 4
e . Biopsy or R1/R2 resection Surgery RT b
27 ¥ %% )Brain & x 2 courses x 2 courses x 1 course o
spinal MRI L > - ‘i/l
: ] 5 1 Metastatic | Uy 4
. TreEh (3 XX etastatic R 4 e o W () T e
£ ) CT scan T e = R VDC/ICE > @ > > R lal =
R R e % xf 1 4 courses Metastectomy VDC/ICE x 1 course RT 755
of the neck-to- Completely resected i JE-IE
elvis i 4
) I; i (s primary tumor L 2 e Py 2w J %
o ]; £ ¥ & RI& R2 %% [HVDOICE  (—| 1 > VDC/ICE 5
&+ ig# )Bone Biopsy or R1/R2 resection x 2 courses gy x 2 courses 5
scan or PET/CT
© RIEFERG a. 3% NWTS % IT - TIT 21 B RUIE & 8 IRS % 11~ I B JF B RESR - & JEBUR - BB VIBR BR300 - 48 H FK
o # - Radiation therapy should be given for NWTS stages Il and III for renal tumors and IRS group II and III for non-renal tumors.
INIT 4% % £ Unresectable metastatic sites should be considered for radiation therapy.
SMARCB]I # % b. FrH W AT B R4 FEE B F17 0 B JEM 7T il RO 41 % - Surgery to the primary tumor should be considered in all
QX patients regardless of response. RO resection should be attempted whenever possible.
& % % INII loss c. NREBEBEZEFMUSNEMENERELEBY > BRI - BRKLEHME 4 - Metastatic disease includes any site beyond
or SMARCBI1 the primary tumor site, including local, regional, or distant lymph nodes.
del/mut d. WH % RS > TIREAINS R T4 BE&dk 1 41LE - Staged surgery may be planned for multiple pulmonary
metastases with ideally 1 course of adjuvant following all metastectomies.




¢ BENERAIREL S8 Chemotherapy for malignant rhabdoid tumors®2%) /&=t

VDC/ICE (Vincristine + Doxorubicin + Cyclophosphamide / Ifosfamide + Carboplatin + Etoposide) Alternating Q3W '
4 Agent 75 Dose (/m’)

. e 2 mg/m’
Vincristine S 5@ 87T (Max: i 2 mg)

Cyclophosphamide J&{S &£ © 2,100 mg/m”

Mesna fEEE LR 10 425 mg/m” Q3HX5
.. 37.5 mg/m’
7= el

Doxorubicin /ML AE (run 2024 h)
Etoposide (VP-16) 100 mg/m”
Carboplatin £ 400 mg/m’
Ifosfamide #F 5o f& © 1,800 mg/m’

Mesna fEEE{R © " 360 mg/m’x5
Filgrastim" 5-10 meg/kg

e. —#l VDC/ICE {bEf & 1 F VDC fb& & 1 B ICE L% - B#=E XM MM > &F i ammxm = 1,000/ul E i MR H = 100,000/uL - ¥ F 46 %

1 RE% 22 REALIE »

One “course” of VDC/ICE consists of 1 cycle of VDC followed by 1 cycle of ICE. In the alternating Q3W courses, begin chemotherapy on Day 1 and Day

22 if ANC = 1,500/pL and PLT = 100,000/uL.

TMU Taipei Cancer Center

%5 H Day $AZE Frequency 2% LIk Reference
1,8 Q6W 1,2,7,28 ~
B
4}
1,2 b
1,2 Hﬁﬂd
&
1t
1,2 £
:}é
22-26 ~
22,23 =
iE
22-26 ‘;‘é
22-26 fg.
3-recovery, QD 5l

27-recovery



. Mesna (¥ /% ") : % 1 LA Cyclophosphamide ( 4% £ *) #7 20% I & fu \ bag Fl B4 % ; #% 4 E| 448 FI # & - % Cyclophosphamide B # # By % 3 ~
6912 NS ZE -

Mesna: 20% of the Cyclophosphamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 3, 6, 9, and 12 after the infusion
starts.

. AR LEZE S B BB > doxorubicin (/NTE ) HUNEEEME (1150 ZH) %0 BA T E R REBREE 2024 b - ZH2 K - FAWET
RIRER - 204 033% ffbd > BANEFFARBREM 125 ZAHE - BRAERIREE -

To minimize the hazard of potential extravasation, doxorubicin may be diluted in small volume (e.g. 50 mL) and given as 20-24 h continuous infusion via

a venous port or central line for 2 days. Meanwhile, IV hydration with 125 mL/m?/h of fluid containing at least 0.33% of NaCl is ideally given through a
peripheral venous line (PVL).

- Mesna (& 554% "): % 1 LA Lfosfamide (4 305E ) #20% FI & i A& o I 4 25 44 4 ) 240 L KU - % Ifosfamide B4 % 81 % 3 -6 29 12 M43 -
Mesna: 20% of the Ifosfamide dose given in the bag with Cyclophosphamide and 2 boluses of the same dose at hours 3, 6, 9, and 12 after the infusion starts.

i. Filgrastim to be given SC or IVD QD since 24 hr after completion of VDC or ICE chemotherapy and be continued daily throughout nadir and until bone marrow

recovery with ANC  1,000/mm3.
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