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» KX K A8 Ewing sarcoma/Peripheral primitive neuroectodermal tumor (pPNET)
« /B W J& Synovial sarcoma

* 845 )8 Recurrent sarcomas

o 45 #E. ] B 4w i J8 Desmoplastic small round cell tumor (DSRCT)

o R %4 42 $5 7% Malignant peripheral nerve sheath tumor (MPNST)

o CIC J& A #2454 & CIC-rearranged sarcoma

o ) ik 4 498 Desmoid-type fibromatosis

o 3 M 3% E A % Mesenchymal Chondrosarcoma

Rt 2 FNEHG » 7% 5 B TPOG & TPBTC 6/ 7% £
Please refer to the TPOG or TPBTC protocols for other childhood malignancies
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TPOG, Taiwan Pediatric Oncology Group
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{ AN EKPIBEZEIE5| Ewing sarcoma / PNET "° Page 2 )
EZE& Management

A A% (34 £ B ) Metastatic disease (cont’d)

%4 IE AL 3 & 0 SPHIK

(1) Exs 2 SHEIR ERARY | B R SHEE + B
CRY " |Interval-compressed Consider HDT+ASCT

IE X 3 cycles
+ Celecoxib + VBL

(C 280 T s R B 3 SR o )

oA/ F Rl ®
A5~ Al HIEALAE 3 & - SHHE Wwoyspip | + A
Local control of R E o R A B CR/PR Consider HDT+ASCT
e—> primary & mets > Interval-compressed
with Surgery IE X 3 cycles B/ B ot oY S
and/or RT™ + Celecoxib + VBL ™ SD/PD > 2"_line Therapy

a. VDC LR A FH#% 2 ARBERABAN—ARBRAE - BEF 2 BREBRLERN 3 AW > THEHEA doxorubicin
% R 7T F 46 F Tfosfamide/Etoposide ©
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 £FEH| & T #1# 375 mg/m” (5 FHE)
The cumulative dose of Doxorubicin should not exceed 375 mg/m’ (as 5 cycles).

c. Celecoxib 2 Vinblastine Z 47 # i1 % — KALR M1 % 1 KF%H ~ % 13 EHLRHIE 14 XA R » B VDC {LERH - 4 Vincristine (VCR) {LFE ¥ 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. BT AR - 38 %1 F Celecoxib ¥ Vinblastine ©
Celecoxib and Vinblastine should be avoided during RT and during the week of surgery.

c. JLRGIREAL LR IEH W RIE o

Response of metastatic disease.
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{ A EKRELESAE Chemotherapy for Ewing Sarcoma ) N SIS

TMU Taipei Cancer Center

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

in44 Agent F& Dose (/m’) #i%H Day $HZR Frequency 2508k Reference
L T ® 2 mg/m’
Vincristine S o7 T (Max: T8 2 mg) 1,8 Q4w 1-2
Cyclophosphamide J# {55 © 1,200 mg/m’ 1

Mesna {5 1 240 mg/m’ X 3 I x
K
.. 37.5 mg/m’ A
22 W A
Doxorubicin /MLAE (run 20-24 h) 1,2 o
Etoposide (VP-16) 100 mg/m” 15-19 %
Ifosfamide 4 5o hE © 1,800 mg/m” 15-19 h
Mesna fBHEE{R “1 360 mg/m® X 5 15-19 &

f. —# VDC/IE{b & A4 | [F VDC A& K 1| F IEfbH#E - T REHRMHE - i ahzk¥i= 750/ul H i MRE = 75000/pL > TH$BE 1 REE 15K
AL o F1E A G-CSF W jm e 3Rk 2 3 & o

V=1

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 E
ANC = 750/uL and PLT = 75,000/uL. This regimen requires G-CSF support. =5

g Mesna (E#%E ")+ % 1 % LA Cyclophosphamide (&5 £ ) 17 20% F| & v \ bag Fl# 4% ; #52 | A F K& > % Cyclophosphamide B #5441 % 4 82
RPN =
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. ?E

uu

h. AW LA 8 AR - doxorubicin B LN BB EHHE (W0 50 ZA) % - BA T B R P IREPIRFE 2024 N~ EH 2 K o FEETRIRIT
E%{@- 0.33% A4 > B NEEPHFARBXRTM 125 A HE ~ £ F:% KB I ° Doxorubicin ZHAE|E# 375 mg/m’ KA THLAE - LA VC K IE
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.

i. Mesna (5% ") % 1 |V Ifosfamide (35 527 “) #1 20% % & fm \ bag Bl W 422 : 64 4 ) &40 B Bl & - 7 [fosfamide B KB % 32629 V12 NEF 442 -

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.




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 BEARBSEATRAEN  AMEYKEE | ELRENE | REL % 13 EENSE 14 R&AR - 5% VDC LB M > # Vincristine (VCR)
b UM% R ~ T# Vinblastine ; 323 - VCR AZAE M VBL R4 2 K o dush - {LFREF A HE - %% A 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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TMU Taipei Cancer Center
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evaluation (MRI PR/SD IE <3
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( BIRPYIBEZEIES| Synovial sarcoma “° Page 2 )

EZE& Management

%

&

FHF : CR Follow-up 7‘5\
Local control of N R 4= 3
primary & mets with IE X 4 e %5;
Surgery and/or RT oo b/ PRy e
BBIE ) BAS 0w fine Thera %

PR/SD/PD Py B

a FRARGRIHE  LRRNEBRMNMAE T IEMEIE -

For patients undergoing radiation therapy (RT) as local control, give the IE X 3 cycles during and after RT.
b WHERBES % 3 AW > THMEA doxorubicin

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

Response of metastatic disease.
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( BIERIELESAE Chemotherapy for Synovial Sarcoma ) /&I

TMU Taipei Cancer Center

IA (Doxorubicin + Ifosfamide)

4 Agent & Dose (/m’) % H Day $AZE Frequency 2% Bk Reference
Ifosfamide 4 5eh# © 1,800 mg/m” 1-5 Q3W 4-6
Mesna &£ “1 360 mg/m” X 5 1-5
37.5 mg/m’

Doxorubicin /|l % 1,2

(run 20-24 h)
d. Mesna (& #%& ") % 1 B Ifosfamide (45 5275 ) W7 20% HIE /u \ bag [Fl B/ 2 : #4 4 %) 240 BB E - 7 [fosfamide B B ITH 32629 N 12 N EE o
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. BRDALRES B AR - doxorubicin (/MLE ) H N EBEME (1050 ) % 0 BAT M E R RAFIRFE 2024 oy EHF 2K FAHHET
BRI - 28 033% ALH > BIREFFARBREM 125 ZAHE - BREBIREL
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 e a3 5w )
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( ERERERZEIES| Recurrent sarcomas’ )
& Management

BERER - - - E
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o ERIER (R CR ICE X 4 Follow-up .
15) ?ﬁi
MRI of primary site AR ECE ¥

. TRSER (M) CR Follow-up &
CT scan of the chest =

o HEITR (& IR 4 R ; s o s .

B I Togam] | B2 fopaw o waum | few
e > gl lCE x 4 PR CR Follow-up =
o BB EEIFE ICE X 4 PR/SD IE
by T T PErEN 2
A > rd q:
Regional LN PR 3"-line Therapy E
evaluation (MRI .~ = 20 - =|
2 > ) 9B [a] # =425
and/or PET/CT) e s jj;lf‘”é‘Tf

o FRAHTHE -line Therapy
Consider molecular P
diagnostics 24t PD ?In’e :l?hJiapy

a. FRCERRARMERR L EFERFH BRETRIEN -RBEBFEALOARE T 2R - F EEH FUb o 18 EB o 7 H AR R AR
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.



( EHMRE{LEAE Chemotherapy for recurrent sarcomas )

ICE (Ifosfamide + Carboplatin + Etoposide) ’

44 Agent

%5 Dose (/m’)

Ifosfamide 41 5o hE © 1,800 mg/m” 1-5
Mesna fE#& 1 © 0 360 mg/m’ X 5 1-5
Carboplatin § 400 mg/m’ 1,2
Etoposide (VP-16) 100 mg/m’ 1-5

b. Mesna (& #&1% ®): % 1 % LA Ifosfamide (#7527 ®) B 20% % & fm \ bag ] B 46 28 5 84 4 F 248 [F] B & - 1£ Hosfamide 6% W 3 v 6 9 N 12 NI 4H2E o

JA78 Frequency
Q3-4W

YD

TMU Taipei Cancer Center

2% LBk Reference

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 B B S R )
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( S\ BMREIZEES| Desmoplastic Small Round Cell Tumor (DSRCT) ®°)

@
Tt FHE AR 0 B . By AT &
B AL 1- 1 A N TA \

BE RS #ﬁ{b% 1-2 E&&”‘ﬁﬁ%‘?‘ﬂﬂﬁ 4 Melphalan #4748 % B A2 > 7°"" i RT to the %

Euu luations: Consider Sten; CellndCollecnon »| Ifhigh-dose therapy, Pt R 2 SR | umor bed P

: V; ;&;égl;ls after the 1™ or 2™ cycle Begin Melphalan-based [» Autologous > CR 7 %
Bi = Y therapy Stem cell B e
/\10psl " AT Hg i rescuc Follow-u ’%

CATIE | e B3 e 1 o e A 8 AL B P x
Molewlardlagnostlcs_»VDC/lEx3 BB 4 %) p| VDCIE X 1 TVDCI@""‘ #% H‘ ~
(EWSE ;_,WTI) courses Locoregional course Wlde 7 . * oL/

o BIRER (R control If no high-dose therapy, 1L 4 R 1& Y IE - =
i) with Surgery give VDC X land > IE X4 “Bvall lpR/sp/pp i
MRI of primary begin RT at 1 week Cycles 2

« BHGETE (4 after VDC starts v B
W R o v B2

% = 4 b] %2 ICE X 419 B
CT of chest, o Bl | 2%":(.1‘1..? IC]E X 4] v —HICE X 48 P 2nd-line Therapy =]
abdomen, and pelvis If PD, nd-lme T erag]y It PB > 12" line Therapy with ICE X 4™

- BIR(RS) with ICE > 4 : with ICE X 4
Bone scan | il

o HiERE a. TRARGRIEE > BARBEMHSETIE{LRE 4K -

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

o FZBIETFIR b. F=MICE A  FEREHUENEDEET - M4 BRFHIE - x 2B FEAM4EICE WA YHBE

Consider PET/CT %&b 9% 7] %4 Melphalan 2 £ W B4 o
onsider 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.




( gt EMIRE(LSE8R Chemotherapy for DSRCT ) R EHEECDN

TMU Taipei Cancer Center

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

44 Agent F& Dose (/m’) #%H Day JA78 Frequency 2% LIk Reference
Vincristine S i) ® (Maxzzz?igﬁ/g 2 mg) 1,8 Q6w 8,9 Z‘%
Cyclophosphamide 152 © 2,100 mg/m” 1,2 E]Lj
Mesna B © 425 mg/m> Q3H X 5 1,2 fﬁé

b

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

c. ;%’?Eﬁ; e & 1 B VDC LR 1 B IEALE - =R > &+ 8% 8 msk$ = 1,500/uL B i MRE= 150,000uL > FTHABE | REHF 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/uL.
d. Mesna (5% ®) : % 1 E|LL Cyclophosphamide ( 7% £ ) # 20% F| & v \ bag F ¥ 4% : £4 4 H| &4 FI B & - 7 Cyclophosphamide B4 % ¥ % 3
6912 /NERAAEE
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. ZHALEREIB AR - doxorubicin (NALE ) EUNEBEHE (WS0ZHA) % BAL LA K P RBIRFEFE 2024 I~ HHF2 Ko {HET
BRI - 28 033% ALH > BIREFFARBREM 125 ZAHE - BREFBIREL

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 (B 858 ") : % 1 HL Ifosfamide (47 5T *) 11 20% F & fp X bag (IVA) FI BT 3 /N 5 8k 4 RIAMEI I E - % Tosfamide X £ &% (B
Wtk % 3 NEr ) SLEJ 458 K Ifosfamide FI#6 AN E 6~ 9 ~ 12 NEFAA 2 o

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.

SRERE)
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( B EEHSILIEEZEIES| Malignant peripheral nerve sheath tumor (MPNST)") ¥

PR

Evaluations:

s kA

Biopsy

HIRER (R

AL )

MRI of primary

RGBT R (M

M EE)

CT of chest,

abdomen, and

pelvis

B (2F)

Bone scan

o FBIETFH
Consider PET/CT

fefie 2 Locofeﬁqional e 1
> VDC/IE X 2> SOyl VDC/IE X 1
control
courses . course
with Surgery
Y % —#ICE X 415 ™
W, | |7
IfPD >2nd-line Therapy
’ with ICE X 4™

Follow-up
TA
CR
VDC X 1
and begin 1LHk 4 R Lf 1 4 S
> RT at 1 week IE X 4 P|VDC/E X | [ BARTFA
fa] Eval.
after Cycles courses
VDC starts ™ N
8RR/
B/ B
v N PR/SD/PD
% X
W &b, 2%? d lin% "Il“flEr . \
IfPD, © 2Terapy

with ICE X 4™

% =4 ICE X 41
2nd-line Therapy
with ICE X 4

| BRI

TMU Taipei Cancer Center

a. FWRARBRIHE  RRRABORMNARBRREH LT IELES K -

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

b. HMICEE  FLHERBNADEET - HME 4 BGFRTE - WR2EM - FEFAM4 F ICE -
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.
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( BHAEMSEERLSEE Chemotherapy for MPNST )

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

=
% h44 Agent & Dose (/m’) % H Day $AZE Frequency 2% TRk Reference P
A

. S 2 mg/m’ 3
HiFT ® A %
Vincristine S5 HTy T (Max: 33 2 mg) 1,8 Q6W 10 zﬁ—j
Cyclophosphamide J# 55 © 2,100 mg/m’ 1,2 ?Tg
&
Mesna fEEE{R © 19 425 mg/m*> Q3H X 5 1,2 f%t
jé

.. 37.5 mg/m’ ,
25 (o) 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 & © 1 480 mg/m’ X 5 22-26 E

uu

c. —#1 VDC/IE 1t 4 1 El VDC b & | El IE b - # = #iGH MM - FF R amski= 1,500/pL Hin/MRE = 150,000/l > 5T B4 % 1 REF
15 RHLIE °
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 FILL Cyclophosphamide (1% £ ) #7 20% & /w \ bag FHF 42 5 £4 2 H A4 FH| & - & Cyclophosphamide Bl % % #1 % 3 ~
69 12 /NEFREEE o
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. AP REES B - doxorubicin (/MIF ) HUUNE B BME (W50 EF) o BAT M E H T REFIRFE 2024 N5 EHF2 K o ARET
BRIRME - 204 033% AL B EPFARBREM 125 ZAEE - BRALBIRFE



YD
” TMU Taipei Cancer Center
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 (818 ") : % 1 HL Ifosfamide (47 5L *) 17 20% F & fp X bag (IVA) FI B iFE 3 /N 5 8k 4 R AMEI | E - % Tosfamide X £ &% (B
Wtk % 3 NEr ) SLEJ 458 K Ifosfamide FI#E AN E 6~ 9 ~ 12 NEFAA 2 o

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.

o e e o R 28 8 R e TR
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2 Diagnosis

( cic ERBNIREEEZEIES| CIC-rearrange sarcoma )

EmPRET

Evaluations:
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Molecular studies
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MRI of primary
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CT of chest,
abdomen, and
pelvis

ERicSiE

Bone scan
B R

Bone marrow
biopsy

# JEE T8
Consider PET/CT

& Management

Lt

1Lk 2

VDC/ICE » B

X2 courses S
1&
Eval

Ao 1 3t e ©

R FICEALE 1 g

e 2 4

FAUE R | |IfRT is necessary, give VDC at : . 8 HE
If CR, 1 week before RT and RT with ~ [™| ICE[;< 1 following completion of - VDC/ICE  p F/U
IEx2 @ RT X2 courses
Yo B A RO MR+ | [ 1R % BAHORY | |#mds ki - T o2
AT F 47 IfRT is necessary, give VDC | |ICE 4t 1 &1 © VDCICE 8 HE
If resectable, attempt ™lat 1 week before RTand RT [T[ICE X 1 following [ X2 MF/U
AR |RO resection withIE X 2% completion of RT ™ courses
/ #& 2
P , e 4k ,
If PR/SD, j;; /[%EJUJ PR ek Ao 10k » Rigdbi @ Iﬁéf{%gqlé@ [j T 2 _
If - > Give VDC at 1 week before | o . > VDC/ICE P
unresectable, RTand RTwith IE, X 2© ICE X1 followin %2 F/U
proceed with RT © andilwi completion of RT™ courses
& , e bk ,
j;fr *j’é TROE | Mot 14368 o fé‘f}ggﬁg Tl |{eg
If resectable, attempt| Give VDCat 1 week before ICE X 1 f llowi > VDC/ICE p
24 RO 0C, AHCMPY | RT and RT with IE X 21 . lollowing %2 courses | [F/U
If PD, resection completion of RT

ik ko R 8ALE RAE

If unresectable, consider 2™ line chemo or RT

a. T VB BB RUUR IR R B B 0 BEA VDC LR | Eltk - RIRE R % EUR - R P EUR M 4 T Ifosfamide/Etoposide

(IE) ft&B 2K (H3E—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 RETIRE HEAIIRE 2K (FERO M) ¥ B E (2%

RERHEENHTRER) -

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

L = R TR 010 )

¥

{ sy

U e Q8 Pt



( CIC ERIB{IPIEILFERE CIC-rearrange sarcoma) R\ EHEAEDI

TMU Taipei Cancer Center

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

44 Agent F& Dose (/m’) #%H Day JA78 Frequency 2% LIk Reference
Vincristine SC 57T © ?}/ﬁi/m%iﬁyﬁl 2 mg) 1,8 Q6w 1,2,7 %;
Cyclophosphamide J#52 © 2,100 mg/m2 1,2 %

Mesna LR © @ 425 mg/m2 Q3H X5 1,2 jré
Doxorubicin /| VL& © ?r7ur51 ;Igi/;‘z ) 1,2 :%E
Etoposide (VP-16) 100 mg/m2 22-26 5
Carboplatin £ 400 mg/m2 22,23 %
Ifosfamide 47 5T * 1,800 mg/m2 22-26 %

Mesna &R © 1 360 mg/m2 X5 22-26 E

uu

c. —#l VDC/ICE L&A & 1 Bl VDC ALK 1 Bl ICE L/ - #=HRBHHFEHME - &8 a3k = 1,000/uL E it MEE = 100,000/l > ¥] B 46 %
L RR % 22 KW AL% -
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 E| D\ Cyclophosphamide ( ###% £ ©) t 20% % & v \ bag F #5442 ; 44 4 B &M FHE - & Cyclophosphamide B4 % % 3 -
69 12 /NEFAEEE o
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. ZHALEEIB AR - doxorubicin (/NALE ) EUNEBHEHE (WS0ZA ) % BALRE R P RBIRFEFE 2024 I - HHF2 Ko {HET
BIREE - 28 033% ALH > BIREFFARBREM 125 ZAHE - BRERIREL
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/m2/h of fluid containing at least 0.33% of NaCl is ideally given through a

peripheral venous line (PVL). ?

3

IE (Ifosfamide + Etoposide) Q2W during and after RT *
%44 Agent 7 Dose (/m’) % H Day $A% Frequency 28K Reference %

iz

Etoposide (VP-16) 100 mg/m2 1-5 Q2w 1,2 E
1t

Ifosfamide 47 5o © 1,800 mg/m?2 1-5 &
jé

Mesna EEE(E * [f] 360 mg/m2 X 5 1-5 &

f. Mesna (#B#1% ") % 1 F| DA Ifosfamide (35 %3% ) 8 20% Bl B w N P Bl 0 40 58 5 85 4 ) 4 ] )& - 78 Tfosfamide BJA B9 % 3 26 9 V12 /NBFABZE o
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.
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EETRETERTRENT - BEEREASHVIRIS Patient preference is important in treatment planning

B PP AB e A Qo RAKERR | LA A5 Al EA R | FREIRE
;jﬂ et “JL TR v IfCR/PRY/SD", complete 1 yr of Tx and re-evaluate
GAGIN TE G =
Need for b i : - - — ]
immediate | |Npesing AR R R SR MR | FREIHE |
o A © [T 5 If CR/PR™/SD", complete 1 yr of Tx and re-evaluate Pl

E'uEn WE!T!{E reduction in Y IFPD. @ P& ¢ %

Evaluations: tumor size Toremifene | 1@ao® LRI Lo dnoam et saset | %

RN NIfPD, U P16 ¢ [ |31 ik B AR il

71 : B i Imatinib | |1fCR/PR*/ SD", complete 1 yr of Tx and re-evaluate ;%
Biopsy  LARE e B SR04 N\ :
S o 44 N ) o fi 3 Ly s oL c :i’ri ] ,

« FESE (f)mp | |No immediate b 345 : A H LA | Sk BRI VAR IEY E¥ RETE AT e i'
& need for Toremifene If CR/PR"/ SD*!, complete 1 yr of If PD," consider surgery, RT[b], or alternatives
Consider \ reduction in \ Tx and re-evaluate
molecular studics tumor size gl ||Mdint o | |22 o mr Y almsek | ArEinres | B
(e.g. CTNNBI) If PD, ™| Vinblastine/ ~ P|If CR/PRY/SD", complete 1 yr of Tx and re-evaluate S

. BERY Methotrexate - - : e

o R WA O T alahie | Bl
(Rt ) | N[ewd |[pe s i 1=
MRI of primary PRS- IfPD. P s & If aClR/PR[“]/ SD'), complete 1 yr of Tx and re- =]

& : - 3 R 2 ’ =7 | |evaluate
;\? i AR E’g‘%‘ i New symptoms or Progressive Disease Imatinib -
0 Rt T &AL Y AU A SR
O e Wi | [mammae N
and see [ #HIEIR HRETIRFIEHE @ g b
No Symptoms ™ Continue to wait and see If PD,™ consider surgery, RT™, or
alternatives
f P T [ %%)ﬁ%ﬁt ° a. If rapid progression, surgery should be considered.

) W > [ Z R HJE o b. Radiotherapy can be considered when other modalities failed.
TR FHERUBRE 2 EH - c. Surgery can be used in some cases to achieve CR.



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

{LELA9% Vinblastine/Methotrexate: '

W4 Agent 7R Dose (/m’) &% H Day $E7 Frequency 22Tk Reference
Vinblastine fFFHi & ® 5 1 QW X 26, 14
then
Methotrexate F NG 30 1 Q2W X 13

d FEENHARIRES - BARE— K& 208 % BRASE-RE260H - BB AFFER1E - EF B amRK = 1,000/l H i /pE
B = 100,000/pL > V44 E HEE R P E f BR AR 500-999/uL B /MR B 50,000-99,999/uL - B 4 3 b i AE 2 4 ) B IR D 50% ;
J R WA BRI < 500/l B n/MRER < 50,000/pl - B Y AT —E o e BERE R 2 B 2 VL L - ] Vinblastine Bl & FRAD 25% BT o 4o
HE 2 BULHERS - B FY 1% Vinblastine  H % 1 R OJER » B Methotrexate H| & FHKD 50% ; wHF 2 HOER - BHREH (serum
creatinine>3 1 LR ) ~ WA E % (bilirubin> 1.5 LB K ALT>54 LK) - 8% % 1% 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/
pL or a platelet count of less than 100,000/pL but = 50,000/uL; and doses were held for 1 week for ANC of less than 500/pL 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 (>
3 X upper limit of normal), bilirubin (> 1.5 X upper limit of normal), or ALT (> 5 X upper limit of normal). Vinblastine was temporarily withheld for grade 2 or

( S dEcoan RS SRk )

Bl

DS

greater neuropathy.
e WEHFHBERTHRMAN 0.6m° WE A > Al Vinblastine HEEE & RTEMEE (mg/m’) X 1/30 X HEWE (kg) °
For infants whose BSA < 0.6 m’, the prescribed dose of Vinblastine will be (dose/m”) X 1/30 X body weight (kg).
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i #8551 % Toremifene: "

%044 Agent # & Dose (/m’) #E¥EH Day JHZR Frequency ZE IRk Reference

Toremifene #5¥i T 180 mg PO QD 15
f BHOR—K - HEEAB(CREHAFE - WHF 2 RN EWELRERER - FEZLERE -

Give oral toremifene continuously until progression or toxicity. Consider to withhold treatment for non-hematologic grade = 2 adverse events. ;7]\\

w

e

PEEHEYE# Targeted Therapy ( 41 Imatinib % ): %
4 Agent & Dose (/m’) #%H Day $AZE Frequency 2% UMk Reference 7{’%

Imatinib {72 400 mg PO ¥ QD 16 by
I

g BHOM—K HIEEBAREHAFYE - wEEEN  TFEHwEEE 800mgPOQD -

Give oral imatinib continuously until progression or toxicity. Increase dose to 800 mg in case of disease progression.

U RS il



( BEHEIMBAIEIZEES] Mesenchymal Chondrosarcoma'”"® Page 1)

D
Stratification

EEE Management

(1 28D g 5 iy % S [ )

EmPREFE P BFRAGR 3 4 T4 MR R 2 F R3S

Evaluations: [ I:;on-metastatic —>|Interval-compressed —>|Local control with [—>{Interval-compressed = [—|Interval-compressed

. BIRRY VDC/IE X3 courses Surgery and/or RT®'|  |VDC/IE X 2 Courses | |Chemo X3 Cycles "
(RASIRAL)

MRI of
primary site oy FH - BB 7 EAbE HRARE
e TR R .

. %BE‘%%’ ™ cRE —>Local control with ~—Interval-compressed [ S¢¢next page
(AR ) Surgery and/or RT|  |VDC/IE™ X 2 courses| @) =
CT scan of ;
the chest 2

. BEARR =
]i?n: scan AEEM | wakg %Ell

. 2E3 . - . . % A\ *, 7
s P B RACH : L EE T X i S/ |y sce next page
bions > Met:sf atic | Interval-compressed > 18T —>{Interval-compressed | C}{/P R/SD 9

. 5,\;3%& VDC/IE X 3 courses PR/SD"! VDC/IE X 2 courses

%
Molecular Bt REECTY
diagnostics PDY "|2™-line Therapy

FA Y
Gy [c]
£4LPD 2"*line Therapy
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EEE& Management

A 4% (#:45 L A ) Metastatic disease (cont’d)

o TR IR | ERIEARE3 T _»%ﬁ%%%‘l%’lb%%Jrﬁ%ﬁ
CRM " |Interval-compressed Consider HDT+ASCT

IE X 3 cycles

(T 250 <k S By o S W )

T~ A o ‘ WM A - A
Local control of EEIEEIE CR/PR Consider HDT+ASCT
g—> primary & mets > [nterval-compressed
with Surgery IE X 3 cycles me/ B o oY S
(al R '
and/or RT SpD/PD 2"-line Therapy

a. VDC LR AFH& 2 ARBRABTN—HAHBLE - BEY 2 BAREBURLERY 3 AW > THEA doxorubicin
JE B 7] G B 48 ¥ Ifosfamide/Etoposide ©
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 E % & T 375 mg/m’ (5 FE&E) -
The cumulative dose of Doxorubicin should not exceed 375 mg/m’ (as 5 cycles).
o WWEGIHEHIACHIEGRNRIE -

Response of metastatic disease.
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( BEMHBEEIE{LEAE Chemotherapy for Mesenchymal Chondrosarcoma )

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

54 Agent & 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 E
Cyclophosphamide J#52 © 1,200 mg/m’ 1 g/%
ﬁ'
Mesna LR © 240 mg/m* X 3 1 E
37.5 mg/m’ il
e 7% [f] g
Doxorubicin /)Ml % (run 20-24 h) 1,2 i
Etoposide (VP-16) 100 mg/m’ 15-19 43
Ifosfamide 47 5 J © 1,800 mg/m’ 15-19
Mesna &R © 360 mg/m” X 5 15-19

Bl

d. —#1 VDC/IE {L# &4 1 Bl VDC LR E 1 B IE L& o FRIEFHH - o sk = 750/l B i MRE = 75,0000l > TR E 1 XEE 15 %
HALHE o FfE A G-CSF DUm B ifn 3R B 2 & o
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.

e. Mesna (8 ™)+ % 1 #LA Cyclophosphamide (&% £ ) 17 20% #| & \ bag Fl#F 4% ; #4 2 H| A4 F K& > % Cyclophosphamide B #5144 % 4
Aok 8 NEFAGZE 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. AR LR LB AR - doxorubicin H LN E BB (10 50 ZF) % - LA T F s P S ER IR E 20-24 0B AT 2 K o B E T RIRER
EHE033% A BABEPFARBRTM 125 Z2H HE - £ FHE#BIRHEE - Doxorubicin FHHEE 375 mg/m” S THAE - LLVC K IE
BEALRE -

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.

g. Mesna (& #& ") % 1 B, Ifosfamide ( 4F 307 °) W 20% B & fm \ bag [7] B4 % 82 4 F| &40 FI B & - % Ifosfamide B4 M9 % 3269 12 /NI 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.

DS
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