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GﬁaeeF&nter Disclaimer: This algorithm has been developed for MD Anderson using a multidisciplinary approach considering circumstances particular to MD Anderson’s specific patient population, services and structure,
. . and clinical information. This is not intended to replace the independent medical or professional judgment of physicians or other health care providers in the context of individual clinical circumstances to
Making Cancer History determine a patient's care. This algorithm should not be used to treat pregnant women.

Note: Consider Clinical Trials as treatment options for eligible patients. Referral to a center with both pediatric oncology and orthopedic surgery is essential.

CLINICAL EVALUATION PRIMARY TREATMENT ADJUVANT TREATMENT

e History and physical

o CBC with differential, total protein, albumin,
calcium, total bilirubin, alkaline phosphatase, LDH,
AST, sodium, potassium, chloride, carbon dioxide,
and PT/INR

e Plain films of primary tumor

e MRI of primary tumor with and without contrast

e Bone scan

See Page 4 for treatment
of metastatic disease

e CT chest with contrast 4
e Whole body PET/CT with or without contrast
(optional) Yes e N
e Biopsy (open vs. core needle) Metastasis? Resurge
e Histology review by appropriate sub-specialty ; neoadjuvant
pathologist N chemotherapy”
e Screening MRI of spine with and without contrast 0 for a total of || Restage’ % See Page 2
or bone marrow biopsy and aspirate Assess treatment response to 6 cycles
« EKG and echocardiogram (ECHO) 4 include: depending on
e Central venous access device (CVAD) placement Neoadjuvant i Ongqlng clinical assessment fumor response
e Urine pregnancy test, if clinically indicated chemotherapy? of primary tumor at each - _/
e Discuss fertility visit
e Cytogenetics and/or molecular studies (may require e Reimage earlier if concerned
re-biopsy)l with progression
e Consult Physical Therapy/Occupational Therapy —» Sece Page 3

and Child Life

! Greater than 95% of Ewing sarcoma will have one of four fusion variants. For patients with Ewing-like sarcoma (e.g., CIC-DUX4) an alternate treatment paradigm can be considered. For those who are negative, additional
molecular testing is recommended.

? Vincristine, doxorubicin (with dexrazoxane for cardioprotection) and cyclophosphamide alternating with ifosfamide plus etoposide for 4-6 cycles or clinical trials

3 CT chest, x-ray and MRI of primary site

Department of Clinical Effectiveness V7
Copyright 2024 The University of Texas MD Anderson Cancer Center Approved by The Executive Committee of the Medical Staff 10/15/2024



THE UNIVERSITY OF TEXAS

MDAnderson Pediatric Ewing’s Family of Tumors Page 2 of 7

G&HGGF&Hter Disclaimer: This algorithm has been developed for MD Anderson using a multidisciplinary approach considering circumstances particular to MD Anderson’s specific patient population, services and structure,
. . and clinical information. This is not intended to replace the independent medical or professional judgment of physicians or other health care providers in the context of individual clinical circumstances to
Making Cancer History determine a patient's care. This algorithm should not be used to treat pregnant women.

Note: Consider Clinical Trials as treatment options for eligible patients. Referral to a center with both pediatric oncology and orthopedic surgery is essential.

ADJUVANT TREATMENT

—» See Page 3, Box A
Chemotherapy with radiation therapy to
tumor bed for 6 weeks followed by

Yes chemotherapy for a total of 14 cycles

Yes

Are
there positive
or close
margins?

Progression?

See Page 5

No . —>
e Continue chemotherapy to complete at f9r
surveillance

least 14 cycles
« Restage' approximately every 3 months

Primary
tumor
resectable?

e Chemotherapy with radiation therapy to tumor
bed for 6 weeks followed by chemotherapy for a
total of 17 cycles

o Restage' approximately every 3 months

"CT chest, x-ray and MRI of primary site
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PRIMARY TREATMENT ADJUVANT TREATMENT
4

~

o [f chemotherapy was given at time of
progression and response was seen, continue
current therapy with radiation.

or

A 4 o If chemotherapy not given at the time of

Restage' See Page 4, Box B for —»|  progression, or progression on second line —

» treatment of metastatic chemotherapy, give alternative chemotherapy”

disease with radiation

and

o Restage' after 1-2 cycles. If responding to

\_ therapy, extend to every 2-3 months. )

Tumor progression

Are
there positive
or close
margins?

e If no evidence of active
disease, see Page 5 for
surveillance

N o If progression to

—» metastatic disease, see
Page 4, Box B

o If progression of local
disease, give alternative
chemotherapy”

Metastasis?

(o If chemotherapy was given at time of

No progression and response was seen, continue
current therapy

or

o If chemotherapy not given at the time of
progression, or progression on second line

Yes chemotherapy, give alternative chemotherapy”

and

o Restage' after 1-2 cycles. If responding to

\_ therapy, extend to every 2-3 months. y

~

Consider second line therapy for
1-2 cycles to assess response
prior to local control

Tumor
resectable?

Response
seen?

No o Give next line chemotherapy?, consider 1-2 cycles to assess
response prior to radiation
o Restage' after 1-2 cycles. If NED, extend to every 2-3 months. )

—)( Consider next line of therapy?
NED = no evidence of disease X py)

"PET/CT, x-ray and MRI of primary site
? Options include temozolomide plus irinotecan (5 days every 3 weeks) with or without vincristine; cyclophosphamide plus topotecan; high-dose ifosfamide; or clinical trial if available
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PRIMARY TREATMENT ADJUVANT TREATMENT

Initial presentation: Metastatic Disease

Is there
progression of
metastatic

Assess treatment response
approximately every 3 months
or if concerned with progression

v

. 1 disease?
¢ Neoafijuvapt chemotherapy A B (Palliative treatment options: )
¢ Consider discussion Goal Concordant « Discuss GCC with the Patient
Care (GCC), with thg l?atl‘ent . No Representative and if indicated, with
Representative and if indicated, with l patient’
.2
patient Consider sureical resection o Consider radiation therapy and/or Individual
and/or radiat;gon therapy for surgery to metastatic sites. Consider surveillance
Py . radiation therapy and/or surgery to
pulmonary and other metastatic imary site if not already addressed based on
Assess treatment response to include: sites as consolidative therapy IS)econlgiyline chemmo therap};/ treatment
e Ongoing clinical assessment of primary * e provided
tumor at each visit ° T@mo.z 21 omide, irinotecan, and (see Page 5)
. : vincristine or
* ljfirfnfogrfcaeg);zx\:vrﬁitelr}; e;/eesrsiljnmonths Give cl}emotherapy for o Cyclophosphamide and topotecan or
prog approximately one year o High-dose ifosfamide
. R from initial diagnosis e Clinical trial
Local control of primary” then S i
continue same chemotherapy \> Dupportive care - J

Yes

« Monitor for progression® approximately every
3 months for 1 year of treatment

o If no progression of disease following

No completion of chemotherapy regimen, move

patient to surveillance (see Page 5)

Tumor(s)
responsive to
treatment?

! Vincristine, doxorubicin (with dexrazoxane for cardioprotection) and cyclophosphamide alternating with ifosfamide plus etoposide for 2-3 cycles
2GCC should be initiated by the Primary Oncologist. If Primary Oncologist is unavailable, Primary Team/Attending Physician to initiate GCC discussion and notify Primary Oncologist. The Patient Representative and if
indicated, the patient, should be informed of therapeutic and/or palliative options. GCC discussion should be consistent, timely, and re-evaluated as clinically indicated. The Advance Care Planning (ACP) note should be
used to document GCC discussion. Refer to GCC home page (for internal use only).
? Local control: axial lesions undergo radiation, extremity lesions undergo surgery and/or radiation, and head and neck lesions are treated individually based on clinical indications
‘CT chest, x-ray and MRI of primary site Department of Clinical Effectiveness V7
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Pediatric Ewing’s Family of Tumors Surveillance

Total years for Surveillance Year Year Year Year Year
1 2 3 4 5
Frequency of Surveillance by month 3 6 9 12 15| 18 | 21 24 28 | 32 | 36 40 44 48 54 60
History and physical X X X X X X X X X X X X X X X
Monitor and discuss with patient late
. X X X X X X X X X X X X X X X X
effects of primary treatment
CBC with differential X X X X X X X X
Total protein, albumin, calcium,
phosphgte, magnesium, glucose‘:, X x X X X x X
creatinine, total bilirubin, alkaline
phosphatase, LDH
X'-rays‘of osseous sit§s of disease at X X X X X X X X X X X x X X X X
discretion of oncologist
Pelvic primaries: MRI with and without
i X X X X X X X X X X X X X X X X
contrast, pelvic x-ray
PET/CT scan for symptomatic patients
with and/or without history of bone
metastases. Nuclear medicine bone scan | X X X X X X X
as needed and when PET/CT is not
available or feasible.
Chest x-ray (when CT chest or PET/CT
X X X X X X X X
not done)
CT chest (higher risk patients)' X X X X X X X X

"If PET/CT is being done for clinical reasons, it can replace CT chest for one or two follow ups within the first year of surveillance
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