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Dedication 

We as oncology nurses care for people who face the reality of life and death on a daily 

basis. Early in my career as an oncology nurse I asked Dr. Richard Hesky a well re¬ 

spected oncologist in our community with whom I have worked for the last 23 years, 

how he dealt with the loss of his patients. His answer was one I will never forget. 

“Deb, you have to remember that we did not cause the cancer. We may not be able to 

cure it, but we can make the time that they have left the best they can possibly have.” 

Through our knowledge, skills, love, and support we are somehow able to give pa¬ 

tients the care and encouragement that make it possible to get through another day. 

The death of a patient, family member, or close friend can shake us to our very core; 

but the inevitable growth from the loss enables us to be stronger, more caring, and 

even better oncology nurses. 

To my good friend Linda Vandendriessche-Johnson, who lost her loving husband 

Allan to gastric cancer and three years later her 21-year-old son Michael to Ewing’s 

sarcoma, my sincere sympathy, always. Her ability to continue living life to its fullest 

with her children Gina, Mark, and David has been an inspiration to many. I can’t 

thank her enough for renewing my desire to make the time our patients have living 

with their cancer the best it can possibly be. 

Debra S. Prescher-Hughes 



Disclaimer 

The authors have attempted to ensure that the information is current and accurate. 

Due to the vast amount of information regarding each chemotherapy agent, we have 

included only the major side effects of these agents. We do not proclaim to have in¬ 

cluded every reaction to these agents and referencing to the package insert, other ref¬ 

erences, the manufacturer or a pharmacist, for more comprehensive information may 

not he included in this text. 

Under no circumstances can the authors he held liable for the use and application of 

the information of any of the contents of this hook. The ultimate responsibility in ad¬ 

ministering chemotherapy is in the hands of the physicians and nurses on the basis of 

their professional licenses, their level of expertise, and experience. 
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Preface 

Developing Practice Protocols 

Protocols are the recipes for an efficient and well run oncology practice, (the term pro¬ 

tocol used in this article does not mean research protocols but is the term used for the 

guidelines for administering commonly used chemotherapy regimens). Without prac¬ 

tice protocols you may be spending precious time hunting for articles, calling the 

pharmaceutical representative or the manufacturer, looking for protocol on the inter¬ 

net and/or checking the compendia in order to obtain the appropriate information for 

the treatment that has been ordered for your patients. In addition, your nurses will be 

hastily looking up the drugs and their side effects. They need to know how to mix 

them, how to dilute the drugs, how to administer the drug and the amount time that it 

will take to administer those drugs. They also need to know if the drugs need to be ad¬ 

ministered via a pump or with special tubing and if anti-emetics or other supportive 

drugs are required. They need to know if there is a specific order in which the drugs 

should be administered. Is there adequate patient education material available and are 

the nurses familiar with that information? These are the obstacles your practice may 

face if you do not have evidence based practice protocols in place. Additionally there 

is strong evidence that reducing variability improves patient safety. 

Clinical Practice Protocols in Oncology Nursing has been a work in progress for over 20 

years. There were no “Cliff Notes” for Chemotherapy Administration. I kept thinking 

that there must be something out there, perhaps a cheat sheet that would make my job 

easier. 1 discussed the idea with our doctors, pharmaceutical representatives and any¬ 

one who would listen. I thought, “Someone should put this information together.” But 

no one had. Finally, I realized that I could be that someone. I convinced one of my 

nurses, Cindy Shryock (Alkhoudairy) to write the book with me and she has been a 

tremendous asset to this project. Developing practice protocols has been a time con¬ 

suming task, but they have made our practice more efficient and eliminated the hassle 

of looking for a protocol at the last minute. I feel that these protocols have improved 

our patient safety and saved our practice money by improving our efficiencies. Today 

when reimbursement is diminishing, experienced nurses are in short supply, and nurs¬ 

ing salaries are increasing, practice protocols are a must. We need an avenue to obtain 

accurate information quickly. 

In our practice, as the nurse manager, I was assigned the task of developing our prac¬ 

tice protocols, our own “chemotherapy recipe book” so to speak. Most books that 

have been published give us the “ingredients” of the protocol but not the “how to” of 

mixing, stability, or. how long to administer the drugs. We started with a list of the 

most commonly used protocols and then gathered the necessary information to mix 

and administer the chemotherapy agents. Over time we have expanded the practice 

protocols to include the major side effects of the chemotherapy agents and any sup¬ 

portive drugs that may be necessary to support the patient through their treatments. 

These protocols not only include the administration piece, but they also serve as the 

physician orders for a particular patient. Additionally, we included the frequency of 
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Preface vii 

the visits and the number of visits that will be required to complete the chemotherapy 

course. This information adds another dimension to the protocol as it will give the 

necessary information for scheduling patients’ appointments, this frees nurses who, 

in many practices have had that responsibility, from the administrative tasks. By 

including all of this information, we have provided a one page summary for the entire 

practice. 

In the evolution of Clinical Practice Protocols in Oncology Nursing, I realized that reim¬ 

bursement is an issue that everyone in the practice needs to be conscious. Therefore, 

we added a chapter on billing and reimbursement. Rise Cleland, a good friend and col¬ 

league of mine volunteered to write this chapter providing information regarding “Re¬ 

imbursement, What Nurses Need to Know.” As you can see by her biography, she has 

an incredible amount of experience and is very knowledgeable in this area of oncology. 

These protocols have evolved to make our practice protocols comprehensive tools for 

efficient and safe chemotherapy administration. Not only have we included the how 

to’s for nurses, but we have also included a tool for the support staff to determine the 

length of time for the patient’s appointment and to obtain the appropriate number of 

referrals and authorization from the insurance companies. Clinical Practice Protocols in 

Oncology Nursing was written tvith nurses in mind, but they may also be an easy tool 

for your physicians and/or residents for writing chemotherapy orders that could 

become a part of the patient’s permanent record. A CD-ROM is included to allow you 

to customize the protocols to your particular preferences in fluids, fluid volume, 

antiemetics, antidiarrheal medications, and other supportive drugs so that the protocol 

you print out on your letterhead is truly the protocol for your practice. 

We hope that these protocols will be as valuable to your practice as they have been to 

ours and that perhaps the efficiencies of having the necessary information so readily 

available will improve your patient care and allow you to spend more quality time 

with your patients. 

Debra S. Prescher-Hughes, RN, BSN, OCN 
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ANAL CANCER 

5-Fluorouradl + Mitomycin + Radiation Therapy (Wayne State regimen)..‘...2 

5-Fluorouracil: 1000 mg/m^/day IV continuous infusion on days 1-4 and 

29-32 

Mitomycin: 15 mg/m^ IV on day 1 

Radiation therapy: 200 cGy/day on days 1-5, 8-12, and 5-19 (total dose, 

3000 cGy) 

Chemotherapy is given concurrently with radiation therapy^ 

5-Fluorouracil + Mitomycin + Radiation Therapy 

(European Organization for Research and Treatment of Cancer JEORTC] regimen).3 

5-Fluorouracil: 750 mg/m^/day IV continuous infusion on days 1-5 and 

29-33 

Mitomycin: 15 mg/m^ IV on day 1 

Radiation therapy: 180 cGy/day over 5-week period (total dose, 

4500 cGy) 

Chemotherapy is given concurrently with radiation therapy. If partial or 

complete response occurs, a boost of 1500-2000 cGy is given^-^ 

5-Fluorouracil -I- Cisplatin -t- Radiation Therapy (MD Anderson Regimen).4 

5-Fluorouracil: 250 mg/mVday IV continuous infusion on days 1-5 of 

each week of radiation therapy 

Cisplatin: 4 mg/m^/day IV continuous infusion on days 1-5 of each week 

of radiation therapy 

Radiation therapy: Total dose, 5500 cGy over 6 weeks 

Chemotherapy is given concurrently with radiation therapy^’”^ 

Metastatic Disease and/or Salvage Chemotherapy 

5-Fluorouracil + Cisplatin .....5 

5-Fluorouracil: 1000 mg/m^/day IV continuous infusion on days 1-5 

Cisplatin: 100 mg/m^ IV on day 2 

Repeat cycle every 21-28 days.h^ 

1 



2 Anal Cancer 

5-FU + Mitomycin + Radiation Therapy (Wayne State Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Radiation therapy: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and carcinoembryonic antigen (CEA) 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 in 100 cc of normal saline (NS) 

Fluorouracil_mg (1000 mg/mVday) IV continuous infusion days 1-4 and 

29-32 

• Available in solution as 50 mg/mL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or 5% dextrose 

and water (D5W). 

AND 

Mitomycin_mg (15 mg/m^) IV on day 1 

• Potent vesicant 

• Available in 5-, 20-, and 40-mg vials for IV use. 

• Dilute with sterile water to give a final concentration of 0.5 mg/mL. 

• Reconstituted solution is stable for 14 days if refrigerated or 7 days at room temperature. 

200 cGy/day on days 1-5, 8-12, and 15-19 (total dose, 3000 cGy) 

• Chemotherapy is given concurrently with radiation therapy. 

• Bone Marrow Depression: Dose limiting and cumulative toxicity, with leukopenia being 

more common than thrombocytopenia. Nadir counts are delayed at 4-6 weeks. 

• Gastrointestinal Toxicides: Nausea and vomiting usually mild to moderate. Mucositis 

and diarrhea can be severe and dose limiting. 

• Skin: Mitomycin causes tissue necrosis and chemical thrombophlebitos if extravasated. 

Local tissue irritation progressing to desquamation can occur in radiation (XRT) fields. 

Do not use oil-based lotions or creams in radiation field. Hyperpigmentation, photosen¬ 

sitivity and nail changes may occur. Hand-foot syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, 

blepharitis, and blurred vision. 

• Pulmonary: Interstitial pneumonitis. Presents with dyspnea, non-productive cough, and 

interstitial infiltiates on CXR. 

• Hemolytic-uremic Syndrome: Hematocrit < 25%, platelets < 100 X 10^/mm^, and renal 

failure (serum creatinine > 1.6 mg/dL). Rare event (< 2%). 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mild to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 29. Total cycle 32 days. 

Live visits per treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Anal Cancer 3 

5-FU + MitoRipJIn + Radiation Thera|^ (EORTC Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Radiation therapy: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 in 100 cc of NS 

Fluorouracil_mg (750 mg/m^/day) IV continuous infusion days 1-5 and 29-33 

• Available in solution as 50 mg/mL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

AND 

Mitomycin_mg (15 mg/m^) IV bolus on day 1 

• Available in 5-, 20-, and 40-mg vials for IV use. 

• Potent vesicant 

• Dilute with sterile water to give a final concentration of 0.5 mg/mL. 

Reconstituted solution stable for 14 days refrigerated or 7 days at room temperature. 

180 cGy/day over 5 week period. Total dose, 4500 cGy over 5 weeks 

• Chemotherapy is given concurrently with radiation therapy. 

• If partial or complete response seen, a boost of 1500-2000 cGy is given. 

• Bone Marrow Depression: Dose limiting, and cumulative toxicity with leukopenia more 

common than thrombocytopenia. Nadir counts are delayed at 4-6 weeks. 

• Gastrointestinal (GI) Toxicities: Nausea and vomiting usually mild to moderate. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Mitomycin causes tissue necrosis if extravasated. Local tissue irritation progressing 

to desquamation can occur in XRT fields. Do not use oil-based lotions or creams in radi¬ 

ation field. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blepharitis, 

and blurred vision. 

• Pulmonary: Interstitial pneumonitis. Presents with dyspnea, non-productive cough, and 

interstitial infiltiates on CXR. 

• Hemolytic-uremic syndrome: Hematocrit < 25%, platelets < 100 X 10^/mm^, and renal 

failure (serum creatinine > 1.6 mg/dL). Rare event (< 2%). 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mild to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 29. Total cycle 33 days. 

Lour visits per treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 



4 Anal Cancer 

5-FU + Cisplatin + Radiation Therapy (MD Anderson Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Radiation therapy: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CEA 

Central line placement 

0.9% sodium chloride 

3-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (250 mg/m^/day) IV continuous infusion days 1-5 of each 

week of radiation therapy 

• Available in solution as 50 mg/mL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

AND 

Cisplatin_mg (4 mg/m^/day) IV continuous infusion days 1-5 of each week of 

radiation therapy 

• Available in solution as 1 mg/mL. 

• Do not use aluminum needles because precipitate vAll form. 

• Further dilute solution with 250 cc or more NS. 

• Stable for 96 hours when protected from light and only 6 hours if not protected from 

light. 

Total dose 5500 cGy over 6 weeks 

• Chemotherapy is given concurrently with radiation therapy. 

• Hypersensitivity Reactions: Facial edema, wheezing, bronchospasm, and hypotension 

possible with cisplatin. 

• Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia are dose related. 

Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicities: Moderate to severe nausea and vomiting may be acute or delayed. Mucosi¬ 

tis and diarrhea can be severe and dose limiting. Metallic taste to food. 

• Renal: Nephrotoxicity is dose related and dose limiting with cisplatin and presents at 

10-20 days. Usually reversible. 

• Electrolyte Imbalance; Decreases Mg^'*', K"^, Ca^^, Na"*‘, and P levels. Inappropriate 

secretion of antidiuretic hormone (SIADH). 

• Skin: Alopecia. Local tissue irritation progressing to desquamation can occur in radiation 

field. Do not use oil-based lotions or creams in radiation field. Hyperpigmentation, pho¬ 

tosensitivity, and nail changes may occur. Hand-foot syndrome can be dose limiting. 

• Ototoxicity: High frequency hearing loss and tinnitus. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, 

blepharitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. Azoospermia, 

impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1 of each week of radiation therapy. 

Twelve visits per treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Anal Cancer 5 

Metastatic Disease and/or Salvage Chemotherapy 

5-FU and Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (1000 mg/m^/day) IV continuous infusion on days 1-5 

• Available in solution as 50 mg/mL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

AND 

Cisplatin_mg (100 mg/m^) IV on day 2 

• Available in solution 1 mg/mL. 

• Do not use aluminum needles because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related. 

Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicities: Moderate to severe nausea and vomiting, may be acute or delayed. 

Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and dose limiting with cisplatin and presents at 

10-20 days. Usually reversible. 

• Electrolyte Imbalance: Decreases Mg^+, Ca^"^, Na"^, and P levels. Inappropriate 

secretion of antidiuretic hormone (SIADH). 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. 

• Ototoxicity: High frequency hearing loss and tinnitus. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blepharitis, 

and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. Azoospermia, 

impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1 and 3 hours on day 2. Repeat every 21-28 days as tolerated or 

until disease progression. 

Two visits per cycle. Ask for three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 



BILIARY TRACT CANCER 

Gemdtabine + Cisplatin ...7 

Gemcitabine: 1250 mg/m^ IV on days 1 and 8 

Cisplatin; 75 mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^ 

Gemdtabine + Capedtabine .8 

Gemcitabine: 1000 mg/m^ IV on days 1 and 8 

Capecitabine; 650 mg/m^ PO bid on days 1-14 

Repeat cycle every 21 days.b^ 

6 



Biliary Tract Cancer 7 

Gemcitabine + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, creatinine clearance, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine_mg (1250 mg/m^) IV on days 1 and 8 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 c'c for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Cisplatin_mg (75 mg/m^) IV on days 1 and 15 

• Available in solution 1 mg/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more 0.9% sodium chloride. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Hypersensitivity Reaction: Facial edema, wheezing, bronchospasm, and hypotension 

possible with cisplatin. 

• Hematologic: Leukopenia, thrombocytopenia, and anemia, with grade 3 and 4 thrombo¬ 

cytopenia more common in elderly patients. Myelosuppression is dose limiting. Nadir 

occurs in 10-14 days, with recovery at 21 days. Prolonged infusion time (> 60 minutes) 

of gemcitabine is associated with higher toxicities. 

• GI Symptoms: Moderate to severe nausea and vomiting; may be acute or delayed. Diar¬ 

rhea and/or mucositis. Metallic taste to food. 

• Flulike Syndrome: Fever in absence of infection 6-12 hours after treatment common. 

Fever, malaise, chills, headache, and myalgias. 

• Renal: Nephrotoxicity is dose related and dose limiting with cisplatin and occurs at 

10-20 days. Usually reversible. 

• Neurotoxicity: Sensory neuropathy; dose related. 

• Electrolyte imbalance: Decreased Mg^+, K, Ca^'^, Na+, and P Inappropriate secretion of 

antidiuretic hormone (SIADH). 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia. 

• Ototoxicity: High frequency hearing loss and tinnitus. 

• Use in Pregnancy: Embryotoxic; women of childbearing potential should avoid becom¬ 

ing pregnant during treatment. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1 and 15, and 1 hour on day 8. Repeat cycle every 21 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt M^ 



8 Biliary Tract Cancer 

Gemdtabine + Capedtabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, creatinine clearance, and CA 19-9 

N/A 

0.9% sodium chloride 

Oral phenothiazine 

OR 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV days 1 and 8 

• Available in 1-g or 200-mg vials, reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Capecitabine__ mg (650 mg/m^) PO bid on days 1-14 

• Available in 150 mg and 500 mg tablets. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor international normalized ratios (INRs) closely in patients taking warfarin; may 

increase INR 

• Hematologic; Leukopenia, thrombocytopenia, and anemia, with grades 3 and 4 thrombo¬ 

cytopenia more common in elderly patients. Myelosuppression is dose limiting. Nadir 

occurs in 10-14 days with recovery at 21 days. Prolonged infusion time (> 60 minutes) 

of gemoitabine is associated with higher toxicides. 

• GI Symptoms: Mild-to-moderate nausea and vomiting (70%), diarrhea and/or mucositis 

(15%-20%). Diarrhea occurs in up to 40%, with 12% being grade 3-4. Stomatitis is com¬ 

mon, 3% of which is severe. 

• Flulike Syndrome: Fever in absence of infection 6-12 hours after treatment common. 

Fever, malaise, chills, headache, and myalgias. 

• Hepatic; Elevation of serum transaminase and bilirubin levels. Dose modifications may 

be required if hyperbilirubinemia occurs. 

• Renal Insufficiency; Capecitabine contraindicated in patients with creatinine clearance 

< 30 mlVmin. Dose reduction to 75% should be made with baseline creatinine clearance 

of 30-50 mlVmin. 

• Skin: Hand-foot syndrome (15%-20%). Pruritic, maculopapular skin rash, usually in¬ 

volving trunk and extremities. Edema occurs in 30% of patients. Alopecia is rare. 

• Use in Pregnancy: Embryotoxic; women of childbearing potential should avoid becom¬ 

ing pregnant during treatment. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour days 1 and 8. Repeat cycle every 3 weeks on, 1 week off until disease 

progression. 

Three visits per cycle. Request 4 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ __/ _ 
M^ Diagnosis Ht Wt 
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Paditaxel + Carboplatin.............19 

Paclitaxel: 225 mg/m^ IV over 3 hours on day 1 

Carboplatin: Area under the curve (AUC) of 6, IV on day 1, given 15 
minutes after paclitaxel 

Repeat cycle every 21 days.^^s 

CAP ........20 

Cyclophosphamide: 400 mg/m^ IV on day 1 

Doxorubicin: 40 mg/m^ IV on day 1 

Cisplatin: 75 mg/m^ IV on day 1 

Repeat cycle every 21 daysd’^"^ 

CMV 4- Radiation Therapy................22 

Cisplatin: 70 mg/m^ IV on day 2 

Methotrexate: 30 mg/m^ IV on days 1, 15, and 22 

Vinblastine: 3 mg/m^ IV on days 2, 15, and 22 

Repeat cycle every 28 days for two cyclesd-^^ Radiation therapy to be 
given after two cycles of induction chemotherapy at a total dose of 45 
cGy in ISOcGy fractions combined with cisplatin 70 mg/m^ IV on days 1 
and 2 of radiation therapy. 

Single-Agent Regimens 

Gemdtabine ..... 

Gemcitabine: 1200 mg/m^ IV on days 1, 8, and 15 

Repeat cycle every 28 days.^’^^ 

Paclitaxel. 

Paclitaxel: 250 mg/m^ IV over 24 hours on day 1 

Repeat cycle every 21 days.^’^^ 

OR 

Paclitaxel: 80 mg/m^ IV weekly for 3 weeks 

Repeat cycle every 4 weeks. 



Bladder Cancer 11 

Combination Regimens 

Ifosfamide + Paclitaxel + Cisplatin (ITP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

' I 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS (days 1-3) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS (day 1 only) 

Ifosfamide_mg (1500 mg/m^) IV on days 1, 2, and 3 

• Available as powder in 1- and 3-mg single dose vials. 

• Reconstitute powder with sterile water for injection. Discard unused portion after 8 

hours. 

• May further dilute in D5W or 0.9% sodium chloride. 

Paclitaxel_mg (200 mg/m^) IV over 3 hours on day 1 

• Available in solution 6 mg/mL. 

• Final concentration is 1.2 mg/mL 

• Use non-PVC tubing and containers and 0.22-micron inline filter to administer. 

Cisplatin_mg (70 mg/m^) IV on day 1 

• Available in solution 1 mg/mL. 

• Do not use aluminum needles because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Hypersensitivity Reaction; Paclitaxel: Usually seen in the first 2-3 minutes of infusion. 

Characterized by generalized skin rash, flushing, erythema, hypotension, dyspnea and/or 

bronchospasm. Premedicate as described. Cisplatin: Facial edema, wheezing, bron- 

chospasm, and hypotension is possible. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. Give paclitaxel 

before cisplatin to decrease severity of myelosuppression. 

• G1 Toxicities: Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and/or diarrhea common. 

• Renal: Nephrotoxicity is dose related and dose limiting with cisplatin and presents at 

10-20 days. Hemorrhagic cystitis dysuria and increased urinary frequency occurs with 

ifosfamide. Uroprotection with mesna and hydration mandatory. 

• Electrolyte Imbalance: Decreases Mg^'*', K"*", Ca^"*", Na’*', and P Inappropriate secretion of 

antidiuretic hormone (SIADH). 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias. Is dose-related and 

dose limiting. 

• Central Nervous System (CNS): Somnolence, confusion, depressive psychosis, or 

hallucinations. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Ototoxicity: High frequency hearing loss and tinnitus. 

• Reproduction: Ifosfamide is mutagenic, teratogenic, carcinogenic, and excreted in breast 

milk. Also causes amenorrhea, oligospermia, and infertility. Paclitaxel is embryotoxic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 7 hours on day 1, and 3 hours on days 2 and 3. Repeat cycle every 28 days. 

Four visits per cycle. Request three cycles worth of visits. 



12 Bladder Cancer 

Dose Calculation by: 1. _ 2 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 



Bladder Cancer 13 

Gemdtabine + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 
Dose Calculation by: 1. _ 

CBC: Chemistry panel (including and liver function tests (LFTs) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine mg (1000 mg/m^) IV on days 1, 8, and 15 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cC for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. Do not refrigerate, be¬ 

cause precipitate will form. 

Cisplatin_mg (75 mg/m^) IV on day 1. Do not use aluminum needles, because 

precipitate will form. 

• Available in solution 1 mg/mL. 

• Further dilute solution with 250 cc or more of 0.9% sodium chloride. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Hypersensitivity Reaction: Facial edema, wheezing, bronchospasm, and hypotension is 

possible with cisplatin. 

• Hematologic: Leukopenia, thrombocytopenia and anemia, with grade 3 and 4 thrombo¬ 

cytopenia being more common in elderly patients. Myelosuppression is dose limiting. 

Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion time (> 60 

minutes) is associated with higher toxicities from Gemcitabine. 

• GI Symptoms: Moderate-to-severe nausea and vomiting, may be acute or delayed. Diar¬ 

rhea and/or mucositis. Metallic taste. 

• Flulike Syndrome: Fever in absence of infection 6-12 hours after treatment common. 

Fever, malaise, chills, headache, and myalgias. 

• Renal: Nephrotoxicity is dose related and dose limiting with cisplatin and occurs at 

10-20 days. 

• Neurotoxicity: Sensory neuropathy, dose related. Usually reversible. 

• Electrolyte Imbalance: Decreases serum values of magnesium, potassium, calcium, 

sodium, and phosphorus. Inappropriate secretion of antidiuretic hormone (SIADH). 

• Hepatic: Elevation levels of serum transaminases and bilirubin. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

is seen in 30% of patients. Alopecia. 

• Ototoxicity: High frequency hearing loss and tinnitus. 

• Use in Pregnancy: Embryotoxic, women of child-bearing potential should avoid becom¬ 

ing pregnant during treatment. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, and 1 hour on days 8 and 15. Repeat cycle every 28 days. 

Four visits per cycle. Request three cycles worth of visits. 

_ 2. _ 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



14 Bladder Cancer 

Methotrexate + Vinblastine + Doxorubicin + Cisplatin (MVAC) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^"^) 

Multigated angiogram (MUGA) scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Methotrexate_mg (30 mg/m^) IV on days 1, 15, and 22 

• Available as solution in 5-, 50-, 100-, and 200-mg vials. 

• May further dilute in 0.9% sodium chloride. 

• Reconstituted solution stable 24 hours at room temperature. 

• Use with caution in patients on warfarin due to increased anticoagulation effects. 

• Have patients discontinue folic acid supplements while taking drug. 

Vinblastine_mg (3 mg/m^) IV on days 2, 15, and 22 

• Potent vesicant 

• Available in 10-mg, 1-mg/mL vials. Store in refrigerator until use. 

Doxorubicin_mg (30 mg/m^) IV on day 2 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (70 mg/m^) IV on day 2 

• Available in solution as 1 mg/mL 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250-1000 cc of NS. 

• Stable for 24 hours at room temperature. 

• Hypersensitivity Reaction: Facial edema, wheezing, bronchospasm, and hypotension is 

possible with cisplatin. 

• Bone Marrow Toxicity; Myelosuppression can be severe. 

• GI Toxicides: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Mucositis can be severe. Constipation, abdominal pain, or paralytic ileus. Metallic taste. 

• Cardiovascular: Cardiomyopathy can occur with cumulative doses of doxorubicin. Hy¬ 

pertension, stroke, myocardial infarction, and Raynaud’s syndrome seen with vinblastine. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy. Red- 

orange colored urine for 24-48 hours after doxorubicin. 

• Electrolyte Imbalance: Decreased Mg^+, K+, Ca^'*', Na"*", and P. Inappropriate secretion 

of antidiuretic hormone (SIADH). 

• Pulmonary: Pneumonitis. 

• Hepatic: Dose reduction of doxorubicin necessary in presence of liver dysfunction. 

• Skin: Extravasation of vesicants causes severe tissue destruction. Rash, hyperpigmenta¬ 

tion, photosensitivity, and radiation recall occur. Alopecia. 

• Neurotoxicity: Peripheral sensory neuropathy, paresthesias. 

• Ototoxicity: High-frequency hearing loss and tinnitus with cisplatin. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days I, 15, and 22, and 3 hours on day 2. Repeat cycle every 28 days. 

Four visits per cycle. Request four cycles worth of visits. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



16 Bladder Cancer 

Cisplatin + Methotrexate + Vinblastine (CMV) 

Baseline laboratory tests: CBC: Chemistry (including 

Baseline procedures or tests: None 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cisplatin_mg (100 mg/m^) IV on day 2 (give 12 hours after methotrexate) 

• Available in solution 1 mg/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution in 250 cc or more of NS. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

Methotrexate_mg (30 mg/m^) IV on days 1 and 8 

• Available as solution in 5-, 50-, 100-, and 200-mg vials. 

• May further dilute in 0.9% sodium chloride. 

• Use with caution in patients taking warfarin due to increased anticoagulation effects. 

• Have patients discontinue folic acid supplements while taking drug. 

Vinblastine_mg (4 mg/m^) IV on days 1 and 8 

• Potent vesicant 

• Available in 10-mg vials; store in refrigerator until use. 

Major Side Effects • Hypersensitivity Reaction; Facial edema, wheezing, bronchospasm, and hypotension is 

possible with cisplatin. 

• Bone Marrow Depression: Myelosuppression can be severe. 

• G1 Toxicides: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Mucositis can be severe. Constipation, abdominal pain, or paralytic ileus. Metallic taste. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy. 

• Electrolyte Imbalance: Decreased Mg^"*", K"*", Ca^"^, Na^, and P. Inappropriate secretion 

of antidiuretic hormone (SIADH). 

• Pulmonary: Pneumonids. 

• Skin: Extravasation of vesicants causes severe tissue destruction. Rash, hyperpigmenta¬ 

tion, photosensitivity, and radiation recall occur. Alopecia. 

• Neurotoxicity: Peripheral sensory neuropathy, paresthesias. 

• Ototoxicity: High-frequency hearing loss and tinnitus with cisplatin. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 1 hour on days 1 and 8, and 3 hours on day 2. Repeat cycle every 21 days. 

Estimated number of visits: Three visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. _ 2. _ 

Initiate IV: 

Premedicate: 

Administer: 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Cyclophosphamide + Doxorubicin + Cisplatin (CISCA) 

Baseline laboratory tests: CBC, Chemistry (including Mg2+) 

Baseline procedures or tests: MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (650 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, 6 days refrigerated. 

Doxorubicin_mg (50 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2 mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (100 mg/m^) IV on day 2 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

Major Side Effects • Hypersensitivity Reaction: Facial edema, wheezing, bronchospasm, and hypotension is 

possible with cisplatin. Cyclophosphamide can cause rhinitis and irritation of nose and 

throat. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen; may be 

severe. 

• G1 Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis occurs in some patients but is not dose limiting. Metallic taste. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses of doxorubicin (> 550 mg/m^), cardiomyopathy may occur. 

• Renal/bladder toxicities: Nephrotoxicity is dose related with cisplatin and presents at 

10-20 days. Hemorrhagic cystitis, dysuria, and urinary frequency. 

• Hepatic; With cyclophosphamide, dose reduction of doxorubicin necessary in presence 

of liver dysfunction. 

• Electrolyte Imbalance: Decreased Mg^"*", K"*", Ca^"*", Na"*", and E Inappropriate secretion 

of antidiuretic hormone (SIADH). 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity and radiation recall occur. Complete alopecia. 

• Neurotoxicity; Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy. Paresthesias and numbness in a classic “stocking-glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus with cisplatin. 

• Secondary Malignancies; Increased risk with cyclophosphamide. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to severely emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 2 hours on day 1 and 3 hours on day 2. Repeat cycle every 

21-28 days. 

Three visits per cycle. Request four cycles worth of visits. 

Initiate IV: 

Premedicate: 

Administer: 

Estimated number of visits: 
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Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

/ / 

Ht Wt 



Bladder Cancer 19 

Paclitaxel and Carboplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (225 mg/m^) IV over 3 hours on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter to administer. 

Carboplatin_mg (AUC of 6) IV on day 1 (give 15 minutes after paclitaxel) 

• Available in solution as 10 mg/mL or as lyopholized powder. 

• Reconstitute sterile water for injection, 5% dextrose of 0.99 sodium chloride solution. 

• Do not use aluminum needles, because precipitate will form. 

• Reconstituted solution stable for 8 hours at room temperature. 

• Give carboplatin after paclitaxel to decrease toxicities. 

• Hypersensitivity Reaction: Paclitaxel, usually seen in the first 2-3 minutes of infusion. 

Characterized by generalized skin rash, flushing, erythema, hypotension, dyspnea, 

and/or bronchospasm. Premedicate as described. Increased risk of hypersensitivity reac¬ 

tions in patients receiving more than seven courses of carboplatin therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia 

are cumulative and dose related. Can be dose limiting. G-CSF support recommended. 

• GI Toxicities: Nausea and vomiting are moderate to severe and may be acute or delayed. 

Mucositis and/or diarrhea common. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. Dose 

reduction required in presence of renal dysfunction. 

• Electrolyte Imbalance: Decreases Mg^+, Ca^"*", and Na"*". 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. Can 
be dose limiting. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Amenorrhea, 

azoospermia, impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat cycle every 21 days until progression. 

Two visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

I t 

_ _! _! _ 
M^ Diagnosis Ht Wt 



20 Bladder Cancer 

Cyclophosphatnide + Doxorubicin + Cisplatin (CAP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cyclophosphamide_mg (400 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water. Shake well to ensure that all particles completely dissolve. 

• Reconstituted solution is stable for 24 hours at room temperature and for 6 days 

refrigerated. 

Doxorubicin_mg (40 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2 mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (75/m^) IV over 1-3 hours on day 1 

• Available in solution as 1 ing/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Hypersensitivity Reaction; Facial edema, wheezing, bronchospasm, and hypotension 

possible with cisplatin. Cyclophosphamide can cause rhinitis and irritation of nose and 

throat. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia occur equally in 

many patients. Leukopenia and thrombocytopenia are dose related. 

• GI Toxicities: Nausea and vomiting are moderate to severe. May be acute (first 24 hours) 

or delayed (> 24 hours). Mucositis. Metallic taste. 

• GU: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Bladder 

toxicity in the form of hemorrhagic cystitis, dysuria, and increased urinary frequency. 

• Electrolyte Imbalance: Decreases Mg^"*", K"*", Ca^"*", Na"*", and P. 

• Cardiotoxicity: Acutely, pericarditis or myocarditis can occur. Later, cardiomyopathy in 

the form of congestive heart failure may occur. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy. Paresthesias and numbness in a classic “stocking-glove” pattern. 

• Ototoxicity; High-frequency hearing loss and tinnitus. 

• Skin; Extravasation of doxorubicin causes severe tissue damage. H)q)erpigmentation, 

photosensitivity, and radiation recall occur. Alopecia. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. Azoospermia, 

impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours oh day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request six cycles worth of visits. 
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Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 
/ / 

Ht Wt 



22 Bladder Cancer 

Cisplatin + Methotrexate + Vinblastine + XRT (CMV + Radiation Therapy) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC: Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3, and dexamethasone 20 mg in 100 cc of NS 

Cisplatin_mg (70 mg/m^) IV on day 2 

• Available in solution as 1 mg/mL 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution in 250 cc or more of NS. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

Methotrexate_mg (30 mg/m^) IV on days 1,15, and 22 

• Available as solution in 5-, 50-, 100- and 200-mg vials. 

• May further dilute in 0.9% sodium chloride. 

• Use with caution in patients taking warfarin due to increased anticoagulation effects. 

• Have patients discontinue taking folic acid supplements while taking drug. 

Vinblastine_mg (3 mg/m^) IV on days 2, 15, and 22 

• Potent vesicant 

• Available in 10-mg vials; store in refrigerator until use. 

Repeat cycle every 28 days for two cycles. Radiation therapy to be given after two cycles of 

induction chemotherapy at a dose of 45 cGy in 180 cGy fractions combined with cisplatin 

70 mg/m^ on days 1 and 2 of radiation therapy. 

• Hypersensitivity Reaction: Facial edema, wheezing, bronchospasm, and hypotension 

possible with cisplatin. 

• Bone Marrow Depression: Myelosuppression can be severe. 

• GI Toxicides: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Mucositis can be severe. Constipation, abdominal pain, or paralytic ileus. Metallic taste. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy. 

• Fluid/electrolyte Imbalance: Decreased Mg^"*", K"*", Ca^"*^, Na"*", and R Inappropriate secre¬ 

tion of antidiuretic hormone (SIADH). 

• Pulmonary: Pneumonitis. 

• Skin: Extravasation of vesicants causes severe tissue destruction. Rash, hyperpigmenta¬ 

tion, photosensitivity, and radiation recall occur. Alopecia. Local tissue irritation to 

desquamation can occur in radiation trials. Do not use oil-based lotions or creams in 

radiation field. 

• Neurotoxicity: Peripheral sensory neuropathy, paresthesia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Azoospermia, 

impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1, 15, and 22, and 3 hours on day 2. Repeat cycle every 28 days 

for 2 cycles, then begin radiation therapy as dsecribed above. 

Five visits per cycle. Request four cycles worth of visits. Estimated number of visits: 
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Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 
/ / 

Ht Wt 



24 Bladder Cancer 

Single-Agent Regimens 

Gemcitabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Ejfects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, and LFTs 

N/A 

0.9% sodium chloride 

Oral phenothiazine 

OR 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Gemcitabine_mg (1200 mg/m^) IV on days 1, 8, and 15 

• Available in 1-g or 200-mg vials, reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. Do not refrigerate, 

because precipitate will form. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grades 3 and 4 thrombocytopenia being more common in elderly patients. Myelosup- 

pression is dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Pro¬ 

longed infusion time (> 60 minutes) is associated with higher toxicides. 

• GI Symptoms: Mild-to-moderate nausea and vomiting (70%), diarrhea, and/or mucositis 

(15%-20%). 

• Flulike Syndrome (20%): Fever in absence of infection 6-12 hours after treatment 

(40%). Fever, malaise, chills, headache, and myalgias. 

• Pulmonary: Mild dyspnea and drug induced pneumonitis. 

• Hepatic: Transient elevation of serum transaminases and bilirubin. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia is rare. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided.. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1, 8, and 15. Repeat cycle every 28 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (250 mg/m^) IV over 24 hours on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is < 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2—3 minutes of infusion and almost always within the first 10 
minutes. Premedicate as described. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and 

recovery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when 

compared with 24-hour schedule. G-CSF support recommended. 

• GI Toxicity: Mucositis and/or diarrhea seen in 30-40% of patients. Mucositis more 

common with 24-hour schedule. Mild to moderate nausea and vomiting, usually of brief 
duration. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related and 

dose limiting. More frequent with longer infusions and at doses >175 mg/m^. 

• Hepatic: Transient elevations in serum transaminases, bilirubin, and alkaline 
phosphatase. 

• Skin: Onycholysis with weekly dosing. Alopecia, total loss of body hair in nearly all 
patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Mildly to moderately emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 1 hour. Repeat every 21 days as tolerated or until disease progression. 

Estimated number of visits: Three visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

_ _! _! _ 
Diagnosis Ht Wt M^ 

OR 

I 
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Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (80 mg/m^) IV over 24 hours on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is ^ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and 

recovery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when 

compared with 24-hour schedule. G-CSF support recommended. 

• GI Toxicity: Mucositis and/or diarrhea seen in 30-40% of patients. Mucositis more 

common with 24-hour schedule. Mild to moderate nausea and vomiting, usually of brief 

duration. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related and 

dose limiting. More frequent with longer infusions and at doses >175 mg/m^. 

• Hepatic: Transient elevations in serum transaminases, bilirubin, and alkaline 

phosphatase. 

• Skin: Onycholysis with weekly dosing. Alopecia, is complete in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour. Repeat every 21 days as tolerated or until disease progression. 

Three visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 
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28 Bone Metastasis 

Zometa 

Baseline laboratory tests: CBC: serum creatinine (check before each dose) 

Calculate baseline creatinine clearance. 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

N/A 

Normal saline 

Calcium supplement 500 mg and vitamin D 400 lU PO daily 

• DO NOT give when treating hypercalcemia 

Zometa_mg (4 mg adjusted for baseline creatinine clearance) 

In fOO cc of NS over a minimum of 15 minutes day I 

• Available in 4-mg vials (reconstitute with 5 mL of sterile water for injection) or in 5 mL 

solution. 

• Further dilute in 100 cc of D5W or NS. 

Patient’s baseline creatinine clearance_. (Cockcroft-Gault formula) 

Dosing Adjustments for Creatinine Clearance 

Baseline 
creatinine clearance (mL/min) 

Zoledronic acid 

(Zometa) dose (mg) 
Volume of 

5-mL zoledronic acid concentrate (mL) 

> 60 4.0 5.0 

50-60 3.5 4.4 

40-49 3.3 4.1 

30-39 3.0 3.8 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

• Renal Toxicity: Deterioration of renal function (increase of 0.5 mg/dL for patients with 

normal baseline creatinine or increase of 1.0 mg/dL for patients with an abnormal base¬ 

line creatinine). Treatment should be held for renal deterioration. Treatment may be re¬ 

sumed at the same dose when the creatinine returns to within 10% of baseline value. 

• Flulike Symptoms: Fever occurs in 44% of patients. Chills, bone pain, and/or arthralgias 

and myalgias also occur. 

• GI Toxicities: Nausea and vomiting are usually mild. Diarrhea, constipation, abdominal 

pain, and anorexia reported. 

• Bone Marrow Toxicity: Anemia can occur but not significant. 

• Fluid/electrolyte Balance: Hypocalcemia, hypophosphatemia, hypomagnesemia, or in¬ 

creased blood urea nitrogen (BUN) and serum creatinine. 

• Osteonecrosis of the Jaw: Most reported cases are in cancer patients attendant to a dental 

procedure. It is prudent to avoid dental surgery because recovery may be prolonged. Dis¬ 

continue therapy if osteonecrosis occurs. 

• Reproduction: Do not use in pregnancy. 

Mildly to moderately emetogenic protocol. 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ oprelvekin (Neumega) □ filgrastim (Neupogen) 

□ pegfilgrastim (Neulasta) □ Other_ 

Chair time 1 hour. Repeat cycle every 3-4 weeks in patients with multiple myeloma and 

metastatic bone lesions from solid tumors. 

Hypercalcemia of malignancy may give every 7 days prn. 

One visit per cycle. Request 12 cycles worth of visits. Estimated number of visits: 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



30 Bone Metastasis 

Pamidronate 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry panel (including 

N/A 

Normal saline 

None required 

Bone metastases 

Pamidronate 90 mg in 250 cc of NS or D5W IV over 2 hours 

Repeat cycle every 3-4 weeks. 

OR 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Multiple Myeloma 

Pamidronate 90 mg in 500 cc of NS or D5W over 4 hours 

Repeat cycle every 4 weeks. 

• Available in 90-mg vial (as powder for reconstitution or in lOmL solution). 

• Reconstitute powder with 10 mL of sterile water for injection. 

• Reconstituted solution stable for 24 hours at room temperature. 

• Store reconstituted drug in refrigerator. 

• Flulike Symptoms: Fever occurs in 44% of patients. Chills, bone pain, and/or arthralgias 

and myalgias also occur. 

• GI Toxicides: Nausea, vomiting, abdominal discomfort, constipation, and anorexia may 

occur rarely. GI hemorrhage rare. 

• Bone Marrow Toxicity: Myelosuppression occurs but not significant. 

• Fluid/electrolyte Balance: Hypocalcemia, hypercalcemia, hypokalemia, hypophos¬ 

phatemia, hypomagnesemia, or increased BUN and serum creatinine levels. 

• Renal: Renal dysfunction, renal failure. Use with extreme caution in patients with renal 

impairment. 

• CV Toxicides: Atrial fibrillation, tachycardia, hypertension, fluid overload. 

• Skin: Infusion-site reaction, pain at infusion site. 

• Reproduction: Do not use in pregnancy. 

Mildly emetogenic protocol. 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ oprelvekin (Neumega) □ filgrastim (Neupogen) 

□ pegfilgrastim (Neulasta) □ Other_ 

Chair time 2 hours. Repeat cycle every 3-4 weeks. 

OR 

Chair time 4 hours. Repeat cycle every 4 weeks. 

Estimated number of visits: One visit per cycle. Request 12 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 

/ 
Wt 

/ _ 

m2 



ADJUVANT THERAPY 
Combination Regimens 

Temozolomide + Radiation Therapy.33 

Radiation therapy: 200 cGy/day for 5 days per week for total of 6 weeks 

Temozolomide: 75 mg/m^ PO for 6 weeks with radiation therapy, followed 

hy 150 mg/m^ PO on days 1-5 

Repeat cycle every 28 days.^*^ If drug is well tolerated, dose can be 

increased to 200 mg/m.^^’^^ 

PCV. .34 

Procarbazine: 60 mg/m^ PO on days 8-21 

Lomustine: 130 mg/m^ PO on day 1 

Vincristine: 1.4 mg/m^ IV on days 8 and 29 

Repeat cycle every 8 weeks for six cycles. 

Single-Agent Regimens 

BCNU .....35 

BCNU: 220 mg/m^ IV on day 1 

Repeat cycle every 6-8 weeks for 1 year.^’^^ 

OR 

BCNU: 75-100 mg/m^ IV on days 1 and 2 

Repeat cycle every 6-8 weeks. 

ADVANCED DISEASE 
Combination Regimens 

PCV. .36 

Procarbazine: 75 mg/m^ PO on days 8-21 

Lomustine: 130 mg/m^ PO on day 1 

Vincristine: 1.4 mg/m^ IV on days 8 and 29 

Repeat cycle every 8 weeks. 

31 



32 Brain Cancer 

Single-Agent Regimens 

BCNU ..... 

BCNU: 200 mg/m^ IV on day 1 

Repeat cycle every 6-8 weeks. 

Procarbazine ...... 

Procarbazine: 150 mg/m^ PO daily divided into 3 doses 

Repeat daily. ^31 

Temozolomide.......... 

Temozolomide: 150 mg/m^ PO on days 1-5 

Repeat cycle every 28 days.^® If drug is well tolerated, dose can be 

increased to 200 

Irinotecan...........40 

Irinotecan: 350 mg/m^ IV over 90 minutes on day 1 

Repeat cycle every 3 weeks. 

OR 

Irinotecan: 125 mg/m^ IV weekly for 4 weeks 

Repeat cycle every 6 weeks. 
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ADJUVANT THERAPY 
Combination Regimens 

Temozolomide + Radiation Therapy 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Radiation therapy: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and LFTs 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Temozolomide: 75 mg/m^ PO for 6 weeks with radiation therapy, followed by 150 mg/m^ 

PO on days 1-5. Repeat cycle every 28 days. 

• If well tolerated, can increase dose to 200 mg/m^ on days 1-5 (after radiation therapy). 

• Available in 5-, 20-, 100-, and 250-mg capsules for oral use. 

• Store at room temperature; protect from light and moisture. 

• Take with full glass of water on an empty stomach. 

200 cGy/day for 5 days per week for total of 6 weeks. 

• Bone Marrow Depression: Myelosuppression is dose-limiting toxicity, with leukopenia 

more frequent than thrombocytopenia. Elderly patients are at increased risk for myelo¬ 

suppression. Nadir day 28-29. Anemia may also occur. Does not usually require G-CSF 

administration. 

• GI Toxicides: Nausea and vomiting occur in 75% of patients, usually mild to moderate 

and occurring on day 1. Diarrhea, constipation, and/or anorexia may affect up to 40% of 

patients. 

• Skin: Rash, itching, and alopecia may occur and are mild. 

• Central Nervous System Effects: Fatigue, headache, ataxia, and dizziness. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Repeat every 28 days as tolerated or until disease progression. 

One to four visits per month. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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Procarbazine + Lomustine + Vincristine (PCV) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry and LFTs 

N/A 

Normal saline prior to vincristine. 

Oral 5-HT3 

Procarbazine_mg (60 mg/m^) PO on days 8-21 

• Available in 50-mg capsules 

• Avoid exposure to moisture. 

Lomustine_mg (130 mg/m^) PO on day 1 

• Available in 10-, 30-, and 100-mg capsules 

• Administer on an empty stomach at bedtime. 

Vincristine_mg (1.4 mg,'m^) IV on days 8 and 29 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials; refrigerate until use. 

• Food and Drug Interactions: Alcohol. Antabuse-like reaction may result if alcohol is con¬ 
sumed. Tyramines: Foods containing high amounts of tyramine should be avoided (dark 
beer, wine, cheese, bananas, yogurt, and pickled and smoked foods). CNS depressants: 
Synergistic effect. Tricyclic antidepressants: May result in CNS excitation. 

• Bone Marrow Suppression with Procarbazine: Myelosuppression is the major dose-limit¬ 
ing toxicity. Nadir is delayed, occurs at 4-6 weeks, and persists for 1-3 weeks. 

• GI Toxicities: Nausea and vomiting may be a dose-limiting toxicity. Severe nausea may 
occur 2-6 hours after lomustine is taken. Constipation, abdominal pain, and paralytic 
ileus. 

• CNS: 10%-30% of patients experience lethargy, depression, frequent nightmares, insom¬ 
nia, nervousness, or hallucinations. Tremors and convulsions are less common. Crosses 
blood-brain barrier. 

• Neurotoxicities. Peripheral neuropathies occur as a result of toxicity to nerve fibers. 
Absent deep-tendon reflexes, numbness, weakness, myalgias, cramping, and late, severe 
motor difficulties. 

• Respiratory: Interstitial pneumonitis. 

• Flulike Syndrome: Fever chills, sweating, lethargy, myalgias, and arthralgias commonly 
occur. 

• Skin Toxicities: Rarely occurs as alopecia, pruritus, rash, and hyperpigmentation. 

• Reproduction: Impotence, amenorrhea, azoospermia. Pregnancy category D. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 1 hour on days 8 and 29. Repeat cycle every 8 weeks for 6 cycles. 

Estimated number of visits: Every 2 weeks for 1 year. 

Note: Preauthorize as oral chemotherapy under prescription benefits or as chemotherapy under major medical coverage. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ ■ / 
Diagnosis Ht Wt M^ 
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Single-Agent Regimens 

BCNU (Carmustine) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and LFTs 

Pulmonary function tests 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

BCNU_mg (220 mg/m^) IV over 1-2 hours on day 1 

OR 

BCNU_mg (75-100 mg/m^) over 1-2 hours on days 1 and 2 

• Each package contains 100 mg of carmustine and a 3-mL vial of sterile diluent. 

• Add sterile alcohol (provided with drug) to vial, then sterile water as directed. 

• Reconstituted solution stable for 8 hours at room temperature or 24 hours refrigerated. 

• Further dilute in 100-250 cc of D5W or NS. 

• Bone Marrow Depression: Myelosuppression involving all blood elements 

is delayed and cumulative. Nadir typically occurs at 4-6 weeks and lasts 1-3 weeks. 

Cimetidine may increase myelosuppression, avoid if possible. 

• GI Toxicities: Severe nausea and vomiting may occur 2 hours after administration and 

last 4-6 hours. 

• Pulmonary Toxicities: Uncommon at low doses. Interstitial lung disease and pulmonary 

fibrosis in the form of an insidious cough, dyspnea, pulmonary infiltrates, and/or respira¬ 

tory failure may develop in cumulative doses > 1400 mg/m^ or in patients with a prior 

history of lung disease. 

• Renal Toxicity: Increase in BUN occurs in 10% of patients and is usually reversible. 

Decreased kidney size, progressive azotemia, and renal failure have occurred in larger 

cumulative doses over long periods. 

• Hepatic Toxicities: Transient elevations in serum transaminase levels in up to 90% of 

patients within 1 week of therapy. 

• Skin: Facial flushing and a burning sensation at the IV injection site. Skin contact with 

drug may cause brownish discoloration and pain. Drug is an irritant, avoid extra 

vasation. 

• Ocular Toxicities: Infarcts of optic nerve fiber, retinal hemorrhage, and neuroretinitis 

have been associated with high-dose therapy. 

• Reproduction: Pregnancy category D. Impotence, sterility, and infertility seen. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1 OR 3 hours on days 1 and 2. Repeat cycle every 6-8 weeks for 

1 year. 

One visit per cycle. Request 6 months worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 
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ADVANCED DISEASE 

Combination Regimens 

Procarbazine + Lomustine + Vincristine (PCV) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry and LFTs 

N/A 

N/A 

Oral 5-HT3 

Procarbazine_mg (75 mg/m^) PO on days 8-21 

• Available in 50-mg capsules 

• Avoid exposure to moisture. 

Lomustine_mg (130 mg/m^) PO on day 1 

• Available in 10-, 30-, and 100-mg capsules 

• Administer on an empty stomach at bedtime. 

Vincristine_mg (1.4 mg/m^) IV on days 8 and 29 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials; refrigerate until use. 

• Drug and Food Interactions with Procarbazine: Alcohol: Antabuse-like reaction may 

result if alcohol consumed. Tyramines: Foods containing high amounts of tyramine 

should be avoided (dark beer, wine, cbeese, yogurt, and pickled and smoked foods). 

CNS depressants: Synergistic effect. Tricyclic antidepressants: May result in CNS 
excitation. 

• Bone Marrow Suppression: Myelosuppression is the major dose-limiting toxicity. Nadir is 
delayed, occurs at 4-6 weeks, and persists for 1-3 weeks. 

• GI Toxicities: Nausea and vomiting may be a dose-limiting toxicity. Severe nausea may 

occur 2—6 hours after taking lomustine. Constipation, abdominal pain, and paralytic 
ileus. 

• CNS: Some patients experience lethargy, depression, frequent nightmares, insomnia, 

nervousness, or hallucinations. Tremors and convulsions are less common. Crosses 
blood-brain barrier. 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Neurotoxicities. Peripheral neuropathies occur as a result of toxicitv to nerve fibers. 

Absent deep tendon reflexes, numbness, weakness, myalgias, cramping, and later, severe 
motor difficulties. 

• Flulike Syndrome: Fever chills, sweating, lethargy, myalgias, and arthralgias commonly 
occur. 

• Skin Toxicities: Rarely occurs as alopecia, pruritus, rash, and hyperpigmentation. 

• Reproduction: Impotence, amenorrhea, azoospermia. Pregnancy category D. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

n epoetin alfa (Procrit) D darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 8 and 29. Repeat cycle every 8 weeks. 

Every 2 weeks for 1 year. 

Dose Calculation by: 1. 

Physician Date 

Patient Name py Number 

--^------! _! __ 
Diagnosis Ht Wt M^ 
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Single-Agent Regimens 

fsCNU (Carmustine) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and LFTs 

Pulmonary function tests 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

BCNU_mg (200 mg/m^) IV over 1-2 hours on day 1 

• Each package contains carmustine 100 mg and a 3-mL vial of sterile diluent. 

• Add sterile alcohol (provided with drug) to vial, then sterile water as directed. 

• Reconstituted solution stable for 8 hours at room temperature or 24 hours refrigerated. 

• Further dilute in 100-250 cc of D5W or NS 

• Bone Marrow Depression: Myelosuppression involving all blood elements 

is delayed and cumulative. Nadir typically occurs at 4-6 weeks and lasts 1-3 weeks. 

Cimetidine may increase myelosuppression, avoid if possible. 

• G1 toxicities; Severe nausea and vomiting may occur 2 hours after administration and 

last 4-6 hours. 

• Pulmonary toxicities: Uncommon at low doses. Interstitial lung disease and pulmonary 

fibrosis in the form of an insidious cough, dyspnea, pulmonary infiltrates, and/or respira¬ 

tory failure may develop at cumulative doses 

> 1400 mg/m^ or in patients with a prior history of lung disease. 

• Renal Toxicity: Increase in BUN occurs in 10% of patients and is usually reversible. 

Decreased kidney size, progressive azotemia, and renal failure have occurred in larger 

cumulative doses over long periods. 

• Hepatic Toxicities: Transient elevations in serum transaminase levels in up to 90% of 

patients within 1 week of therapy. 

• Skin: Facial flushing and a burning sensation at the IV injection site. Skin contact with 

drug may cause brownish discoloration and pain. Drug is irritant, avoid extravasation. 

• Ocular Toxicities: Infarcts of optic nerve fiber, retinal hemorrhage, and neuroretinitis 

have been associated with high-dose therapy. 

• Reproduction: Impotence, amenorrhea, and azoospermia. Pregnancy category D. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 6-8 weeks. 

Four visits per cycle. Request 6 months worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 
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Procarbazine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC; Chemistry and LFTs 

N/A 

N/A 

Oral 5-HT3 

Procarbazine-mg (150 mg/m^) PO daily divided into three doses 

• Available in 50-mg capsules. 

• Avoid exposure to moisture. 

Major Side Effects • Drug and Food Interactions: Alcohol. Antabuse-like reaction may result if alcohol is con¬ 

sumed. Tyramines: Foods containing high amounts of tyramine should be avoided (e.g., 

beer, wine, cheese, brewer’s yeast, chicken livers, and bananas). CNS depressants: Syner¬ 

gistic effect with barbiturates, antihistamines, narcotics, hypotensive agents, and pheno- 

thiazines. Tricyclic antidepressants: May result in CNS excitation, hypertension, 

tremors, palpitations, and, in severe cases, hypertensive crisis and/or angina. 

• Bone Marrow Suppression: Myelosuppression is the major dose-limiting toxicity. Throm¬ 

bocytopenia occurs in 50 /o of patients, with nadir occurring in 4 weeks and recovery in 

4—6 weeks. Leukopenia usually occurs after thrombocytopenia. Anemias may be due to 
bone marrow depression or hemolysis. 

• GI Toxicides: Nausea and vomiting occur in 70% of patients and may be a dose-limiting 

toxicity. Diarrhea is uncommon but rarely may be protracted and thus would be an indi¬ 
cation for dose reduction. 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• CNS: 10%-30% of patients experience lethargy, depression, frequent nightmares, insom¬ 

nia, nervousness, or hallucinations. Tremors and convulsions are less common. Crosses 
blood-brain barrier. 

• Neurotoxicities: 10% of patients exhibit paresthesias, decrease in deep tendon reflexes. 

Foot drop and ataxia occasionally reported. Reversible when drug is discontinued. 

Flulike Syndrome. Fever, chills, sweating, lethargy, myalgias, and arthralgias commonly 
occur. 

• Skin Toxicides: Rarely occurs as alopecia, pruritus, rash, hyperpigmentation. 

Reproduction: Drug is teratogenic. Causes azoospermia. Causes cessation of menses, al¬ 
though may be reversible. Pregnancy category D. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ darbepoetin alfa (Aranesp) □ epoetin alfa (Procrit) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Repeat daily as tolerated or until disease progression. 

One visit per month. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ 
Diagnosis Ht Wt 
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Temozolomide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and LFTs 

N/A 

N/A 

Oral phenothiazine or S-HT^ 

Temozolomide_mg (150 mg/m^) PO on days 1-5 

• If well tolerated, can increase dose to 200 mg/m^ on days 1-5 

• Available in 5-, 20-, 100-, and 250-mg capsules for oral use 

• Store at room temperature; protect from light and moisture. 

• Take with full glass of water on an empty stomach. 

• Bone Marrow Depression: Myelosuppression is dose-limiting toxicity, with leukopenia 

more frequent than thrombocytopenia. Elderly patients are at increased risk for myelo¬ 

suppression. Nadir day 28-29. Anemia may also occur. Does not usually require G-CSF 

administration. 

• GI Toxicities: Nausea and vomiting occur in 75% of patients, usually mild to moderate 

and occurring on day 1. Diarrhea, constipation, and/or anorexia may affect up to 40% of 

patients. 

• Skin: Rash, itching, and alopecia may occur and are mild. 

• Central Nervous System Effects: Fatigue, lethargy, headache, ataxia, and dizziness. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Repeat every 28 days as tolerated or until disease progression. 

One visit per month. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 
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Irinotecan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry panel 

N/A 

D5W 

5-HT3 and 20 mg of dexamethasone in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (125 mg/m^) IV in 500 cc of D5W weekly for 4 weeks 

OR 

Major Side Effects 

Irinotecan_mg (350 mg/m^) IV in 500 cc of D5W over 90 minutes day 1 

• Available in lOO-mg/5 mL single-use vials. 

• Store unopened vials at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or 0.9% sodium chloride to a final concentra¬ 
tion of 0.12-1.1 mg/mL. 

• The drug is commonly diluted in 500 cc of D5W 

• Reconstituted drug is stable for 24 hours at room temperature. When diluted in D5W, it 
is stable for 48 hours when refrigerated and protected from light. 

• Bone Marrow Depression: Dose limiting, grade 3-4 neutropenia in 17%. Nadir in 6-9 
days. 

• GI Toxicides; Early diarrhea, most likely a cholinergic effect, can be managed with at¬ 

ropine before therapy. Late diarrhea observed in 22% of patients can be severe and 

should be treated aggressively with loperamide. Nausea and vomiting occurs in 

35%-60% of patients, with 17% experiencing grade 3-4 nausea and 13% experiencing 
grade 3-4 vomiting. 

• Pulmonary Toxicides: Range from transient dyspnea to pulmonary infiltrates, fever, 

increased cough, and decreased DLCO in a small number of patients. 

• Hepatic: Transient elevations in serum transaminases, alkaline, phosphatase, and 
bilirubin. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

• Alopecia; Mild. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours weekly for 4 weeks. Repeat cycle every 6 weeks. Repeat one cycle every 
3 weeks for 350 mg/m^ OR weekly for 125 mg/m^ dose. 

Lour visits per cycle OR two visits per cycle. Request three cycles worth of visits. 

___ 2. _ 

Physician Date 

Patient Name ID Number 

-- -/ _/ _ 
Diagnosis Ht Wt M^ 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Dose Calculation by: 1. _ 



BREAST CANCER 

NEOADJUVANT THERAPY 
Combination Regimens 

AQ.44 

Doxorubicin: 60 mg/m^ IV on day 1 

Cyclophosphamide: 600 mg/m^ IV on day I 

Docetaxel: 100 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of four cycles, followed by 

surgery/ 

ADJUVANT THERAPY 
Combination Regimens 

AC ....46 

Doxorubicin: 60 mg/m^ IV on day 1 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of four cycles. 

AC followed by T ....47 

Doxorubicin: 60 mg/m^ IV on day 1 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of four cycles, followed by 

Paclitaxel: 175 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of four cycles. 

AC followed by T + Trastuzumab.........49 

Doxorubicin: 60 mg/m^ IV on day 1 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of four cycles, followed by 

Paclitaxel: 80 mg/m^ IV on day 1 

Trastuzumab: 4 mg/kg IV loading dose, then 2mg/kg IV weekly 

Repeat cycle weekly for a total of 12 weeks, followed by 

Trastuzumab: 2m/kg IV weekly 

Repeat for 40 weeks.^38 

41 



. . .- 

A followed by T followed by C (Dose-Dense Therapy)*i.,».......51 

Doxorubicin: 60 mg/m^ IV on day 1 

Repeat cycle every 2 weeks for four cycles, followed by 

Paclitaxel: 175 mg/m^ IV on day 1 

Repeat cycle every 2 weeks for four cycles, followed by 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Repeat cycle every 2 weeks for four cycles. 

Administer Filgrastim 5 pg/kg SC on days 3-10 of each weekly cycle. ^^9 

CAP.....53 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Doxorubicin: 60 mg/m^ IV on day 1 

5-Fluorouracil: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of six cycles. 

OR 

Cyclophosphamide: 100 mg/m^ PO on days 1-14 

Doxorubicin: 30 mg/m^ IV on days 1 and 8 

5-Fluorouracil: 500 mg/m^ IV on days 1 and 8 

Repeat cycle every 28 days for a total of six cycles. 

CMP (Bonadonna Regimen).57 

Cyclophosphamide: 100 mg/m^/day PO on days 1-14 

Methotrexate: 40 mg/m^ IV on days 1 and 8 

5-Fluorouracil: 600 mg/m^ IV on days 1 and 8 

Repeat cycle every 28 days for a total of six cycles. 

CMP (IV Regimen).  59 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Methotrexate: 40 mg/m^ IV on day 1 

5-Fluorouracil: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of six cycles. 

Doxorubicin + CMP .61 

Doxorubicin: 75 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of four cycles. 

THEN 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Methotrexate: 40 mg/m^ IV on day 1 

5-Fluorouracil: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of eight cycles.^44 
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FEC....63 

5-Fluorouracil: 500 mg/m^ IV on day 1 

Epirubicin: 100 mg/m^ IV on day 1 

Cyclophosphamide: 500 mg/m^ IV on day 1 

Repeat cycle every 21 days for a total of six cycles. 

CMFP.....65 

Cyclophosphamide; 100 mg/m^ PO on days 1-14 

Methotrexate: 40 mg/m^ IV on days 1 and 8 

5-Fluorouracil: 600 mg/m^ IV on days 1 and 8 

Prednisone; 20 mg PO qid on days 1-7 

Repeat cycle every 28 days.^ '^^ 

Single-Agent Regimens 

Tamoxifen.......I.....67 

Tamoxifen: 20 mg PO daily for 5 years in patients with estrogen 

receptor positive tumors or estrogen receptor status unknown 

Repeat daily for 5 years. 

Anastrozole (Arimidex) ...68 

Anastrozole: 1 mg PO daily. Repeat daily for 5 years in patients with ER+ 

tumors or ER status unknown. 

Tamoxifen + Letrozole...69 

Tamoxifen; 20 mg PO daily for 5 years in patients with ER+ tumors, 

followed by 

Letrozole: 2.5 mg PO daily for 5 years. 

Tamoxifen + Exemestane........71 

Tamoxifen: 20 mg PO daily for 2-3 years in patients with ER+ tumors, 

followed by 

Exemestane: 25 mg PO daily for the remainder of 5 years. 



44 Breast Cancer 

NEOADJUVANT THERAPY 
Combination Regimens 

Doxorubidn+Cyclophosphamide + Docetaxel (ACT) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Administer: 

Major Side Effects 

CBC: Chemistry, LFTs, and CA 27-29 

MUGA scan 

0.9% sodium chloride 

Dexamethasone 8 mg bid for 3 days, starting the day before treatment 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin wiW form a precipitate if it is mixed with heparin or 5-FU. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Docetaxel_mg (100 mg/m^) IV on day 1 

• Comes in 20- or 80-mg packs with own diluent. Do not shake. 

• Reconstituted \4als stable at room temperature or for 8 hours refrigerated. 

• Further dilute in 250 cc of D5W or NS. 

• Use non-PVC containers and tubing to administer. 

• Hypersensitivit}" Reactions: Severe hypersensitivity reactions with docetaxel in 2%-3% of 

patients. Premedication with dexamethasone recommended. Cyclophosphamide can 
cause rhinitis and irritation of nose and throat. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen; may be 
severe and dose limiting. 

• GI Toxicides: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis and diarrhea occur in some patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^ of doxorubicin cardiomyopathy may occur. Cyclophosphamide may 

increase the risk of doxorubicin-induced cardiotoxicity 

• Hepatic: Use doxorubicin and docetaxel with caution in patients with abnormal liver 

function. Dose reduction is required in the presence of liver dysfunction. 

• Neuropathy: Peripheral neuropathy with sensory alterations are paresthesias in a glove 
and stocking distribution, and numbness. 

• Fluid Balance: Fluid retention syndrome: weight gain, peripheral and/or generalized 

edema, pleural effusion, and ascites. Premedication with dexamethasone effective in pre¬ 
venting or minimizing occurrences. 

• Bladder Toxicides: Hemorrhagic cystitis, dysuria, and urinary frequency. Red-orange dis¬ 

coloration of urine; resolves by 24-48 hours. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Maculopapular rash and dry, itchy skin. 
Complete alopecia. 

• Reproduction: Amenorrhea with ovarian failure. Pregnancy category D. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 3—4 hours on day 1. Repeat cycle every 21 days for four cycles followed by 
surgery. 
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Estimated number of visits: Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

/ / 

Ht Wt 
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ADJUVANT THERAPY 
Combination Regimens 

Doxorubicin + Cyclophosphamide (AC) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, LFTs, and CA 27-29 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

• Hypersensitivity Reaction; Cyclophosphamide can cause rhinitis and irritation of nose 
and throat. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen; may be 
severe. 

• GI Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis and diarrhea occur in some patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^ of doxorubicin cardiomyopathy may occur. Cyclophosphamide may 

increase the risk of doxorubicin-induced cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is 
required in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos¬ 

phamide. Red-orange discoloration of urine; resolves by 24-48 hours. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Skin; Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia. Inappropriate secrection 
of antidiuretic hormone (SIADH). 

• Reproduction: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 
category D. 

Initiate antiemetic protocol: Moderately to mildly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 2 hours on day I. Repeat cycle every 21 days. 

Estimated number of visits: Two per cycle. Request four cycles worth of visits. 

Dose Calculation by: I. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 

/ 
Wt 

/ _ 

M^ 
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Doxorubicin + Cyclophosphamide Followed by Paclitaxel (AC followed by T) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC; Chemistry, LFTs, and CA 27-29 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Repeat cycle every 21 days for a total of four cycles, followed by four cycles paclitaxel. 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS. 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is ^ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: With paclitaxel occurs in 20%-40% of patients. Characterized 

by generalized skin rash, flushing, erythema, hypotension, dyspnea, and/or bron- 

chospasm. Usually occurs within the first 2-3 minutes of infusion and almost always 

within the first 10 minutes. Premedicate as described. Cyclophosphamide can cause 

rhinitis and irritation of nose and throat. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and 

recovery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when 

compared with 24-hour schedule. G-CSF support recommended. 

• Neurotoxicity: Dose-related sensory neuropathy with numbness and paresthesias. More 

frequent with longer infusions and at doses >175 mg/m^. 

• GI Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Mucositis and diarrhea occur in 10% of patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^ of doxorubicin cardiomyopathy may occur. Cyclophosphamide may 

increase the risk of doxorubicin-induced cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is 

required in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos¬ 

phamide. Red-orange discoloration of urine; resolves by 24-48 hours. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproduction: Amenorrhea and ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be voided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1 for AC. 4-5 hours day 1 for paclitaxel. Repeat AC cycle every 

21 days for a total of four cycles, followed by paclitaxel every 21 days for four cycles. 
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Estimated number of visits: Two visits per cycle. Request eight cycles worth of visits 

Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 
/ / 

Ht Wt 



Breast Cancer 49 

Doxorubidn + Cyclophosphamide Followed by Paclitaxel + Trastuzumab 
(AC followed by T + Trastuzumab) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Premedicate: 

Administer: 

CBC; Chemistry, LFTs, and CA 27-29 

MUGA scan, FISH for HER2 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Repeat cycle every 21 days for a total of four cycles, followed by four cycles paclitaxel + 

trastuzumab. 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS. 

Paclitaxel_ mg (80 mg/m^) IV over 1 hour on day 1 

• Final concentration is ± 1.2 mg/mL. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

Trastuzumab_ mg (4 m/kg) loading dose IV in 250 cc of NS over 90 minutes 

day 1 week 1 only. Then, 

Trastuzumab mg (2 mg/kg) IV in 250 cc of NS over 30 minutes weekly week 

2-12 followed by; 

Trastuzumab_mg (2 m/kg) IV in 250 cc of NS over 30 minutes weekly X 40 

weeks 

Major Side Effects 

• Available as a lyophilized, sterile powder in 440-mg multiuse vials for IV use. 

• Requires refrigeration. DO NOT FREEZE. 

• Reconstitute with 20 mL of bacteriostatic water for injection, USP, containing 1.1% 

benzyl alcohol, which is supplied with each vial. DO NOT SHAKE. 

• Reconstituted solution contains 21 mg/mL. Stable 28 days refrigerated. 

• Eurther dilute desired dose in 250 cc of NS. 

• Hypersensitivity Reaction: With paclitaxel occurs in 20%-40% of patients. Characterized 

by generalized skin rash, flushing, erythema, hypotension, dyspnea, and/or bron- 

chospasm. Usually occurs witbin the first 2-3 minutes of infusion and almost always 

within the first 10 minutes. Premedicate as described. Trastuzumab: Eever, chills, viri- 

caria, flushing, fatigue, headache, bronchospasm, dyspnea, angioendema, and hypoten¬ 

sion seen in 40-50% of patients. Usually mild to moderate and most often in first dose 

only. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and recov¬ 

ery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when com¬ 

pared with 24-hour schedule. G-CSE support recommended. 

• Neurotoxicity: Dose-related sensory neuropathy with numbness and paresthesias. More 

frequent with longer infusions and at doses >175 mg/m^. 

• G1 Toxicides: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Mucositis and diarrhea occur in 10% of patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With 

high cumulative doses > 550 mg/m^of doxorubicin cardiomyopathy may occur. Cy¬ 

clophosphamide may increase the risk of doxorubicin-induced cardiotoxicity. Risk to 

cardiotoxicity with trastuzumab significantly increased when used in combination with 

anthracycline/cyclophosphamide regimen. 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is re¬ 
quired in the presence of liver dysfunction. 

• Bladder Toxicides: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos¬ 

phamide. Red-orange discoloration of urine; resolves by 24-48 hours. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia, loss of total body hair, 

occurs in nearly all patients. Hair may return when on trastuzumab alone. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproduction: Amenorrhea and ovarian failure. Sterility may be permanent. Pregnancy 
category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1 for AC. 3 hours day 1 for paclitaxel and trastuzumab, 1 hour 

for trastuzumab alone. Repeat AC cycle every 21 days for a total of four cycles, followed by 

paclitaxel and trastuzumab weekly for 12 weeks; followed by trastuzumab weekly X 40 
weeks. 

Two visits per cycle. Request eight cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
Diagnosis Ht Wt m2 
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Doxorubicin -> Paclitaxel Cyclophosphamide A T -> C (Dose-Dense Therapy) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Premedicate: 

Administer: 

Premedicate: 

Administer: 

CBC: Chemistry and CA 27-29 

MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Repeat cycle every 2 weeks for four cycles, followed by 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Diphenhydramine 25-30 mg and cimetidine 300 mg in 100 cc of NS. 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is ^ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

Repeat cycle every 2 weeks for four cycles. Followed by: 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Cyclophosphamide_600 mg/m^ IV day 1. Repeat cycle every 2 weeks for 
four cycles 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute vUth sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Administer: Filgastrim_5 pg/kg SC on days 3—10 of each 2-week cycle 

Major Side Effects • Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, hushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually oc¬ 

curs within the first 2—3 minutes of infusion and almost always within the first 10 min¬ 

utes. Premedicate as described. Cyclophosphamide can cause rhinitis and irritation of 
nose and throat. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and recov¬ 

ery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when com¬ 

pared with 24-hour schedule. G-CSF support recommended. 

• GI Toxicities: Nausea and vomiting are moderate to severe with doxorubicin and cy¬ 

clophosphamide. May be acute or delayed with cyclophosphamide. Usually mild to mod¬ 

erate with paclitaxel. Mucositis and diarrhea seen. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^ of doxorubicin cardiomyopathy may occur. Cyclophosphamide may 

increase risk of doxorubicin-induced cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction re¬ 
quired in the presence of liver dysfunction. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitvity, and radiation recall occur. Complete alopecia. 

• Neurotoxicity: Dose-related sensory neuropathy with numbness and paresthesias. More 

frequent with longer infusions and at doses >175 mg/m^. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos- 

., phamide. Can be prevented with adequate hydration. Red-orange discoloration of urine; 
resolves by 24-48 hours. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea and ovarian failure. Sterility may be permanent. Pregnancy 
category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 
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Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time for AC 1 hour every 2 weeks. Repeat cycle every 2 weeks for four cycles. Follow 

with: Paclitaxel 3-4 hours day 1 every 2 weeks for 4 weeks; followed by cyclophosphamide 

2 hours every 2 weeks for 4 weeks. 

Estimated number of visits: One visit per cycle. Request 12 cycles worth of visits. 

Dose Calculation by: 1. _ 2. _ 

Physician Date 

Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 
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Cyclophosphamide + Doxorubicin + 5-Flourouradl (CAF) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC; Chemistry, LFTs, and CA 27-29 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

Major Side Effects 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

5-Flourouracil_mg (600 mg/m^) IV on day 1 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• May further dilute with NS or D5W. 

• Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 
and throat. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen; may be 
severe. 

• GI Toxicides: Nausea and vomiting are moderate to severe and can be acute or delayed. 
Stomatitis and diarrhea can be severe and dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. Cyclophosphamide may increase the 
risk of doxorubicin-induced cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is 

required in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos¬ 

phamide. Red-orange discoloration of urine; resolves by 24-48 hours. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, nail changes, and radiation recall occur. Complete alopecia. Hand-foot 
syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blepharitis, 
and blurred vision. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproduction: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 2 hours on day 1. Repeat cycle every 21 days for a total of six cycles. 

Estimated number of visits: Two visits per cycle. Request six cycles worth of visits. 
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Dose Calculation by: 1. __ 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 



Breast Cancer 55 

Cyclophosphamide + Doxorubicin + 5-Flourouracil (CAF-Oral) 

Baseline laboratory tests: CBC: Chemistry, LFTs, and CA 27-29 

Baseline procedures or tests: MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (100 mg/m^/day) PO on days 1-14 

• Available in 25- and 50-mg tablets 

• Administer in morning or early afternoon to allow adequate excretion time. 

• Take with meals. 

Doxorubicin_mg (30 mg/m^) IV on days 1 and 8 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

3-Flourouracil_mg (500 mg/m^) IV on days 1 and 8 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• May further dilute with NS or D5W. 

Major Side Effects • Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression; Leukopenia, thrombocytopenia, and anemia; may be severe. 

• GI Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis and diarrhea can be severe and dose limiting. 

• Cardiac; Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. Cyclophosphamide may increase the 

risk of doxorubicin-induced cardiotoxicity. 

• Hepatic; Use with caution in patients with abnormal liver function. Dose reduction is 

required in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos¬ 

phamide. Red-orange discoloration of urine; resolves by 24-48 hours. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Skin; Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, nail changes, and radiation recall occur. Complete alopecia. Hand-foot 

syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blepharitis, 

and blurred vision. 

• Secondary Malignancies; Increased risk with cyclophosphamide. 

• Reproduction: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 1 hour on days 1 and 8. Repeat cycle every 28 days for a total of six cycles. 

Estimated number of visits: Three visits per cycle. Request six cycles worth of visits. 

Initiate IV: 

Premedicate: 

Administer: 
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Dose Calculation by: 1. 

Physician 

Patient Name 

Diagnosis 

2. 

Date 

ID Number 

_! _/ _ 
Ht Wt 



Breast Cancer 57 

Cyclophosphamide + Methotrexate + 5-Flourouracil (CMF-Bonadonna Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

None 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS on days 1 and 8 

Oral 5-HT3 or phenothiazine days 2-7 and 9-14 

Cyclophosphamide_mg (100 mg/m^/day) PO on days 1-14 

• Available in 25- and 50-mg tablets. 

• Administer in morning or early afternoon to allow adequate excretion time. 

• Administer with meals. 

Methotrexate_mg (40 mg/m^) IV on days 1 and 8 

• Available in 50-, 100-, 200-, and 1000-mg single-use reconstituted vials. 

• May dilute further in NS. 

• Reconstituted solution is stable for 24 hours at room temperature. 

5-Flourouracil_mg (600 mg/m^) IV on days 1 and 8 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• Can be further diluted with NS or D5W 

• Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia can be severe, thrombocytopenia is less frequent, 

and anemia is mild. 

• GI Toxicities: Nausea and vomiting are moderate to severe and occur within 24 hours of 

administration. Mucositis and diarrhea can be severe; dose dependent. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy have 

been observed with methotrexate. 

• Hepatic: Hepatotoxicity is rare. 

• Pulmonary Toxicity: Rare; onset is insidious (fever, cough) and appears as interstitial 

pneumonitis, which may progress to fibrosis. May respond to steroids. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with 

cyclophosphamide. 

• Hormonal: SIADH 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, 

blepharitis, and blurred vision. 

• Skin: Complete alopecia in 50% of patients, diffuse thinning in others. 

Hyperpigmentation of nails and skin, banding of nails, and radiation recall may occur. 

Photosensitivity, sunburn-like rash. Hand-foot syndrome can be dose limiting. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 8. Repeat cycle every 28 days for six cycles. 

Three visits per cycle. Request six cycles worth of visits. 
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Dose Calculation by: 1. _ 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 
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Cyclophosphamide + Methotrexate + 5-Flourouradl (CMF-IV Regimen) 

Baseline laboratory tests: CBC: Chemistry, LFTs, and CA 27-29 

Baseline procedures or tests: None 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Methotrexate_mg (40 mg/m^) IV on day 1 

• Available in 50-, 100-, 200-, and 1000-mg single-use reconstituted vials. 

• May dilute further in NS. 

• Reconstituted solution is stable for 24 hours at room temperature. 

5-Flourouracil_mg (600 mg/m^) IV on day 1 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• Can be further diluted with NS or D5W 

Major Side Effects • Hypersensitivity Reaction; Cyclophosphamide can cause rhinitis and irritation of nose 
and throat. 

• Bone Marrow Depression: Leukopenia can be severe, thrombocytopenia is less frequent, 
and anemia is mild. 

• G1 Toxicities: Nausea and vomiting are moderate to severe and occur within 24 hours of 
administration. Mucositis and diarrhea can be severe; dose dependent. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy have 
been observed with methotrexate. 

• Hepatic: Hepatotoxicity is rare. 

• Pulmonary Toxicity: Rare; onset is insidious (fever, cough) and appears as interstitial 
pneumonitis, which may progress to fibrosis. May respond to steroids. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with 
cyclophosphamide. 

• Hormonal: SIADH 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blephari¬ 
tis, and blurred vision. 

• Skin: Complete alopecia in 50% of patients, diffuse thinning in others. 
Hyperpigmentation of nails and skin, banding of nails, and radiation recall may occur. 
Photosensitivity, sunburn-like rash. Hand-foot syndrome can be dose limiting. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive; Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 
category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 2 hours on day 1. Repeat cycle every 21 days for six cycles. 

Estimated number of visits: Two visits per cycle. Request six cycles worth of visits. 

Initiate IV: 

Premedicate: 

Administer: 
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Dose Calculation by: 1. 

Physician 

Patient Name 

Diagnosis 

2. 

Date 

ID Number 

_! _/ _ 
Ht Wt 



Breast Cancer 61 

Doxorubicin + GMF 

Baseline laboratory tests: CBC: Chemistry and CA 27-29 

Baseline procedures or tests: MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Doxorubicin_mg (75 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Repeat cycle every 21 days for four cycles; follow by: 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Methotrexate_mg (40 mg/m^) IV on day 1 

• Available in 50-, 100-, 200-, and 1000-mg single-use reconstituted vials. 

• May dilute further in NS. 

• Reconstituted solution is stable for 24 hours at room temperature. 

5-Flourouracil_mg (600 mg/m^) IV on day 1 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• Can be further diluted with NS or D5W. 

Major Side Effects • Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: WBC and platelet nadir 10-14 days after drug dose, with re¬ 

covery from days 15-21. Myelosuppression may be severe but is less severe with weekly 

dosing. 

• GI Toxicides: Nausea and vomiting are moderate to severe and can occur within 24 

hours of administration. Mucositis and diarrhea can be severe; dose dependent. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. Increased risk of cardiotoxicity when 

doxorubicin is given with trastuzumab (Herceptin) or mitomycin. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy have 

been observed with methotrexate. 

• Hepatic: Hepatotoxicity is rare. 

• Pulmonary Toxicity: Rare; onset is insidious (fever, cough) and appears as interstitial 

pneumonitis, which may progress to fibrosis. May respond to steroids. 

• Bladder Toxicides: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos¬ 

phamide. 

• Hormonal: SIADH. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blephari¬ 

tis, and blurred vision. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur with doxorubicin. Complete alopecia occurs 

with doses > 50 mg/m^. Hyperpigmentation of nails and skin, banding of nails, and radi- 

'' ation recall may occur with 5-Fluorouracil. Photosensitivity with a sunburn-like rash. 

Hand-foot syndrome can be dose limiting. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Initiate IV: 

Premedicate: 

Administer: 

Premedicate: 

Administer: 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1 for doxorubicin. Repeat cycle every 21 days for four cycles; fol¬ 

lowed by chair time 2 hours for CMF every 21 days for a total of eight cycles. 

Two visits per cycle. Request twelve cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 
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5-Fluorouracil + Epirubicin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visitk: 

+ Cyclophosphamide (FEC) 

CBC: Chemistry, LFTs, and CA 27-29 

MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

5-Flourouracil_mg (500 mg/m^) IV on day 1 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• May further dilute with NS or D5W 

Epirubicin_mg (100 mg/m^) IV on day 1 

• Vesicant 

• Drug is provided as a preservative-free, ready-to-use solution (2 mg/mL). 

• Use within 24 hours of penetration of rubber stopper; discard unused portion. 

• Store unopened vials in refrigerator. 

Cyclophosphamide_mg (500 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

• Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen; may be 

severe. 

• GI Toxicities: Nausea and vomiting are moderate to severe. Mucositis and diarrhea can 

be severe and dose limiting. 

• Cardiac: Cardiotoxicity is dose related, is cumulative, and may occur during or months 

to years after cessation of therapy. Cyclophosphamide may increase the risk of 

cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is re¬ 

quired in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency, preventable 

with adequate hydration. Red-orange discoloration of urine; resolves by 24-48 hours. 

• Skin: Extravasation of epirubicin causes severe tissue destruction. Epirubicin may cause 

“flare” reaction or streaking along vein during peripheral administration. If this occurs, 

slow drug administration time and flush more. Hyperpigmentation, photosensitivity, nail 

changes, and radiation recall occur. Complete alopecia. Hand-foot syndrome can be dose 

limiting. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blepharitis, 

and blurred vision. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days for a total of six cycles. 

Two visits per cycle. Request six cycles worth of visits. 
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CMFP 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, LFTs, and CA 27-29 

None 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS on days 1 and 8 

Oral 5-HT3 or phenothiazine days 2-7 and 9-14 

Cyclophosphamide_mg (100 mg/mVday) PO on days 1-14 

• Available in 23- and 50-mg tablets 

• Administer in morning or early afternoon to allow adequate excretion time. 

• Administer with meals. 

Methotrexate_mg (40 mg/m^) IV on days 1 and 8 

• Available in 50-, 100-, 200-, and 1000-mg single-use reconstituted vials. 

• May dilute further in NS. 

• Reconstituted solution is stable for 24 hours at room temperature. 

5-Flourouracil_mg (600 mg/m^) IV on days 1 and 8 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• Can be further diluted with NS or D5W 

Prednisone: 20 mg PO qid on days 1-7 

• Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia can be severe, thrombocytopenia is less frequent, 

and anemia is mild. 

• GI Toxicities: Nausea and vomiting are moderate to severe and occur within 24 hours of 

administration. Mucositis and diarrhea can be severe; dose dependent. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy have 

been observed with methotrexate. 

• Hepatic: Hepatotoxicity is rare. 

• Pulmonary Toxicity: Rare; onset is insidious (fever, cough) and appears as interstitial 

pneumonitis, which may progress to fibrosis. May respond to steroids. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency. Preventable 

with adequate hydration with cyclophosphamide. 

• Hormonal: SIADH. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blepharitis, 

and blurred vision 

• Skin: Complete alopecia in 50% of patients, diffuse thinning in others. Hyperpigmenta¬ 

tion of nails and skin, banding of nails, and radiation recall may occur. Photosensitivity, 

sunburn-like rash. Hand-foot syndrome can be dose limiting. 

• Steroid Effects: Hyperglycemia, insomnia, emotional lability, agitation, fluid retention, 

and perceptual alterations related to cataracts or glaucoma with long-term use. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 8. Repeat cycle every 28 days for six cycles. 

Three visits per cycle. Request six cycles worth of visits. 
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Single-Agent Regimens 

Tamoxifen (Nolvadex) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Tamoxifen 20 mg PO daily 

• Available in 10- and 20-mg tablets 

• Monitor (prothrombin time) PT/INR closely in patients taking warfarin; increases 

PT/INR 

• GI Toxicities; Nausea and vomiting rarely observed. 

• Tumor Flare: Usually occurs within the first 2 weeks of beginning of therapy. May ob¬ 

serve increased bone pain, urinary retention, back pain with spinal cord compression 

and/or hypercalcemia. 

• CV Toxicities: Deep vein thrombosis, pulmonary embolism, and superficial phlebitis are 

rare cardiovascular complications of tamoxifen therapy. Incidence of thromboembolic 

events may be increased when tamoxifen is given concomitantly with chemotherapy. 

• Fluid/electrolyte Imbalance: Fluid retention and peripheral edema observed in about 

30% of patients. 

• Hormonal Effects: Menstrual irregularity, hot flashes, milk production in breasts, vaginal 

discharge, and bleeding. Usually not severe enough to discontinue therapy. 

• Gynecological: Increased incidence of endometrial hyperplasia, polyps, and endometrial 

cancer. 

• Sensory/perception Alteration: Headache, lethargy, and dizziness occur rarely. Visual dis¬ 

turbances, including cataract, retinopathy, and decreased visual acuity, have been de¬ 

scribed. 

• Myelosuppression: Mild, transient leukopenia and thrombocytopenia occur rarely. 

• Taboratory Values: Elevations in serum triglyceride levels. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

No chair time. Daily dosing for 5 years. 

One visit every 2-3 months first year, then every 6-12 months for remaining 4 years. 

Request 12 months worth of visits at a time. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Anastrozole (Arimidex) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Anastrozole 1 mg PO daily 

• Available as a 1-mg, white, film-coated tablet for oral use. 

• Take orally with or without food, at approximately the same time daily 

• Hormonal; Hot flashes, and vaginal dryness may occur. 

• CV Toxicides: Thrombophlebitis may occur but is uncommon. Mild swelling of arms or 
legs may occur. 

• GI Toxicides: Mild nausea and vomiting. Mild constipation or diarrhea can also occur. 

• Skin: Dry, scaling skin rash. 

• Flulike Syndrome: Presents in the form of fever, malaise, and myalgias. 

• Musculoskeletal: Arthralgias occur in 10%-15% of patients and involve hands, knees, 

hips, lower back, and shoulders. Early morning stiffness is usual presentation. 

• CNS Toxicity: Headaches are mild and occur in about 13% of patients. Decreased energy 
and weakness are common. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

No chair time. Daily dosing for 5 years with ER+ tumors or with ER status unknown. 

One visit every 2-3 months first year, then every 6-12 months for remaining 4 years. Re¬ 

quest 12 months worth of visits at a time. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
M^ Diagnosis Ht Wt 
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Tamoxifen + Letrozole 

Tamoxifen {First Five Years) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 21-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Tamoxifen 20 mg PO daily for 5 years. 

• Available in 10- and 20-mg tablets 

• Monitor PT/INR closely in patients taking warfarin; increases PT/INR 

Followed by letrozole 2.5 mg PO daily for 5 years 

• G1 Toxicides: Nausea and vomiting rarely observed. 

• Tumor Flare: Usually occurs within the first 2 weeks of beginning of therapy. May ob¬ 

serve increased bone pain, urinary retention, back pain with spinal cord compression 

and/or hypercalcemia. 

• CV Toxicides: Deep vein thrombosis, pulmonary embolism, and superficial phlebitis are 

rare cardiovascular complications of tamoxifen therapy. Incidence of thromboembolic 

events may be increased when tamoxifen is given concomitantly with chemotherapy. 

• Fluid/electrolyte Imbalance: Fluid retention and peripheral edema observed in about 

30% of patients. 

• Hormonal Effects: Menstrual irregularity, hot flashes, milk production in breasts, vaginal 

discharge, and bleeding. Usually not severe enough to discontinue therapy. 

• Gynecological: Increased incidence of endometrial hyperplasia, polyps, and endometrial 

cancer. 

• Sensory/perception Alteration: Headache, lethargy, and dizziness occur rarely. Visual 

disturbances, including cataract, retinopathy, and decreased visual acuity, have been 

described. 

• Myelosuppression: Mild, transient leukopenia and tbrombocytopenia occur rarely. 

• Faboratory Values: Elevations in serum triglyceride levels. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

No chair time. Daily dosing for 5 years followed by letrozole 2.5 mg PO daily for 5 years. 

One visit every 2-3 months first year, then every 6-12 months remaining 4 years. Request 

12 months worth of visits at a time. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Letrozole (Second Five Years) (Femara) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 27-29 

ER/PR testing (already done prior to starting tamoxifen) 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Letrozole 2.5 mg PO daily 

• Available as a 2.5-mg tablet for oral use. 

• Food does not interfere with oral absorption. 

• Musculoskeletal: Most common side effects. Musculoskeletal pain (back, arms, legs) 

and arthralgias. 

• Hormonal: Hot flashes occur in approximately 6% of patients. 

• CV Toxicities: Thromboembolic events are rare and less common than with megestrol 

acetate. Chest pain reported in some patients. 

• G1 Toxicities: Mild nausea with vomiting and anorexia occurring less frequently. Mild 

constipation or diarrhea can also occur. 

• Hepatic: Mild elevation in serum transaminase and serum bilirubin levels. Most often 

seen in patients with known metastatic disease in the liver. 

• CNS Toxicity: Headaches and fatigue are mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

No chair time. Daily dosing for 5 years. 

One visit every 6-12 months during treatment. Request 12 months worth of visits at a 

time. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Tamoxifen + Exemestane 

Tamoxifen (First 2-3 Years) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Tamoxifen 20 mg PO daily 

• Available in 10- and 20-mg tablets 

• Monitor PT/INR closely in patients taking warfarin; increases PT/INR 

Followed by exemestane 25 mg PO daily for remainder of 5 years. 

• GI Toxicides; Nausea and vomiting rarely observed. 

• Tumor Flare: Usually occurs within the first 2 weeks of beginning of therapy. May ob¬ 

serve increased bone pain, urinary retention, back pain with spinal cord compression 

and/or hypercalcemia. 

• CV Toxicides: Deep vein thrombosis, pulmonary embolism, and superficial phlebitis are 

rare cardiovascular complications of tamoxifen therapy. Incidence of thromboembolic 

events may be increased when tamoxifen is given concomitantly with chemotherapy. 

• Fluid/electrolyte Imbalance: Fluid retention and peripheral edema observed in about 

30% of patients. 

• Hormonal Effects: Menstrual irregularity, hot flashes, milk production in breasts, vaginal 

discharge, and bleeding. Usually not severe enough to discontinue therapy. 

• Gynecological: Increased incidence of endometrial hyperplasia, polyps, and endometrial 

cancer. 

• Sensory/perception Alteration: Headache, lethargy, and dizziness occur rarely. Visual dis¬ 

turbances, including cataract, retinopathy, and decreased visual acuity, have been de¬ 

scribed. 

• Myelosuppression: Mild, transient leukopenia and thrombocytopenia occur rarely. 

• Laboratory Values: Elevations in serum triglyceride levels. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

No chair time. Daily dosing for 2-3 years in ER + tumors, followed by exemestane 25 mg 

PO daily for remainder of 5 years. 

One visit every 2-3 months first year, every 6-12 months thereafter. Request 12 months 

worth of visits at a time. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Exemestane (Remainder of 5 years) (Aromasin) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 21-29 

ER/PR testing (already done prior to tamoxifen) 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Exemestane 25 mg PO daily 

• Available as a 25-mg tablet for oral use. 

• Take once daily after a meal. 

• Hot Flashes: Hot flashes, increased sweating, and pain reported. 

• GI Toxicides: Mild-to-moderate nausea, increased appetite, and weight gain reported. 

• CNS Toxicity: Depression and insomnia occurred in 13% and 11%, respectively. 

Headache and fatigue also seen. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

No chair time. Daily dosing for remainder of 5 years. 

One visit every 6-12 months during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 



METASTATIC BREAST CANCER 

Combination Regimens 

AC .....79 

Doxorubicin: 60 mg/m^ IV on day 1 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days.^^ 

Doxorubicin: 50 mg/m^ IV on day 1 

Paclitaxel: 150 mg/m^ IV over 24 hours on day 1 

Repeat cycle every 21 days.^^ 

OR 
Doxorubicin: 60 mg/m^ IV on day 1 

Repeat cycle every 21 days up to a maximum of eight cycles, followed by 

Paclitaxel: 175 mg/m^ IV on day 1 

Repeat cycle every 21 days until disease progression.^^ 

OR 
Paclitaxel: 175 mg/m^ IV on day 1 

Repeat cycle every 21 days until disease progression, followed by 

Doxorubicin: 60 mg/m^ IV on day 1 

Repeat cycle every 21 days up to a maximum of eight cycles. 

CAF......82 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Doxorubicin: 60 mg/m^ IV on day 1 

5-Fluorouracil: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days."’'^ 

CEF.....84 

Cyclophosphamide: 75 mg/m^/day PO on days 1-14 

Epirubicin: 60 mg/m^ IV on days 1 and 8 

5-Fluorouracil: 500 mg/m^ IV on days 1 and 8 

Repeat cycle every 28 days.^^ 

I 

t 
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CMF (Bonadonna Regimen)...86 

Cyclophosphamide: 100 mg/m^/day PO on days 1-14 

Methotrexate: 40 mg/m^ IV on days 1 and 8 

5-Fluorouracil: 500 mg/m^ IV on days 1 and 8 

Repeat cycle every 28 days."^^ 

CMF (IV Bolus) .88 

Cyclophosphamide: 600 mg/m^ IV on day 1 

Methotrexate: 40 mg/m^ IV on day 1 

5-Fluorouracil: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days."'’^ 

Capedtabine + Docetaxel (XT)....*....90 

Capecitahine: 1250 mg/m^ PO hid on days 1-14 

Docetaxel: 75 mg/m^ IV on day 1 

Repeat cycle every 21 days.^^ 

May decrease dose of capecitahine to 850-1000 mg/m^ PO hid on days 

1-14 to reduce the risk of toxicity without compromising clinical 

efficacy. 

Capecitahine + Paclitaxel (XP).  .....92 

Capecitahine: 825 mg/m^ PO bid on days 1-14 

Paclitaxel: 175 mg/m^ IV on day 1 

Repeat cycle every 21 days.^"^ 

Capedtabine + Navelbine (XN) .....93 

Capecitahine: 1000 mg/m^ PO bid on days 1-14 

Navelbine: 25 mg/m^ IV on days 1 and 8 

Repeat cycle every 21 days.^'^ 

Docetaxel + Doxorubidn .   94 

Docetaxel: 75 mg/m^ IV on day 1 

Doxorubicin: 50 mg/m^ IV on day 1 

Repeat cycle, every 21 days.^^ 

FEC-100 .  95 

5-Fluorouracil: 500 mg/m^ IV on day 1 

Epirubicin: 100 mg/m^ IV on day 1 

Cyclophosphamide: 500 mg/m^ IV on day 1 

Repeat cycle every 21 days.^^ 
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PacUtaxel + Vinorelbine.....97 

Paclitaxel: 135 mg/m^ IV over 3 hours on day 1, starting 1 hour after 

vinorelbine 

Vinorelbine: 30 mg/m^ IV over 20 minutes on days 1 and 8 

Repeat cycle every 28 days.^^ 

Vinorelbine + Doxorubicin.....98 

Vinorelbine; 25 mg/m^ IV on days 1 and 8 

Doxorubicin: 50 mg/m^ IV on day 1 

Repeat cycle every 21 days.^® 

Trastuzumab + Paclitaxel.99 

Trastuzumab: 4 mg/kg IV loading dose, then 2 mg/kg weekly 

Paclitaxel: 175 mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^^ 

OR 
Trastuzumab; 4 mg/kg IV loading dose, then 2 mg/kg weekly 

Paclitaxel: 80 mg/m^ IV weekly 

Repeat cycle every 4 weeks. 

Trastuzumab + Docetaxel.101 

Trastuzumab: 4 mg/kg IV loading dose, then 2 mg/kg IV on days 8 and 15 

Docetaxel; 35 mg/m^ IV on days 1, 8, and 15 

The first cycle is administered weekly for 3 weeks, with 1 week rest. For 

subsequent cycles, 

Trastuzumab: 2 mg/kg IV weekly 

Docetaxel: 35 mg/m^ IV weekly 

Repeat cycle every 4 weeks. 

Gemcitabine + Paclitaxel.......103 

Gemcitabine: 1250 mg/m^ IV on days 1 and 8 

Paclitaxel: 175 mg/m^ IV on day 1 

Repeat cycle every 21 days.^^ 

Carboplatin + Paclitaxel.104 

Carboplatin: AUC of 6, IV on day 1 

Paclitaxel: 200 mg/m^ over 3 hours IV on day 1 

Repeat cycle every 21 days.^^ 
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Carboplatin + Docetaxel........................405 

Carboplatin: AUC of 6, IV on day 1 

Docetaxel: 75 mg/m^ IV on day 1 

Repeat cycle every 21 days.^"^ 

Mitomycin + Vinblastine.....,.106 

Mitomycin: 20 mg/m^ IV on day 1 

Vinblastine: 1.4-2 mg/m^ IV continuous infusion on days 1-5 

Repeat cycle every 6-8 weeks. 

Single-Agent Regimens 

Tamoxifen (Nolvadex) ..........,.....,,107 

Tamoxifen: 20 mg PO daily^® 

Toremifene Citrate (Fareston)...108 

Toremifene: 60 mg PO daily^^ 

Exemestane (Aromasin)  ....,109 

Exemestane: 25 mg PO daily^^ 

Anastrozole (Arimidex) ............110 

Anastrozole: 1 mg PO daily®^ 

Letrozole (Femara) 

Letrozole: 2.5 mg PO daily 

Fulvestrant (Faslodex) .......112 

Fulvestrant: 250 mg IM on day 1 

Repeat injection every month. 

Megestrol (Megace)........113 

Megestrol: 40 mg PO qid^^ 
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Trastuzumab (Herceptin) ..H4 

Trastuzumab: 4 mg/kg IV loading dose, then 2 mg/kg IV weekly 

Repeat cycle weekly for a total of 10 weeks. In the absence of disease 

progression, continue weekly maintenance dose of 2 mg/kg. 

OR 
Trastuzumab (Herceptin) .  .115- 

Trastuzumab: 8 mg/kg IV loading dose, then 6 mg/kg IV every 3 weeks 

until disease progression.^^'* 

Capecitabine.  116 

Capecitabine; 1250 mg/m^ PO bid for 2 weeks, followed by 1 week rest 

period 

Repeat cycle every 21 days.^"^ May decrease dose to 850-1000 mg/m^ PO 

bid on days 1-14 to reduce the risk of toxicity without compromising 

clinical efficacy. 

Docetaxel .  117 

Docetaxel: 100 mg/m^ IV on day 1 

Repeat cycle every 21 days.^^ 

OR 
Docetaxel: 35-40 mg/m^ IV weekly for 6 weeks 

Repeat cycle every 8 weeks. 

Paclitaxel ...118 

Paclitaxel: 175 mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^^ 

OR 
Paclitaxel: 80-100 mg/m^ IV weekly for 3 weeks 

Repeat cycle every 4 weeks. 

Vinorelbine.*.......,.119 

Vinorelbine: 30 mg/m^ IV on day 1 

Repeat cycle every 7 days.^^ 

Doxorubicin...120 

Doxorubicin: 20 mg/m^ IV on day 1 

Repeat cycle every 7 days.®° 
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Gemdtabine ...121 

Gemcitabine: 725 mg/m^ IV weekly for 3 weeks 

Repeat cycle every 28 clays. 

Liposomal Doxorubicin (Doxil) .122 

Liposomal doxorubicin; 45-60 mg/m^ IV on day 1 

Repeat cycle every 21-28 days.*^^ 

Paclitaxel Protein-bound Particles for Injectable Suspension (Abraxane) .123 

Paclitaxel protein-bound particles for injectable suspension: 260mg/m^ IV 

day 1. 

Repeat cycle every 3 weeks. 

OR 
Paclitaxel protein-bound particles for injectable suspension: 100 mg/m^ 

IV weekly for 3 weeks or weekly. 

Repeat cycle every 4 weeks or weekly.®"^ 
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Combination Regimens 

Doxorubicin + Cyclophosphamide (AC) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, LFTs, and CA 27-29 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin \vill form a precipitate if it is mixed with heparin or 5-FU. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

• Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia; may be severe. 

• GI Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis and diarrhea occur in some patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^ of doxorubicin, cardiomyopathy may occur. Cyclophosphamide may 

increase the risk of doxorubicin-induced cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is 

required in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos¬ 

phamide. Red-orange discoloration of urine; resolves by 24-48 hours. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1, Repeat cycle every 21 days until progression of disease. 

Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: I. 2. 

Physician Date 

Patient Name ID Number 

I r __ _/ _/ _ 
m2 Diagnosis Ht Wt 
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Doxorubicin + Paclitaxel (AT) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC; Chemistry and CA 27-29 

Central line placement for continuous infusion and MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Doxorubicin_mg (50 mg/m^) IV on day 1 

Paclitaxel_ mg (150 mg/m^) IV over 24 hours on day 1 

Repeat cycle every 21 days. 

OR 
Doxorubicin_mg (60 mg/m^) IV on day 1 

Repeat cycle every 21 days up to a maximum of eight cycles, followed by 

Paclitaxel_mg (175 mg/m^) IV on day 1 

Repeat cycle every 21 days until disease progression. 

OR 
Paclitaxel_ mg (175 mg/m^) IV on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is S 1.2 mg/mL 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

Repeat cycle every 21 days until disease progression, followed by 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form precipitate if it is mixed with heparin or 5-FU. 

Repeat cycle every 21 days up to a maximum of eight cycles. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients receiving paclitaxel. Charac¬ 

terized by generalized skin rash, flushing, erythema, hypotension, dyspnea, and/or bron- 

chospasm. Usually occurs within the first 2-3 minutes of infusion and almost always 

within the first 10 minutes. Premedicate as described. 

• Bone Marrow Depression: Dose-limiting neutropenia. Use G-CSF support. Thrombocy¬ 

topenia and anemia also seen. 

• GI Toxicities: Nausea and vomiting are mild to moderate. Stomatitis can occur but is not 

dose limiting. 

• Hepatic: Use with caution in patients with impaired liver function, dose reduct. 

• Cardiotoxicities: Acutely, pericarditis-myocarditis. Later, cardiomyopathy. 

• Neurotoxicity: Sensory neuropathy with numbness/paresthesias; dose related and dose 

limiting. 

• Bladder Toxicities: Red-orange discoloration of urine; resolves by 24-48 hours. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Alopecia. 

• Reproductive: Arnenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time: 1. 1 hour on day 1; repeat every 21 days. 2. 1 hour on day 1; repeat every 21 

days up to maximum of 8. Then 4 hours on day 1; repeat every 21 days until disease pro¬ 

gression. 3. 4 hours on day 1; repeat every 21 days until disease progression, then chair 

time 1 hour on day 1, repeated every 21 days up to a maximum of eight cycles. 
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Estimated number of visits: 

Dose Calculation by: 1. 

1. Two visits per cycle. Request four cycles worth of visits. 2. Two visits per cycle. Request 

eight cycles worth of visits. 3. Two visits per cycle. Request eight cycles worth of visits. 

_ 2. _ 
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82 Metastatic Breast Cancer 

Cyclophosphamide + Doxorubicin + B-Flourouradl (CAF) 
t 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

Available in 100-, 200-, 500-, 1000-, and 2000-mg vials 

Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated 

Doxoruhicin_mg (60 mg/m^) IV on day 1 

Potent vesicant 

Available as a 2-mg/mL solution. 

Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

5-Flourouracil_mg (600 mg/m^) IV on day 1 

Available in solution as 50 mg/mL. 

No dilution required. 

May further dilute with NS or D5W. 

Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia; may be severe. 

G1 Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis and diarrhea can be severe and dose limiting. 

Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^ of doxorubicin, cardiomyopathy may occur. Cyclophosphamide may 

increase the risk of doxorubicin-induced cardiotoxicity. 

Hepatic: Use with caution in patients with abnormal liver function. Dose reduction of 

doxorubicin is required in the presence of liver dysfunction. 

Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency. Red-orange 

discoloration of urine; resolves by 24-48 hours. 

Inappropriate secretion of antidiuretic hormone (SIADH). 

Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, nail changes, and radiation recall occur. Complete alopecia. Hand-foot 

syndrome can be dose limiting. 

Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, 

blepharitis, and blurred vision. 

Secondary Malignancies: Increased risk with cyclophosphamide. 

Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request six cycles worth of visits. 
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84 Metastatic Breast Cancer 

Cyclophosphamide + Epirubicin + 5-Fluorouradl (CEF) 

Baseline laboratory tests; 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Oral 5-HT3 or phenothiazine before taking cyclophosphamide days 2-7 and 9-14 

Cyclophosphamide_mg (75 mg/m^/day) PO days 1-14 

• Available in 25- and 50-mg tablets 

• Administer in morning or early afternoon to allow adequate excretion time. 

• Administer with meals. 

Epiruhicin_mg (60 mg/m^) IV on days 1 and 8 

• Vesicant 

• Drug is provided as a preservative-free solution (2 mg/mL) 

• Use within 24 hours of penetration of rubber stopper; discard unused portion. 

• Store unopened vials in refrigerator. 

5-Flourouracil_mg (500 mg/m^) IV on days 1 and 8 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• May further dilute with NS or D5W. 

• Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen; may be 

severe. 

• GI Toxicides: Nausea and vomiting are moderate to severe. Mucositis and diarrhea can 

be severe and dose limiting. 

• Cardiac: Cardiotoxicity is dose related, is cumulative, and may occur during months to 
years after cessation of therapy. Cyclophosphamide may increase the risk of 

cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is 
required in the presence of liver dysfunction. 

• Bladder Toxicides: Hemorrhagic cystitis, dysuria, and urinary frequency. Red-orange 
discoloration of urine; resolves by 24-48 hours. 

• Skin: Extravasation of epirubicin causes severe tissue destruction. Epirubicin may cause 
“flare” reaction or streaking along vein during peripheral administration. If occurs, slow 
drug administration time and flush more. Hyperpigmentation, photosensitivity, nail 
changes, and radiation recall occur. Complete alopecia. Hand-foot syndrome can be dose 

limiting. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, 
blepharitis, and blurred vision. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 
category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 8. Repeat cycle every 28 days. 

Three visits per cycle. Request four cycles worth of visits. 
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86 Metastatic Breast Cancer 

Cyclophosphamide + Methotrexate + 5-Flourouracil (CMF-Bonadonna Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

None 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS on days 1 and 8 

Oral 5-HT3 or phenothiazine days 2-7 and 9-14 

Cyclophosphamide_mg (100 mg/m^/day) PO on days 1-14 

• Available in 25- and 50-mg tablets 

• Administer in morning or early afternoon to allow adequate excretion time. 

• Administer with meals. 

Methotrexate_mg (40 mg/m^) IV on days 1 and 8 

• Available in 50-, 100-, 200-, and 1000-mg single-use reconstituted vials 

• May dilute further in NS 

• Reconstituted solution is stable for 24 hours at room temperature. 

5-Flourouracil_mg (500 mg/m^) IV on days 1 and 8 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• Can be further diluted with NS or D5W. 

• Hypersensitivity Reaction; Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia can be severe, thrombocytopenia is less frequent, 

and anemia is mild. 

• G1 Toxicities; Nausea and vomiting are moderate to severe and occur within 24 hours of 

administration. Mucositis and diarrhea can be severe; dose dependent. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy have 

been observed with methotrexate. 

• Hepatic; Hepatotoxicity is rare. 

• Pulmonary Toxicity; Rare; onset is insidious (fever, cough) and appears as interstitial 

pneumonitis, which may progress to fibrosis. May respond to steroids. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with 

cyclophosphamide. 

• Hormonal: SIADH. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blephari¬ 

tis, and blurred vision. 

• Skin: Complete alopecia in 50% of patients, diffuse thinning in others. Hyperpigmenta¬ 

tion of nails and skin, banding of nails, and radiation recall may occur. Photosensitivity, 

sunburn-like rash. Hand-foot syndrome can be dose limiting. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 8. Repeat cycle every 28 days until disease progression. 

Three visits per cycle. Request six cycles worth of visits. 
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88 Metastatic Breast Cancer 

Cyclophosphamide + Methotrexate + 5-Flourouracil (IV Bolus) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

None 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Methotrexate_mg (40 mg/m^) IV on day 1 

• Available in 50-, 100-, 200-, and 1000-mg single-use reconstituted vials. 

• May dilute further in NS. 

• Reconstituted solution is stable for 24 hours at room temperature. 

5-Flourouracil_mg (600 mg/m^) IV on day 1 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• Can be further diluted with NS or D5W. 

• Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia can be severe, thrombocytopenia is less frequent, 

and anemia is mild. 

• GI Toxicities: Nausea and vomiting are moderate to severe and occur within 24 hours of 

administration. Mucositis and diarrhea can be severe; dose dependent. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy have 

been observed with methotrexate. 

• Hepatic: Hepatotoxicity is rare. 

• Pulmonary Toxicity: Rare; onset is insidious (fever, cough) and appears as interstitial 

pneumonitis, which may progress to fibrosis. May respond to steroids. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with 

cyclophosphamide. 

• Hormonal: SIADH. 

• Ocular: Photophobia, increased lacrimation, acute and chronic conjunctivitis, blepharitis, 

and blurred vision. 

• Skin: Complete alopecia in 50% of patients, diffuse thinning in others. Hyperpigmenta¬ 

tion of nails and skin, banding of nails, and radiation recall may occur. Photosensitivity, 

sunburn-like rash. Hand-foot syndrome, can be dose limiting. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request six cycles worth of visits. 
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90 Metastatic Breast Cancer 

Capedtabine + Docetaxel (XT) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, LFTs, creatinine clearance, and CA 27-29 

N/A 

Normal saline. 

Dexamethasone 8 mg bid for 3 days, starting the day before treatment 

Oral phenothiazine or 5-HT3 

Capecitabine_mg (1250 mg/m^) PO bid on days 1-14 

• May decrease dose to 850-1000 mg/m^ PO bid on days 1-14 to reduce the risk of toxic¬ 

ity without compromising efficacy. 

• Available in 150- and 500-mg tablets. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor international normalized ratios (INRs) closely in patients taking warfarin; may 

increase INR. 

Docetaxel_mg (75 mg/m^) IV on day 1 

• Available in 20- or 80-mg packs with own diluent. Do not shake. 

• Reconstituted vials stable at room temperature or refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or NS. 

• Use non-PVC containers and tubing to administer. 

• Hypersensitivity Reactions: Severe hypersensitivity reactions with docetaxel in 2%-3% of 

patients. Premedication with dexamethasone recommended. 

• Bone Marrow Depression: Neutropenia is dose limiting. Thrombocytopenia and anemia 

also occur. 

• G1 Toxicities: Nausea and vomiting are usually mild to moderate. Diarrhea is common, 

can be severe. Stomatitis is common, can be severe. 

• Neuropathy: Peripheral neuropathy with sensory alterations are paresthesias in a glove 

and stocking distribution, and numbness. 

• Fluid Balance: Fluid retention syndrome: weight gain, peripheral and/or generalized 

edema, pleural effusion, and ascites. Premedication with dexamethasone effective in 

preventing or minimizing occurrences. 

• Renal Insufficiency: Capecitabine is contraindicated in patients with baseline creatinine 

clearance < 30 mL/min. A dose reduction to 75% of capecitabine should be made with 

baseline creatinine clearance of 30-50 mUmin. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) characterized by tingling, 

numbness, pain, erythema, dryness, rash, swelling, increased pigmentation, and/or pruri¬ 

tus of the hands and feet. Less frequent in reduced doses. Nail changes, rash, dry, pruritic 

skin seen. Alopecia common. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin, alkaline phosphatase, and hepatic transaminase 

(aspartate transaminase, alanine transaminase) levels. Dose modifications may be 

required if hyperbilirubinemia occurs. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 2 hours on day 1. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request four cycles worth of visits. 
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92 Metastatic Breast Cancer 

Capedtabine + Paclitaxel (XP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, bilirubin, LFTs, creatinine clearance, and CA 27-29 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Oral phenothiazine or 5-HT3 before capedtabine on days 2-14 

Capecitabine_mg (825 mg/m^) PO bid on days 1-14 

• Available in 150- and 500-mg tablets. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INR. 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is < 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction; Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually oc¬ 

curs within the first 2-3 minutes of paclitaxel infusion and almost always within the first 

10 minutes. Premedicate as described. 

• G1 Toxicities; Nausea and vomiting, usually mild to moderate and of short duration. 

Diarrhea and stomatitis can be severe. 

• Hepatic; Elevations in serum bilirubin, alkaline phosphatase, and hepatic transaminase 

levels. Dose modifications may be required for hyperbilirubinemia. 

• Renal Insufficiency; Capecitabine is contraindicated in patients with baseline creatinine 

clearance < 30 mL/min. A dose reduction to 75% of capecitabine should be made with 

baseline creatinine clearance of 30-50 mL/min. 

• Skin; Hand-foot syndrome (palmar-plantar erythrodysesthesia) characterized by tingling, 

numbness, pain, erythema, dryness, rash, swelling, increased pigmentation, and/or pruri¬ 

tus of the hands and feet. 

• Bone Marrow Depression; Dose-limiting neutropenia. Use G-CSF support. 

• Neurotoxicity; Sensory neuropathy with numbness and paresthesias; dose related. More 

frequent with longer paclitaxel infusions and at doses >175 mg/m^. 

• Ocular; Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Alopecia; Loss of total body hair occurs in nearly all patients. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat every 21 days as tolerated or until disease progression. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Capecitabine + Navelbine (XN) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, LFTs, creatinine clearance, and CA 27-29 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Capecitabine_mg (1000 mg/m^) PO bid on days 1-14 

• Available in 150- or 500-mg tablets 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INR. 

Navelbine_mg (25 mg/m^) IV on days 1 and 8 

• Vesicant 

• Available in 1- or 5-mL single-use vials at a concentration of 10 mg/mL. 

• Further dilute in syringe or IV bag to concentration of 1.5-3.0 mg/mL. 

• Reconstituted solution is stable for 24 hours refrigerated. 

• Hypersensitivity Reaction: Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia is dose-limiting toxicity. Nadir at 7-10 days. 

Severe thrombocytopenia and anemia are uncommon. 

• GI Toxicities: Nausea and vomiting are mild to moderate. Stomatitis and diarrhea can be 

severe. 

• Hepatic: Elevations in LFT results. Dose modifications may be required if hyperbiliru¬ 

binemia occurs. 

• Renal Insufficiency: Capecitabine is contraindicated in patients with baseline creatinine 

clearance < 30 mlVmin. A dose reduction to 75% of capecitabine should be made with 

baseline creatinine clearance of 30-50 mL/min. 

• Hormonal: SIADH. 

• Skin: Extravasation of vinorelbine may cause local tissue injury and inflammation. Hand- 

foot syndrome can be dose limiting. Alopecia observed in some patients. 

• Neurotoxicity: Usually mild and occurs much less frequently than with other vinca 

alkaloids. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 8. Repeat cycle every 21 days until disease progression. 

Three visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt M^ 



94 Metastatic Breast Cancer 

Docetaxel + Doxorubidn 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistr)' and CA 27-29 

MUGA scan 

0.9% sodium chloride 

Dexamethasone 8 mg bid for 3 days, starting the day before treatment 

HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Docetaxel_mg (75 mg/m^) IV on day 1 

• Comes in 20- or 80-mg packs with own diluent. Do not shake. 

• Reconstituted vials stable at room temperature or for 8 hours refrigerated. 

• Further dilute in 250 cc of D5W or NS. 

• Use non-PVC containers and tubing to administer. 

Doxorubicin_mg (50 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

• Hypersensitivity Reaction: Severe hypersensitivity reactions with docetaxel in 2%-3% of 

patients. Premedication with dexamethasone recommended. 

• Bone Marrow Depression; Dose-limiting neutropenia. Use G-CSF support. Thrombocy¬ 

topenia and anemia also occur. 

• GI Toxicities: Nausea and vomiting are moderate to severe. Stomatitis can occur but is 

not dose limiting. 

• Cardiotoxicities: Acutely, pericarditis-myocarditis syndrome may occur; later, with high 

cumulative doses (> 550 mg/m^) cardiomyopathy may occur. 

• Neurotoxicity: Peripheral neuropathy—sensory alterations are paresthesias in a glove 

and stocking distribution and numbness. 

• Fluid Balance; Fluid retention syndrome: weight gain, edema, pleural effusion, and 

ascites. Premedication with dexamethasone effective in preventing or minimizing 

occurrences. 

• Hepatic: Use doxorubicin with caution in patients with liver dysfunction. Dose reduction 

necessary. 

• Bladder Toxicities; Red-orange discoloration of urine; resolves by 24-48 hours. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

nail changes, rash, dry, pruritic skin, photosensitivity, and radiation recall occur. 

Alopecia. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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5-Fluorouradl + Epirubidn + Cydophosphamide (FEC-100) 

Baseline laboratory tests: CBC: Chemistry, LFTs, and CA 27-29 

Baseline procedures or tests: MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

5-Flourouracil_mg (500 mg/m^) IV on day 1 

• Available in solution as 50 mg/mL. 

• No dilution required. 

• May further dilute vrith NS or D5W 

Epirubicin_mg (100 mg/m^) IV on day 1 

• Vesicant 

• Drug is provided as a preservative-free solution (2 mg/mL). 

• Use within 24 hours of penetration of rubber stopper; discard unused portion. 

• Store unopened vials in refrigerator. 

Cyclophosphamide_mg (500 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

Major Side Effects • Hypersensitivity Reaction; Cyclophosphamide can cause rhinitis and irritation of nose 

and throat. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all occur; may be 

severe. 

• GI Toxicides: Nausea and vomiting are moderate to severe. Mucositis and diarrhea can 

be severe and dose limiting. 

• Cardiac: Cardiotoxicity is dose related, is cumulative, and may occur during months to 

years after cessation of therapy. Cyclophosphamide may increase the risk of cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is re¬ 

quired in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency with cyclophos¬ 

phamide. Red-orange discoloration of urine; resolves by 24-48 hours. 

• Skin: Extravasation of epirubicin causes severe tissue destruction. Epirubicin may cause 

“flare” reaction or streaking along vein during peripheral administration. If this occurs, 

slow drug administration time and flush more. Hyperpigmentation, photosensitivity, nail 

changes, and radiation recall occur. Complete alopecia. Hand-foot syndrome can be dose 

limiting. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Secondary Malignancies: Increased risk with cyclophosphamide. 

• Reproductive: Amenorrhea with ovarian failure. Sterility may be permanent. Pregnancy 

category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 2 hours on day I. Repeat cycle every 21 days until disease progression. 

Estimated number of visits: Two visits per cycle. Request six cycles worth of visits. 

Initiate IV: 

Premedicate: 

Administer: 
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Paclitaxel + Vinorelbine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 27-29 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Vinorelbine_mg (30 mg/m^) IV over 20 minutes on days 1 and 8 

• Vesicant 

• Available in 1- or 5-mL single-use vials at a concentration of 10 mg/mL. 

• Further dilute in syringe or IV bag to concentration of 1.5-3.0 mg/mL. 

• Reconstituted solution is stable for 24 hours refrigerated. 

Paclitaxel_mg (135 mg/m^) IV over 3 hours on day 1; start 1 hour after vi¬ 

norelbine 

• Available in solution as 6 mg/mL. 

• Final concentration is ^ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually oc¬ 

curs within the first 2-3 minutes of paclitaxel infusion and almost always within the first 

10 minutes. Premedicate as described. Hypersensitivity reaction to vinorelbine presents 

as dyspnea and bronchospasm. 

• Bone Marrow Depression: Dose-limiting neutropenia. G-CSF support recommended. 

Thrombocytopenia and anemia also occur. 

• G1 Toxicities: Nausea and vomiting are mild. Stomatitis, constipation, diarrhea, and 

anorexia also occur. 

• Skin: Extravasation of vinorelbine may cause local tissue injury and inflammation. 

Alopecia. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1 and 1 hour on day 8. Repeat cycle every 28 days until disease 

progression. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
1 

Diagnosis Ht Wt M^ 



98 Metastatic Breast Cancer 

Vinorelbine + Doxorubicin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and CA 27-29 

MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Vinorelbine_mg (25 mg/m^) IV on days 1 and 8 

• Vesicant 

• Available in 1- or 5-mL single-use vials at a concentration of 10 mg/mL. 

• Further dilute in syringe or IV bag to concentration of 1.5-3.0 mg/mL. 

• Reconstituted solution is stable for 24 hours refrigerated. 

Doxorubicin_mg (50 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

• Hypersensitivity Reaction; Presents as dyspnea and bronchospasm with vinorelbine. 

• Bone Marrow Depression: WBC and platelet nadir 10-14 days after drug dose, with 

recovery from days 15-21. Myelosuppression may be severe but is less severe with 

weekly dosing. 

• GI Toxicides: Nausea and vomiting are moderate to severe. Stomatitis is mild to 

moderate. Constipation, diarrhea, and anorexia also occur. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^ of doxorubicin, cardiomyopathy may occur. Increased risk of 

cardiotoxicity when doxorubicin is given with trastuzumab (Herceptin) or mitomycin. 

• Neurotoxicity: Usually mild and occurs much less frequently than with other vinca 

alkaloids. 

• Skin: Extravasation of vesicants causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Alopecia likely. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 8. Repeat cycle every 21 days. 

Three visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Trastuzumab + Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC: Chemistry panel and CA 27-29 

Her-2 testing of tumor using fluorescence in situ hybridization (FISH; preferred) or 

immunohistochemical (IHC) analysis, and MUGA scan 

NS 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25—50 mg and cimetidine 300 mg in 100 cc of NS 

Trastuzumab_tng (4 mg/kg) IV in 250 cc of NS over 90-minute loading dose, 

then 

Trastuzumab_mg (2 mg/kg) IV in 250 cc of NS over 30 minutes weekly 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

Repeat cycle every 21 days. 

OR 
Trastuzumab_mg (4 mg/kg) IV in 250 cc of NS over 90-minute loading dose, 

then 

Trastuzumab_mg (2mg/kg) IV in 250 cc of NS over 30 minutes weekly 

• Available as a lyophilized, sterile powder in 440-mg multiuse vials for IV use. 

• Requires refrigeration. DO NOT FREEZE. 

• Reconstitute with 20 mL of bacteriostatic water for injection, USP, containing 1.1% 

benzyl alcohol, which is supplied with each vial. DO NOT SHAKE. 

• Reconstituted solution contains 21 mg/mL. Stable 28 days refrigerated. 

• Further dilute desired dose in 250 cc of NS. 

Paclitaxel_mg (80 mg/m^) IV weekly 

• Available in 6-mg/mL solution for IV use. 

• Final concentration is ^ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Infusion-related Symptoms: Fever, chills, urticaria, flushing, fatigue, headache, bron- 

chospasm, dyspnea, angioedema, and hypotension. Usually mild to moderate and 

observed most commonly with initial dose of either drug. Symptoms usually resolve 

quickly when infusion is slowed or stopped. Premed as described. 

• GI Toxicities; Nausea and vomiting, mucositis, and diarrhea—generally mild. 

• Cardiotoxicity: Dyspnea, edema, and reduced left ventricular function seen with 

trastuzumab. Increased risk when used with paclitaxel. 

• Pulmonary; Cough, dyspnea, pulmonary infiltrates, and/or pleural effusions. 

• Myelosuppression: Leukopenia is dose-limiting toxicity. Use G-CSF support. 

• Neurotoxicity: Dose-related sensory neuropathy with numbness and paresthesia. Can be 

dose limiting. 

• Skin: Alopecia. Onycholysis seen in those receiving more than 6 courses of weekly 

paclitaxel. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) D filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 5 hours on day 1 cycle 1 only, 4 hours day 1 subsequent cycles: 1 hour weeks 2 

and 3. Repeat cycle every 21 days. 

OR 
Chair time 4 hours on day 1, 3 hours weekly thereafter. Repeat cycle every 4 weeks. 

Three visits per cycle OR four visits per cycle. Request six cycles worth of treatments. Estimated number of visits: 
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Trastuzumab + Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

’ » 

Treatment schedule: 

CBC: Chemistry panel and CA 27-29 

Her-2 testing of tumor using FISH (preferred) or IHC, and MUGA scan 

NS 

Dexamethasone 8 mg bid for 3 days, starting the day before treatment 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Trastuzumab_mg (4 mg/kg) IV in 250 cc of NS over 90-minute loading dose 

day 1 first cycle only, then 

Trastuzumab_mg (2 mg/kg) IV in 250 cc of NS over 30 minutes on days 1, 8, 

and 15 

Docetaxel_mg (35 mg/m^) IV in 250 cc of NS over 1 hour on days 1, 8, and 15 

The first cycle is administered weekly for 3 weeks, with 1 week rest. 

For subsequent cycles: 

Trastuzumab_mg (2 mg/kg) IV in 250 cc of NS over 30 minutes weekly 

• Available as a lyophilized, sterile powder in 440-mg multiuse vials for IV use. 

• Requires refrigeration. DO NOT FREEZE. 

• Reconstitute with 20 mL of bacteriostatic water for injection, USP, containing 1.1% ben¬ 

zyl alcohol, which is supplied with each vial. DO NOT SHAKE. 

• Reconstituted solution contains 21 mg/mL. Stable 28 days refrigerated. 

• Further dilute desired dose in 250 cc of NS. 

Docetaxel_mg (35 mg/m^) IV in 250 cc of NS weekly 

• Available in 20- or 80-mg packs with own diluent. Do not shake. Reconstituted vials sta¬ 

ble at room temperature or refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or NS. 

• Use non-PVC containers and tubing to administer. 

• Infusion-related Symptoms; Fever, chills, urticaria, flushing, fatigue, headache, bron- 

chospasm, dyspnea, angioedema, and hypotension. Usually mild to moderate. Most com¬ 

mon with initial dose of either drug. Symptoms usually resolve quickly when infusion is 

stopped. Premed with dexamethasone. 

• GI Toxicides; Nausea and vomiting are mild to moderate. Mucositis and diarrhea can 

occur. 

• Cardiotoxicity: Dyspnea, edema, and reduced left ventricular function seen with 

trastuzumab. 

• Pulmonary: Cough, dyspnea, pulmonary infiltrates, and/or pleural effusions. 

• Myelosuppression: Leukopenia is dose-limiting toxicity. Thrombocytopenia and anemia 

are also seen. 

• Neurotoxicity: Dose-related sensory neuropathy with numbness and paresthesia. 

• Eluid Balance: Eluid retention syndrome. Edema, pleural effusion, and ascites. Pre¬ 

medication with dexamethasone effective in preventing or minimizing fluid retention 

syndrome. 

• Skin: Alopecia. Nail changes, rash, and dry, pruritic skin. Hand-foot syndrome has also 

been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

D loperamide (Imodium) D epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours on day 1, 2 hours on days 8 and 15, and 2 hours weekly thereafter. 

Repeat cycle every 4 weeks. 

Lour visits per cycle. Request six cycles worth of treatments. Estimated number of visits: 
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Gemdtabine + Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 27-29 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Gemcitabine_mg (1250 mg/m^) IV on days 1 and 8 

• Available in 1-g or 200-mg vials; reconstitute with 0,9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). 

• Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. 

• DO NOT refrigerate, because precipitate will form. 

Paclitaxel_mg (175 mg/m^) IV on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is < 1.2 mg/mL 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients receiving paclitaxel. 

Characterized by generalized skin rash, flushing, erythema, hypotension, dyspnea, 

and/or bronchospasm. Usually occurs within the first 2—3 minutes of infusion and 

almost always within the first 10 minutes. Premedicate as described. 

• Hematologic; Myelosuppression is dose limiting. G-CSF support recommended. 

• Pulmonary: Mild dyspnea and drug induced pneumonitis. 

• GI Symptoms: Mild-to-moderate nausea and vomiting, diarrhea, and mucositis. 

• Neuropathy: Sensory neuropathy with numbness and paresthesias; dose related and dose 

limiting. 

• Flulike Syndrome; Fever, malaise, chills, headache, and myalgias. Fever, in absence of in¬ 

fection 6-12 hours after treatment. 

• Hepatic: Transient elevation of serum transaminase and bilirubin levels. 

• Skin: Hand-foot syndrome. Rash and nail changes. Edema occurs in some patients. 

Alopecia is common, loss of total body hair likely. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1, 1 hour on day 8. Repeat cycle every 21 days until disease 

progression. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 
m2 

Diagnosis Ht Wt 
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Carboplatin + Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CA 27-29 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (200 mg/m^) IV over 3 hours on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is ^ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter to administer. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in solution as 10 mg/mL or as lyopholized powder. 

• Reconstitute with sterile water for injection, 5% dextrose or 0.9% sodium. 

• Reconstituted solution stable for 8 hours at room temperature. 

• Do not use aluminum needles, because precipitate will form. 

• Give carboplatin after paclitaxel to decrease toxicides. 

• Hypersensitivity Reaction; Paclitaxel is usually seen with initial dose. Characterized by 

generalized skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. 

Usually occurs within the first 2-3 minutes of infusion and almost always in the first 10 

minutes. Premedicate as described. Increased risk of hypersensitivity reactions in 

patients receiving more than seven courses of carboplatin therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• GI Toxicides; Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and/or diarrhea seen in some patients. 

• Hepatic: Transient elevations in serum transaminases, bilirubin and alkaline 
phosphatase. 

• Renal; Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^"*", K"*", Ca^"*", and Na"^. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related and 
can be dose limiting. 

• Alopecia; Loss of total body hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Carboplatin + Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CA 27-29 

N/A 

0.9% sodium chloride 

Dexamethasone 8 mg PO bid for 3 days, starting the day before treatment 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS on the day of treatment 

Docetaxel_mg (75 mg/m^) IV on day 1 

• Available in 20- or 80-mg doses; comes with own diluent. Do not shake. 

• Reconstituted vials stable at room temperature or for 8 hours refrigerated. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubings to administer. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in solution as 10 mg/mL or as lyopholized powder. 

• Reconstitute with sterile water for injection, 5% dextrose or 0.9% sodium. 

• Reconstituted solution is stable for 8 hours at room temperature. 

• Do not use aluminum needle, because precipitate will form. 

• Available in powder or solution. Discard reconstituted powder after 8 hours. 

• Hypersensitivity Reaction: Severe hypersensitivity reactions with docetaxel in 2%-3% of 

patients. Premedication with dexamethasone recommended. Carboplatin can cause rash, 

urticaria, erythema, and pruritus. Bronchospasm and hypotension are uncommon, but 

risk increases from 1% to 27% in patients receiving more than seven courses of 

carboplatin-based therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 

and can be dose limiting. 

• GI Toxicities: Moderate to severe nausea and vomiting within first 24 hours. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^+, , Ca^’^, and Na^. 

• Neuropathy: Neurologic dysfunction is infrequent, but there is increased risk in patients 

> 65 years of age or in those previously treated with cisplatin and receiving prolonged 

carboplatin treatment. 

• Skin: Alopecia is common. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 21 days until progression. 

Two visits per cycle. Request six months worth. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt M^ 
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Mitomycin + Vinblastine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry and CA 27-29 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 in 100 cc of NS 

Mitomycin_mg (20 mg/m^) IV bolus day 1 

• Potent vesicant 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Dilute with sterile water to give a final concentration of 0.5 mg/mL. 

• Reconstituted solution stable for 14 days refrigerated or 7 days at room temperature. 

Vinblastine_mg (1.4-2 mg/m^) IV continuous infusion days 1-5 

• Vesicant 

• Available in 10-mg vials for IV use. 

• Solution containing 1 mg/mL should be prepared by adding 10 mL of bacteriostatic 0.9% 
sodium chloride preserved with benzyl alcohol. 

• Also available in premixed solution to be stored in refrigerator. 

• Reconstituted solution should be clear and free of particulate matter. 

• Bone Marrow Depression; Dose limiting and cumulative toxicity, with leukopenia being 

more common than thrombocytopenia. Nadir counts are delayed at 4-6 weeks with 

mitomycin and at 4-6 days with vinblastine. 

• G1 Toxicides; Nausea and vomiting usually mild to moderate. Mucositis occurs. Consti¬ 

pation, abdominal pain, and paralytic ileus possible. Anorexia and fatigue common. 

• Neurotoxicity; Occurs much less frequently than with vincristine. Presents with periph¬ 

eral neuropathy (paresthesias, paralysis, loss of deep tendon reflexes, and constipation) 

and autonomic nervous system dysfunction (orthostatic hypotension, paralytic ileus, and 

urinary retention). Less commonly, cranial nerve paralysis, ataxia, cortical blindness, 
seizures, and coma may occur. 

• CV Toxicities; Hypertension is most common cardiovascular side effect. Vascular events, 

such as stroke, myocardial infarction, and Raynaud’s syndrome seen. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Hemolytic-uremic Syndrome; Hematocrit < 25%, platelets < 100 X 10^/mm^, and renal 

failure (serum creatinine >1.6 mg/dL). Rare event (< 2%). 

• Pulmonary; Acute pulmonary edema, bronchospasm, acute respiratory distress, intersti¬ 

tial pulmonary infiltrates, and dyspnea have been reported on rare occasion. 

• Skin; Mitomycin causes severe tissue necrosis if extravasated; vinblastine causes local 

skin damage if extravasated. Alopecia occurs frequently. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day. Repeat cycle every 6-8 weeks. 

Six visits per treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/' _/ _ 
M^ Diagnosis Ht Wt 
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Single-Agent Regimens 

Tamoxifen 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Tamoxifen 20 mg PO daily 

• Available in 10- and 20-mg tablets. 

• Monitor PT/INR closely in patients taking warfarin; increases PT/INR. 

• GI Toxicities: Nausea and vomiting rarely observed. 

• Tumor Flare: Usually occurs within the first 2 weeks of beginning of therapy. May ob¬ 

serve increased bone pain, urinary retention, back pain with spinal cord compression 

and/or hypercalcemia. 

• CV Toxicities; Deep vein thrombosis, pulmonary embolism, and superficial phlebitis are 

rare cardiovascular complications of tamoxifen therapy. Incidence of thromboembolic 

events may be increased when tamoxifen is given concomitantly with chemotherapy. 

• Fluid/electrolyte Imbalance; Fluid retention and peripheral edema observed in about 

30% of patients. 

• Hormonal Effects; Menstrual irregularity, hot flashes, milk production in breasts, vaginal 

discharge, and bleeding. Usually not severe enough to discontinue therapy. 

• Gynecological: Increased incidence of endometrial hyperplasia, polyps, and endometrial 

cancer. 

• Sensory/perception Alteration: Headache, lethargy, and dizziness occur rarely. Visual dis¬ 

turbances, including cataract, retinopathy, and decreased visual acuity, have been de¬ 

scribed. 

• Myelosuppression: Mild, transient leukopenia and thrombocytopenia occur rarely. 

• Faboratory Values: Elevations in serum triglyceride levels. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

No chair time. Daily dosing until disease progression. 

One visit every 2-3 months. Request 12 months worth of visits. 

Dose Calculation by: 1 

Physician Date 

Patient Name ID Number 

/ / 
m2 Diagnosis Ht Wt 
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Toremifene Citrate (Fareston) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

ER/PR testing, eye exam. 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Toremifene citrate 60 mg PO daily 

• Available as toremifene citrate (88.5 mg of toremifene citrate is equivalent to 60 mg of 

toremifene) for oral use. 

• Well absorbed after oral administration. Food does not interfere with absorption. 

• Monitor PT/INR closely in patients taking warfarin. 

• Tumor Flare: May cause flare reaction initially (bone and/or muscular pain, erythema, 

tumor pain, and transient increase in tumor size). Ffse with caution in the setting of 

brain and/or vertebral metastases. 

• CV Toxicities: Toremifene is thrombogenic. Use with caution in patients with a prior 

history of thromboembolic events. 

• GI Toxicities: Nausea, vomiting, and anorexia have occurred. 

• Hormonal Effects: Menstrual irregularity, hot flashes, sweating, milk production in 

breasts, vaginal discharge and bleeding. Usually not severe enough to diseontinue 

therapy. 

• Myelosuppression: Mild, transient leukopenia and thrombocytopenia occur rarely. 

• GU Toxicities: Increased risk of endometrial cancer associated with therapy. 

• Ocular: Cataract formation and xerophthalmia. Baseline and biannual eye exams are 

recommended. 

• Skin Toxicity: Rare. Presents as rash alopecia and peripheral edema. 

• Reproductive: Pregnancy category D. Not known if excreted in breast milk. 

Mildly emetogenic protocol. 

No chair time. Daily dosing until disease progression. 

One visit every 2-3 months during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 
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Exemestane (Aromasin) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Ejfects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Exemestane 25 mg PO daily 

• Available as a 25-mg tablet for oral use. 

• Take once daily after a meal. 

• Hot Flashes: Hot flashes, increased sweating, and pain reported. 

• GI Toxicities: Mild-to-moderate nausea, increased appetite, and weight gain reported. 

• CNS Toxicity: Depression and insomnia occurred in 13% and 11%, respectively. 
Headache and fatigue also seen. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol 

No chair time. Daily dosing until disease progression. 

One visit every 2-3 months during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
Diagnosis Ht Wt 
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Anastrozole (Arimidex) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Anastrozole 1 mg PO daily 

• Available as a 1-mg, white, film-coated tablet for oral use. 

• Take orally with or without food, at approximately the same time daily. 

• Hormonal: Hot flashes, and vaginal dryness may occur. 

• CV Toxicities: Thrombophlebitis may occur but is uncommon. Mild swelling of arms or 

legs may occur. 

• G1 Toxicities: Mild nausea and vomiting. Mild constipation or diarrhea can also occur. 

• Skin: Dry, scaling skin rash. 

• Flulike Syndrome: Presents in the form of fever, malaise, and myalgias. 

• Musculoskeletal: Arthralgias occur in 10%-15% of patients and involve hands, knees, 

hips, lower back, and shoulders. Early morning stiffness is usual presentation. 

• CNS Toxicity: Headaches are mild and occur in about 13% of patients. Decreased energy 

and weakness are common. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol 

No chair time. Daily dosing until disease progression. 

One visit every 2-3 months during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 
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Letrozole (Femara) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or S-HT^ if nausea occurs 

Letrozole 2.5 mg PO daily 

• Available as a 2.5-mg tablet for oral use 

• Food does not interfere with oral absorption. 

• Musculoskeletal: Most common side effects. Musculoskeletal pain (back, arms, legs) and 

arthralgias. 

• Hormonal: Hot flashes occur in approximately 6% of patients. 

• CV Toxicities: Thromboembolic events are rare and less common than with megestrol 

acetate. Chest pain reported in some patients. 

• GI Toxicities: Mild nausea with vomiting and anorexia occurring less frequently. Mild 

constipation or diarrhea can also occur. 

• Hepatic: Mild elevation in serum transaminase and serum bilirubin levels. Most often 

seen in patients with known metastatic disease in the liver. 

• CNS Toxicity: Headaches and fatigue are mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol 

No chair time. Daily dosing until disease progression. 

One visit every 2-3 months during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Fulvestrant (Faslodex) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Fulvestrant 250 mg IM on day 1 

• Available as 250-mg/5mL and 125-mg/2.5mL prefilled syringes; concentration is 50 

mg/mL. 

• Unopened vials should be stored in the refrigerator. 

• Drug can be left at room temperature for a short period before injection to increase 

patient comfort. 

• Administer slowly by IM injection in one buttock (5 mL) or each buttock (2.5 mL) 

because drug is viscous. 

• Use Z-track technique to prevent drug leakage into subcutaneous tissue. 

• Musculoskeletal: Back and bone pain, arthralgias. 

• Hormonal: Hot flashes occur in approximately 20% of patients. 

• GI Toxicides: Mild nausea, vomiting, and anorexia. Abdominal pain, constipation, and/or 

diarrhea can also occur. 

• CNS Toxicity: Mild headaches reported. 

• Flulike Syndrome: Fever, malaise, and myalgias occur in 10% of patients. 

• Skin: Injection site reactions with mild pain and inflammation that is usually transient. 

Occurs more frequently in 2.5-mF injections (28%) versus 5-mF injections (7%). Dry, 

scaling skin rash. 

• Reproduction: Contraindicated in pregnancy and breastfeeding. 

Mildly emetogenic protocol 

Monthly injection until disease progression. 

One visit every month during treatment. Request 12 months worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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Megestrol (Megace) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 27-29 

ER/PR testing 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Megestrol 40 mg PO qid 

• Available in 20- and 40-mg tablets as well as a 40-mg/mL suspension 

• GI Toxicides: Nausea and vomiting rarely observed. Increased appetite with accompany¬ 

ing weight gain. 

• CV Toxicities: Use with caution in patients with a history of either thromboembolic or 

hypercoagulable disorders. Megestrol acetate has been associated with an increased 

incidence of thromboembolic events. 

• Fluid/electrolyte Imbalance: Fluid retention. 

• Endocrine: Flyperglycemia. Use with caution in patients with diabetes mellitus because 

megestrol may exacerbate this condition. 

• Hepatic: Abnormal EFT results. Dose reduction recommended in patients with abnormal 

liver function. 

• Hormonal: Breakthrough menstrual bleeding, hot flashes, sweating, and mood changes. 

• Tumor flare. 

• Reproduction: Pregnancy category D. 

Mildly emetogenic protocol. 

No chair time. Daily dosing as tolerated or until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Trastuzumab (Herceptin Weekly Dosing) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and CA 27-29 

Her-2 testing of tumor using FISH (preferred) or IHC, and MUGA scan 

NS 

No premedication recommended 

Trastuzumab_mg (4 mg/kg) IV in 250 cc of NS over 90-minute loading dose 

Then 

Trastuzumab_mg (2 mg/kg) IV in 250 cc of NS over 30 minutes weekly 

• Available as a lyophilized, sterile powder in 440-mg multiuse vials for IV use. 

• Require refrigeration. DO NOT FREEZE. 

• Reconstitute with 20 mL of bacteriostatic water for injection, USE, containing 1.1% 

benzyl alcohol, which is supplied with each vial. DO NOT SHAKE. 

• Reconstituted solution contains 22 mg/mL. Stable 28 days refrigerated. 

• Eurther dilute desired dose in 250 cc of NS. 

• Infusion-related Symptoms; Eever, chills, urticaria, flushing, fatigue, headache, bron- 

chospasm, dyspnea, angioedema, and hypotension. Occurs in 40%-50% of patients. 

Usually mild to moderate in severity and observed most commonly with initial dose. 

Symptoms usually resolve quickly if infusion slowed or stopped. 

• GI Toxicities: Nausea and vomiting, diarrhea—generally mild. 

• Cardiotoxicity: Dyspnea, peripheral edema, and reduced left ventricular function. Signif¬ 

icantly increased risk when used in combination with anthracycline/cyclophosphamide 

regimen. In most instances, cardiac dysfunction is readily reversible. 

• Pulmonary: Toxicities in the form of increased cough, dyspnea, rhinitis, sinusitis, pul¬ 

monary infiltrates, and/or pleural effusions. 

• Myelosuppression: Not significant. Increased risk and severity when trastuzumab is 

administered with chemotherapy. 

• CNS Toxicities: Generalized pain, asthenia, and headache. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1, 1 hour weekly thereafter. 

In the absence of disease progression, continue weekly maintenance dose of 2 mg/kg. 

One visit per week. Request 6 month worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 
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Trastuzumab (Herceptin Every 3 Weeks) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC; Chemistry panel and CEA 

Her-2 testing of tumor using FISH (preferred) or IHC, and MUGA scan 

NS 

No premedication recommended 

Trastuzumab_mg (8 mg/kg) IV in 250 cc of NS over 90-minute loading dose 

(if patient has been on weekly trastuzumab without a break the loading dose is not neces¬ 
sary. Start with the 6m/kg dose). 

Then 

Trastuzumab_mg (6 mg/kg) IV in 250 cc of NS over 30 minutes every three 
weeks. 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Available as a lyophilized, sterile powder in 440-mg multiuse vials for IV use. 

• Require refrigeration. DO NOT FREEZE. 

• Reconstitute with 20 inL of bacteriostatic water for injection, USE, containing 1.1% 

benzyl alcohol, which is supplied with each vial. DO NOT SHAKE. 

• Reconstituted solution contains 22 mg/mL. Stable 28 days refrigerated. 

• Further dilute desired dose in 250 cc of NS. 

• Infusion-related Symptoms: Fever, chills, urticaria, flushing, fatigue, headache, bron- 

chospasm, dyspnea, angioedema, and hypotension. Seen in 40%-50% of patients. 

Usually mild to moderate in severity and observed most commonly with initial dose. 

Symptoms usually resolve quickly if infusion is slowed or stopped. 

• GI Toxicities: Nausea and vomiting, diarrhea—generally mild. 

• Cardiotoxicity: Dyspnea, peripheral edema, and reduced left ventricular function. Signif¬ 

icantly increased risk when used in combination with anthracycline/cyclophosphamide 

regimen. In most instances, cardiac dysfunction is readily reversible. 

• Pulmonary: Toxicities seen in the form of increased cough, dyspnea, rhinitis, sinusitis, 
pulmonary infiltrates, and/or pleural effusions. 

• Myelosuppression: Not significant. Increased risk and severity when trastuzumab is 
administered with chemotherapy. 

• CNS Toxicities: Generalized pain, asthenia, and headache. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1, 1 hour every 3 weeks thereafter. Repeat cycle every 3 weeks. 

One visit every 3 weeks. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
Diagnosis Ht Wt 
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Capedtabine (Xeloda) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, LFTs, creatinine clearance, and CA 27-29 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Capecitabine_mg (1250 mg/m^) PO bid for 2 weeks followed by 1 week rest 

period. 

• Dose may be decreased to 850-1000 mg/m^ PO bid on days 1-14. This may reduce the 

risk of toxicity without compromising efficacy. 

• Available in 150- and 500-mg tablets for oral use. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INK. 

• Myelosuppression: Seen less frequently than with IV SFU. Leukopenia more common 

than thrombocytopenia. 

• G1 Toxicides: Nausea and vomiting, occurring in 30%-50% of patients, is usually mild to 

moderate. Diarrhea occurs in up to 40%, with 15% being grade 3-4. Stomatitis is com¬ 

mon, 3% of which is severe. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) occurs in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 

doses. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminases (aspartate transaminase, alanine transaminase) levels. Dose modifications 

may be required if hyperbilirubinemia occurs. 

• Cardiac: Chest pain, EKG changes, and serum enzyme elevation occur rarely. Increased 

risk in patients with prior history of ischemic heart disease. 

• Renal Insufficiency: Capecitabine is contraindicated in patients with baseline creatinine 

clearance < 30 mL/min. A dose reduction to 75% of capecitabine should be made with 

baseline creatinine clearance of 30-50 mlTmin. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Repeat cycle every 21 days until disease progression. 

One visit per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry and CA 27-29 

None 

0.9% sodium chloride 

Dexamethasone 8 mg bid for 3 days, starting the day before treatment 

Oral phenothiazine or 5-HT3 

Docetaxel_mg (100 mg/m^) IV on day 1 

Repeat cycle every 21 days 

OR 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Docetaxel_mg (35-40 mg/m^) IV weekly for 6 weeks 

Repeat every 8 weeks 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Reconstituted vials 
stable at room temperature or refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubing to administer. 

• Hypersensitivity Reactions: Severe hypersensitivity reactions with docetaxel in 2%-3% of 

patients. Premedication with dexamethasone recommended. 

• Bone Marrow Depression: Neutropenia is dose-limiting with nadir at days 7-10 and 

recovery by day 14. Thrombocytopenia and anemia also occur. 

• GI Toxicities: Nausea and vomiting are mild to moderate. Mucositis and diarrhea occur 
in 40% of patients. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients. Sensory alterations 

are paresthesias in a glove-and-stocking distribution, and numbness. 

• Fluid Balance: Fluid retention syndrome. Symptoms include weight gain, peripheral 

and/or generalized edema, pleural effusion, and ascites. Occurs in about 50% of patients. 

Premedication with dexamethasone effective in preventing or minimizing occurrences. 

• Skin: Alopecia occurs in 80% of patients. Nail changes, rash, and dry, pruritic skin seen. 
Hand-foot syndrome has also been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days. 

OR 

Chair time 2 hours on day 1 for 6 weeks. Repeat cycle every 8 weeks. 

Two visits per cycle OR six visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^"^) and CA 27-29 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

Repeat cycle every 21 days. 

OR 

Paclitaxel_mg (80-100 mg/m^) IV weekly for 3 weeks 

Repeat cycle every 4 weeks 

• Available in solution as 6 mg/mL. 

• Final concentration is ^ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and 

recovery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when 

compared with 24-hour schedule. G-CSF support recommended. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. More 

frequent with longer infusions and at doses >175 mg/m^. 

• Hepatic: Transient elevations in serum transaminases, bilirubin, and alkaline phosphatase. 

• Skin: Onycholysis with weekly dosing. Alopecia total in nearly all patients on every 3 

week schedule. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat every 21 days until disease progression 

OR 

Chair time 2 hours on day 1 for 3 weeks. Repeat cycle every 4 weeks until disease 

progression. 

Two visits per cycle. Request three cycles worth of visits OR three visits per cycle. Request 

three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 
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Vinorelbine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry and CA 27-29 

N/A 

0.9% sodium chloride 

Oral phenothiazine or S-HT^ 

Vinorelbine_mg (30 mg/m^) IV on day 1 

• Vesicant 

• Available in 1- or 5-mL single-use vials at a concentration of 10 mg/mL. 

• Further dilute in syringe or IV bag to concentration of 1.5-3.0 mg/mL. 

• Reconstituted solution is stable for 24 hours refrigerated. 

• Hypersensitivity Reaction: Presents as dyspnea and bronchospasm. 

• Bone Marrow Depression: Leukopenia is dose-limiting toxicity. Nadir at 7-10 days. 

Severe thrombocytopenia and anemia are uncommon. 

• GI Toxicities: Nausea and vomiting are mild in IV dosing (44% incidence). Stomatitis is 

mild to moderate (< 20% incidence). Constipation (35%), diarrhea (17%), and anorexia 
(< 20%) also seen. 

• Hepatic: Use with caution in patients with abnormal liver function as toxicity may be 
significantly enhanced. 

• Hormonal: SIADH. 

• Skin: Extravasation of vinorelbine may cause local tissue injury and inflammation. 

Alopecia observed in 10%-15% of patients. 

• Neurotoxicity: Usually mild in severity and occurs much less frequently than with other 
vinca alkaloids. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat cycle weekly until disease progression. 

One visit per cycle. Request 12 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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Doxorubicin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 27-29 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Doxorubicin_mg (20 mg/m^) IV on day 1 weekly 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

• Bone Marrow Depression: WBC and platelet nadir 10-14 days after drug dose, with re¬ 

covery from days 15-21. Myelosuppression may be severe but is less severe with weekly 

dosing. 

• G1 Toxicides: Nausea and vomiting are moderate to severe and occur in 44% of patients. 

Stomatitis occurs in 10% of patients but is not dose limiting. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction nec¬ 

essary in the presence of liver dysfunction. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^ cardiomyopathy may occur. Increased risk of cardiotoxicity when 

doxorubicin is given with trastuzumab (Herceptin) or mitomycin. 

• Bladder Toxicides: Red-orange discoloration of urine; resolves by 24-48 hours. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia occurs with doses > 50 

mg/m^. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat cycle weekly until progression. 

One visit per cycle. Request eight cycles worth of visits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 
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Gemdtabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

CBC: Chemistry panel, LFTs, and CA 27-29 

N/A 

0.9% sodium chloride 

Oral phenothiazine 

OR 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

5-HT3 and Dexamethasone 10 mg in 100 cc of NS 

Gemcitabine_mg (725 mg/m^) IV weekly for 3 weeks 

• Available in 1-g or 200-mg vials, reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. DO NOT refrigerate, 
because precipitate will form. 

• Hematologic; Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicides. 

• GI Symptoms: Mild-to-moderate nausea and vomiting (70%), diarrhea, and/or mucositis 
(15%-20%). 

• Flulike Syndrome: Fever, malaise, chills, headache, and myalgias (20%). Fever in 

absence of infection 6-12 hours after treatment (40%). 

• Pulmonary: Mild dyspnea and drug induced pneumonitis. 

• Hepatic: Transient elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia is rare. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour weekly for 3 weeks. Repeat cycle every 28 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Liposomal Doxorubicin (Doxil) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 27-29 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Liposomal doxorubicin_mg (45-60 mg/m^) IV on day 1 

• Available as a 2-mg/mL solution in 20- or 50-mg vials. 

• Further dilute drug (doses up to 90 mg) in 250 cc of D5W 

• Diluted drug may he stored for 24 hours refrigerated. 

• Infusion Reaction: Flushing, dyspnea, facial swelling, headache, hack pain, tightness in 

the chest and throat, and/or hypotension. Usually occurs during first treatment and 

occurs in 5%-10% of patients. Resolves quickly after infusion stopped. 

• Bone Marrow Depression: Dose-limiting toxicity in the treatment of patients infected 

with the human immunodeficiency virus. Leukopenia occurs in 91% of patients, with 

anemia and thrombocytopenia being less common. 

• GI Toxicides: Nausea and vomiting are usually mild to moderate. Stomatitis occurs in 7% 

of patients and diarrhea in 8%; both are usually mild. 

• Cardiac: Acutely, pericarditis and/or myocarditis, electrocardiographic changes or 

arrhythmias. Not dose related. With high cumulative doses > 550 mg/m^, cardio¬ 

myopathy may occur. Increased risk of cardiotoxicity when liposomal doxorubicin is 

given with trastuzumab (Herceptin) or mitomycin. 

• GU Toxicity: Red-orange discoloration of urine. 

• Skin: Skin toxicity manifested as hand-foot syndrome with skin rash, swelling, erythema, 

pain, and /or desquamation. Occurs in 3.4% of patients and is dose related. Hyperpig¬ 

mentation of nails, skin rash, urticaria, and radiation recall occur. Alopecia occurs in 9% 

of patients with Kaposi’s sarcoma. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21-28 days. 

Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



Metastatic Breast Cancer 123 

Paclitaxel Protein-bound Particles for Injectable Suspension (Abraxane) 

Baseline laboratory tests: CBC: Chemistry and CA 27-29 

Baseline procedures or tests: N/A 

0.9% sodium chloride 

5-HT3 in 100 cc of NS 

Paclitaxel protein-bound particles for injectable suspension_mg 

(260 mg/m^) IV over 30 minutes every 3 weeks 

OR 

Paclitaxel protein-bound particles for injectable suspension_mg (100 mg/m^) 

IV over 30 minutes weekly for 3 weeks 

• Available as a lypholized powder in 100-mg single dose vial. 

• Reconstitute with 20 mL 0.9% sodium chloride. Inject over 1 minute down the inside 

wall of the vial to prevent foaming. Allow vial to sit for a minimum of 5 minutes to en¬ 

sure proper wetting of cake. Gently swirl vial for at least 2 minutes until complete disso¬ 
lution of cake/powder occurs. 

• Reconstituted solution contains 5 mg/mL paclitaxel. Solution should be milkly and 

homogenous without visible particulates. 

• Inject dose into empty sterile PVC type IV bag. 

• Use of non-PVC tubing not needed, use of in-line filter not recommended. 

• Use reconstituted solution immediately, discard unused portion. May be stored in refrig¬ 

erator for maximum of 8 hours if needed. 

Major Side Effects • Hypersensitivity Reactions: Mild symptoms reported in 1% of patients studied. 

• Hematologic: Bone marrow suppression (primarily neutropenia) is dose dependent and 
dose limiting toxicity. 

• Neurotoxicity: Sensory neuropathy occurs frequently and is a cumulative effect. If grade 

3 sensory neuropathy develops, treatment should be withheld until resolution to grade 1 

or 2 followed by a dose reduction. Symptoms improve in about 22 days. 

• Ocular: Visual disturbances seen in 13%, 1% severe (keratitis and blurred vision). 

• Respiratory: Dyspnea and cough reported in some cases. Rare reports of interstitial pneu¬ 

monia, lung fibrosis, and radiation pneumonitis. 

• Cardiovascular: EGG changes common usually asymptomatic. 

• Musculoskeletal: Arthralgias/myalgias common. 

• Gastrointestinal: Mild to moderate nausea, vomiting, and diarrhea. Mucositis occasion¬ 

ally reported. 

• Skin: Alopecia. 

• Reproduction: Pregnancy category D. 

Initiate antiemetic protocol: Mildly to moderately emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 1 hour on day 1 for 3 weeks. Repeat cycle every 4 weeks OR chair time 1 hour 

on day 1. Repeat every 21 days until disease progression. 

Estimated number of visits: Three visits per cycle. Request three cycles worth of visits. 

OR 

Two visits per cycle. Request three cycles worth of visits. 

Initiate IV: 

Premedicate: 

Administer: 
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Dose Calculation by: 1. 

Physician 

Patient Name 

Diagnosis 

2. 

Date 

ID Number 

_/ _! _ 
Ht Wt 
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126 Cancer of Unknown Primary 

Paclitaxel + Carboplatin + Etoposide (PCE) 

Baseline laboratory tests; 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS on day 1 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS on day 1 

Oral phenothiazine or 5-HT3 30-60 minutes before etoposide on days 2-10 

Paclitaxel_mg (200 mg/m^) IV over 1 hour on day 1 

• Available in solution as 6 mg/mL. 

• Final concentration is ^ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter to administer. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in solution as 10 mg/mL or as lyopholized powder. 

• Reconstitute with sterile water for injection, 5% dextrose or 0.9% sodium chloride. 

• Reconstituted solution stable for 8 hours at room temperature. 

• Do not use aluminum needles, because precipitate will form. 

• Give carboplatin after paclitaxel to decrease toxicides. 

Etoposide 50 mg alternating with 100 mg PO days 1-10 

• Oral capsules are available in 50- and 100-mg capsules and should be stored in the 

refrigerator. 

• Hypersensitivity Reaction: Paclitaxel (30%-40%). Characterized by generalized skin 

rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually occurs 

within the first 2-3 minutes of infusion and almost always in the first 10 minutes. Pre¬ 

medicate as described. Increased risk of hypersensitivity reactions in patients receiving 

more than seven courses of carboplatin therapy. 

• Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• GI Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. Oral 

dosing of etoposide has higher incidence of nausea/vomiting. Mucositis and/or diarrhea 

occur in 30%-40% of patients. 

• Hepatic; Transient elevations in serum transaminases, bilirubin, and alkaline 

phosphatase. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^^, K"**, Ca^"'', and Na^. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related and 

can be dose limiting. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Amenorrhea, azoospermia, impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat cycle every 21 days until progression. 

Two visits per cycle. Request four cycles worth of visits. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
Diagnosis Ht Wt 



128 Cancer of Unknown Primary 

Etoposide + Cisplatin (EP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Etoposide_mg (100 mg/m^) IV on days 1-5 

• Available in 100-mg vials, when reconstituted with 5 or 10 mL of NS, D5W, or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 

as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to a final concentration of 0.1 mg/mL. 

Cisplatin_mg (100 mg/m^) IV on day 1 

• Available in solution as 1 mg/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Further dilute solution with 250 cc or more of NS. 

• H)'persensitivity Reaction: Etoposide, bronchospasm, with or without fever, chills. 

Hypotension may occur during rapid infusion. Anaphylaxis may occur, but is rare. 

Cisplatin: facial edema, wheezing, bronchospasm, and hypotension. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicides: Moderate to severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. Metallic taste and anorexia. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. 

• Electrolyte Imbalance: Decreases Mg^'*', Ca^^, Na"*", and P. 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory 

neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Secondary Malignancies: Increased risk with etoposide (especially with AML). 

• Skin: Alopecia 

• Reproductive: Azoospermia, impotence, and sterility. Pregnancy category D. Breast feed¬ 

ing should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, and 1 hour days 2-5. Repeat cycle every 21 days. 

Six visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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Cisplatin + Etoposide + Bleomycin (PEB) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

I I 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) 

Pulmonary function tests and chest x-ray studies at baseline and before each cycle of 
therapy. 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Acetaminophen 30 minutes before bleomycin 

Cisplatin_mg (20 mg/m^) IV on days 1-5 

• Available in solution as 1 mg/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

Etoposide_mg (100 mg/m^) IV on days 1-5 

• Available in 100-nig vials; when reconstituted with 5 or 10 mb of NS, D5W, or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 

as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to a final concentration of 0.1 mg/mL. 

Bleomycin 30 units IV on days 1, 8, and 15 

• A test dose of 2 units is recommended before the first dose to detect hypersensitivity 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in 0.9% sodium chloride or 

sterile water to maximum concentration 3 p,/mL. 

• Reconstituted solution is stable for 24 hours at room temperature and 35 days if refriger¬ 

ated and protected from light. 

• Hypersensitivity Reaction: With bleomycin, fever and chills observed in up to 25% of pa¬ 

tients. True anaphylactoid reactions are rare. With etoposide, bronchospasm, with or 

without fever, chills. Hypotension may occur during rapid infusion. Anaphylaxis may 

occur, but is rare. Cisplatin causes facial edema, wheezing, bronchospasm, and hypoten¬ 

sion. 

• Bone Marrow Depression; Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicities: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. Metallic taste and anorexia. 

• Pulmonary Toxicities: Pulmonary toxicity is dose limiting in bleomycin. Usually presents 

as pneumonitis with cough, dyspnea, dry inspiratory crackles, and infiltrates on CXR. 

• Renal: Nephrotoxicity is dose related with cisplatin, presents at 10-20 days. 

• Electrolyte Imbalance: Decreases Mg^"*", K^, Ca^"*", Na'*', and R 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Secondary Malignancies: Increased risk with etoposide (especially AML). 

• Skin: Alopecia 

• Reproductive: Azoospermia, impotence, and sterility. Pregnancy category D. Breast feed¬ 

ing should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1, 1 hour days 2-5, 8, and 15. Repeat cycle every 21 days. 

Seven visits per cycle. Request three cycles worth of visits. 
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Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

/ / 

Ht Wt m2 
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Gemdtabine + Carboplatin + Paclitaxel (GCP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

CBC: Chemistry panel (including LFTs) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Carboplatin_mg (AUC 5) IV on day 1 

• Available in solution as 10 mg/mL or as lyopholized powder. 

• Reconstitute with sterile water for injection, 5% dextrose or 0.9% sodium chloride. 

• Reconstituted solution stable for 8 hours at room temperature. 

• Do not use aluminum needles, because precipitate will form. 

• Give carboplatin after paclitaxel to decrease toxicides. 

Gemcitabine_mg (1000 mg/m^) IV on days 1 and 8 

• Available in 1-g or 200-mg vials, reconstitute with 0.9% sodium chloride (5 cc for 200 

mg and 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. 

• DO NOT refrigerate, because precipitate will form. 

Paclitaxel_mg (200 mg/m^) IV over 3 hours on day 1 

Repeat cycle every 21 days for four cycles. Followed by: 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (70 mg/m^) IV weekly for 6 weeks with a 2-week rest. 

• Available in solution as 6 mg/mL. 

• Final concentration is £ 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with 0.22-micron inline filter to administer. 

Repeat for a total of three cycles. 

• Hypersensitivity Reaction: Paclitaxel (30%-40%). Characterized by generalized skin 

rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually occurs 

within the first 2-3 minutes of infusion and almost always in the first 10 minutes. Pre¬ 

medicate as described. Increased risk of hypersensitivity reactions in patients receiving 

more than seven courses of carboplatin therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF recommended. 

• GI Toxicities: Moderate to severe nausea and vomiting, acute or delayed. Mucositis and 

diarrhea. Elevation of serum transaminase and bilirubin levels. 

• Flulike Syndrome: Fever, malaise, chills, headache, and myalgias. Fever in absence of in¬ 

fection 6-12 hours after treatment. 

• Hepatic: Transient elevations of serum transaminases and bilirubin. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^"**, K^, Ca^’*', Na"*", and R 

• Inappropriate secretion of antidiuretic hormone (SIADH). 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias dose related or can 

be dose limiting. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia. 

• Reproductive: Amenorrhea, azoospermia, impotence, and sterility. Pregnancy category D. 

Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 
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Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, and 1 hour on day 8, Repeat cycle every 21 days for four 

cycles. Then 2 hours weekly for 6 weeks. Repeat every 8 weeks for three cycles. 

Three visits per cycle; 12 visits first course. Then, 18 visits last course of treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
m2 Diagnosis Ht Wt 



CARCINOID TUMORS 

Combination Regimens 

5-Fluorouracil + Streptozocin....134 

5-Fluorouracil; 400 mg/mVday IV on days 1-5 

Streptozocin: 500 mg/m^/day IV on days 1-5 

Repeat cycle every 6 weeks 

Doxorubicin + Streptozocin .135 

Doxorubicin: 50 mg/m^ IV on days 1 and 22 

Streptozocin: 500 mg/m^/day IV on days 1-5 

Repeat cycle every 6 weeksd’®^ 

Cisplatin + Etoposide .136 

Cisplatin: 45 mg/m^/day IV continuous infusion on days 2 and 3 

Etoposide: 130 mg/m^/day IV continuous infusion on days 1-3 

Repeat cycle every 21 daysd’®° 

Single-Agent Regimens 

Octreotide; Sandostatin LAR.137 

Octreotide: 150-250 pg SC tid or 

Sandostatin LAR: 20-40 mg IM every 4 weeks 

Continue until disease progressionk^l"^^ 

133 



134 Carcinoid Tumors 

Combination Regimens 

5-Fluorouracil + Streptozodn 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 19-9, creatinine clearance 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of normal saline (NS) 

Fluorouracil_mg (400 mg/m^/day) IV on days 1-5 

• Available 10 mg/mL. No dilution required. Can be further diluted with 0.9% sodium 
chloride or 5% dextrose and water (D5W). 

Streptozocin_mg (500 mg/m^) IV over 1 hour on days 1-5 omit if CrC 
< 60 mlVmin 

• 1 gm vial, reconstitute with sterile water or 0.9% sodium chloride 

• Reconstituted solution is stable for 48 hours at room temperature, and 
96 hours refrigerated. 

• Irritant; avoid contact with skin and extravasation 

• Administer with 1-2 L of hydration to avoid renal toxicity. 

• Renal: Renal toxicity is dose limiting. Renal dysfunction occurs in 60% of patients 
receiving streptozocin. Usually transient proteinuria and azotemia, but may progress to 
permanent renal failure. 

• Bone Marrow Depression: Myelosuppression occurs in about 9%-20% of patients with 
nadir at 7-14 days. Occasionally, severe leucopenia and thrombocytopenia occur. Mild 
anemia may occur. 

• Gastrointestinal (GI) Toxicities: Nausea and vomiting occur in up to 90% of patients 
beginning 1-4 hours after administration. May worsen during 5-consecutive-day therapy. 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 
syndrome can be dose limiting. 

• Blood Glucose Levels: Hypoglycemia (20%) or hyperglycemia may occur. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on days 1-5. Repeat cycle every 6 weeks as tolerated. 

Five visits per treatment cycle. Request six cycles for complete treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



Carcinoid Tumors 135 

Doxorubicin + Streptozocin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, creatinine clearance 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Doxorubicin_mg (50 mg/m^) IV push on days 1 and 22 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Streptozocin_mg (500 mg/m^/day) IV days 1-5 omit if CrC 

< 60 mlYmin 

• 1-g vial; reconstitute with sterile water or NS. 

• Reconstituted solution is stable for 48 hours at room temperature, and 96 hours 

refrigerated. 

• Irritant: Avoid contact with skin or extravasation. 

• Administer with 1-2 L of hydration to avoid renal toxicity. 

• Bone Marrow Depression: White blood cell (WBC) and platelet nadir 10-14 days after 

drug dose, with recovery from days 15-21. Myelosuppression may be severe. 

• Renal: Renal toxicity is dose limiting. Renal dysfunction occurs in 60% of patients 

receiving streptozocin. Usually transient proteinuria and azotemia, but may progress to 

permanent renal failure. 

• GI Toxicities: Nausea and vomiting is moderate to severe with doxorubicin. May worsen 

during 5-consecutive-day therapy of streptozocin. Stomatitis occurs in 10% of patients 

but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses < 450 mg/m^, cardiomyopathy may occur. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction; irritation of tissue if 

streptozocin is extravasated. Hyperpigmentation, photosensitivity, and radiation recall 

occur. Complete alopecia occurs with doxorubicin doses < 50 nig/m^. 

• Blood Glucose Levels: Hypoglycemia (20%) or hyperglycemia may occur. 

• Reproduction: Doxorubicin is teratogenic, mutagenic, and carcinogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on days 1-5, and 1 hour on day 22. Repeat cycle every 6 weeks. 

One visit per cycle. Request four cycles for complete treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
m2 Diagnosis Ht Wt 



136 Carcinoid Tumors 

Cisplatin + Etoposide 

Baseline laboratory tests: CBC: Chemistry (including 

Baseline procedures or tests: Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Etoposide_mg (130 mg/m^/day) IV continuous infusion on days 1-3 

• Stable for 96 hours at concentration 0.2 mg/mL. 

• Available in 100-mg vials, when reconstituted with 5 or 10 mL of NS, D5W, or sterile 

water with benzyl alcohol, makes a 20- or 10-mg/mL solution. Also available in solution 

as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to a final concentration of 0.1 mg/mL. 

Cisplatin_mg (45 mg/mVday) IV continuous infusion on days 2 and 3 

• Stable for 96 hours when protected from light and only 6 hours if not protected from 

light. 

• Do not use aluminum needles, as precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

Major Side Effects • Allergic Reaction: Bronchospasm, with or without fever, chills. Hypotension may occur 

during rapid infusion of etoposide. Anaphylaxis may occur but is rare. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• G1 Toxicides: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^"*", Na, and E 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory 

neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia 

• Reproduction: Drugs are mutagenic and teratogenic. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 1 hour on days 1-3. Discontinue pump day 4. Repeat cycle every 21 days. 

Estimated number of visits: Four visits per cycle. Request three cycles worth of visits. May require extra days for 

hydration. 

Dose Calculation by: 1. _ 2. _ 

Initiate IV: 

Premedicate: 

Administer: 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Carcinoid Tumors 137 

Single-Agent Regimens 

Octreotide or Sandostatin LAR Depot (Octreotide acetate injectable suspension) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Or Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, liver function tests (LFTs), thyroid function, 5-HIAA 

(urinary 5-hydroxyindole acetic acid) GH and IGF-1 

CAT scan, PET scan 

N/A 

None required 

Octreotide 150-250 jag SC tid 

• Available in 1- or 5-mL multidose vials. 50 meg —* 5000 mcg/mL. 

• Patient may develop pain, stinging, tingling, or burning sensation at injection site, with 

redness and swelling. 

• May change to long-acting depot if condition is already controlled on immediate-release 

preparation, or in a new patient, after response is assessed after 2 weeks of immediate- 

release dosing. 

Sandostatin LAR 20-30 mg IM in gluteal muscle once per month 

• Available in 10-, 20-, or 30-mg single dose kits. 

• Closely follow mixing instructions, change the needle after mixing, administer immedi¬ 

ately after changing the needle. 

• Must be given deep IM in gluteal muscle, never given IV or SC. 

• Patients should receive an initial trial of octreotide acetate subcutaneously to develop 

tolerability before starting Sandostatin LAR. 

• Starting dose of 20 mg deep IM monthly for 3 months. 

• Dose adjustment after 3 months based on the following criteria 

• GH < 2.5 ng/ml, IGF-1 normal and clinical symptoms controlled: maintain Sando¬ 

statin LAR at 20 mg every 4 weeks. 

• GH > 2.5 ng/ml, lGF-1 elevated and clinical symptoms uncontrolled: increase Sando¬ 

statin LAR to 30 mg every 4 weeks. 

• GH < 1 ng/ml, lGF-1 normal and clinical symptoms controlled: reduce Sandostatin 

LAR at 20 mg every 4 weeks. 

• Patients whose GH, IGF-1 and symptoms are not adequately controlled at a dose of 30 

mg may increase to 40 mg every 4 weeks. Doses higher than 40 mg are not recom¬ 

mended. 

• Nutrition: Transient hypoglycemia or hyperglycemia due to altered balance between hor¬ 

mones regulating serum glucose (insulin, glucagons, growth hormone); occurs rarely. 

• Hypothyroidism has been reported. Baseline and periodic assessment of thyroid function 

is recommended. 

• GI Toxicities: Nausea, vomiting, diarrhea, flatulence, and abdominal pain or discomfort 

occur in 27%-38% of patients. 

• Other: Rarely, a patient may experience lightheadedness, dizziness, fatigue, pedal edema, 

headache, flushing of the face, weakness. 

• Pain at injection site with Sandostatin LAR depot. 

Mildly emetogenic protocol prn. 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Self administration of injections TID as tolerated. For patients receiving 

Sandostatin LAR: every 4-week appointments for injection 

Monthly during treatment. 



138 Carcinoid Tumors 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
vP- Diagnosis Ht Wt 



CERVICAL CANCER 

Combination Regimens 

Cisplatin + Radiation Therapy .. 

Radiation therapy: 1.8 to 2 Gy per fraction (total dose, 45 Gy) 

Cisplatin: 40 mg/m^ IV weekly (maximal dose, 70 mg/wk) 

Cisplatin is given 4 hours before radiation therapy on weeks 1-6.^’^"^ 

.142 

Paclitaxel + Cisplatin. 

Paclitaxel: 135 mg/m’ IV over 24 hours on day 1 

Cisplatin: 75 mg/m^ IV on day 2 

Repeat cycle every 21 days.^’®^ 

.143 

Cisplatin + Topotecan . 

Cisplatin: 50 nig/m^ IV on day 1 

Topotecan: 0.75 mg/mVday IV on days 1-3 

Repeat cycle every 21 days.^’^^ 

.144 

BIP. .145 

Bleomycin: 30 U IV over 24 hours on day 1 

Ifosfamide: 5000 mg/m^ IV over 24 hours on day 2 

Mesna: 6000 mg/m^ IV over 36 hours on day 2 

Cisplatin: 50 mg/m^ IV on day 2 

Repeat cycle every 21 days.^’^^ 

BIC. 

Bleomycin: 30 U IV on day 1 

Ifosfamide: 2000 mg/m^ IV on days 1-3 

Mesna: 400 mg/m^ IV, 15 minutes before ifosfamide dose, 

then 400 mg/m^ IV at 4 and 8 hours after ifosfamide 

Carboplatin: 200 mg/m^ IV on day 1 

Repeat cycle every 21 days.^’®^ 

.147 

Cisplatin -r 5-Fiuorouracil .. 

Cisplatin: 75 mg/m^ IV on day 1 

5-Fluorouracil: 1000 mg/m^ IV continuous infusion on days 2-5 

Repeat cycle every 21 days.^’^® 

.149 

139 



Cisplatin + Vinorelbine.....150 

Cisplatin: 80 mg/m^ IV on day 1 

Vinorelbine: 25 mg/m^ IV on days 1 and 8 

Repeat cycle every 21 daysd’^^ 

Cisplatin + Innotecan...151 

Cisplatin: 60 mg/m^ IV on day 1 

Irinotecan: 60 mg/m^ IV on days 1, 8, and 15 

Repeat cycle every 28 daysd-^^'^ 

MOBP ...152 

Mitomycin: 10 mg/m^ IV on day 1 

Vincristine: 0.5 mg/m^ IV on days 1 and 4 

Bleomycin: 30 U/day IV continuous infusion on days 1-4 

Cisplatin: 50 mg/m^ IV on days 1 and 22 

Repeat cycle every 6 weeks. 

Single-Agent Regimens 

Cisplatin... 

Cisplatin: 50-100 mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^°^ 

Docetaxel ..... .155 

Docetaxel: 100 mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^°^ 

Paclitaxel ... 

Paclitaxel: 175 mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^iO'^ 

Irinotecan. 

Irinotecan: 125 mg/m^ IV weekly for 4 weeks 

Repeat cycle every 6 weeks. 



Cervical Cancer 141 

Vinorelbine...158 

Vinorelbine: 30 mg/m^ IV weekly 

Repeat cycle every week up to 12 cycles, to be followed by surgery or radi¬ 

ation therapy.^’^^^ 

Topotecan.....159 

Topotecan: 1.5 mg/m^/day on days 1-5 

Repeat cycle every 21 days.^’^°^ 



142 Cervical Cancer 

Combination Regimens 

Cisplatin + Radiation Therapy 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry panel (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS before cisplatin therapy 

Radiation therapy: 1.8 to 2 Gy per fraction (total dose, 45 Gy) 

Cisplatin_mg (40 mg/m^) IV weekly (maximal dose is 70 mg/wk) 

• Available in 100-mg vials, 1 mg/niL 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250-1000 cc NS. 

• Stable for 24 hours at room temperature. 

Cisplatin is given 4 hours before radiation therapy on weeks 1—6. 

• Bone Marrow Toxicity: WBCs, platelets, and red blood cells equally affected at lower 
doses. 

• G1 Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. Diarrhea 
can be severe. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Vigorous hydration before and after treatment required. 

• Electrolyte Imbalance: Decreases Mg^+, K, Ca^+, Na, and P. 

• Skin: Local tissue irritation progressing to desquamation can occur in radiation field. Do 

not use oil-based lotions or creams in radiation field. Alopecia. 

• Neurotoxicity: Peripheral sensory neuropathy; increased risk with cumulative doses. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

Moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time: 1-4 hours weekly for 6 weeks 

Six visits per treatment course. May need more visits if patient needs hydration for nausea 
and vomiting. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 



Cervical Cancer 143 

Paclitaxel + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS (days 1 and 2) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS (day 1 only) 

Paclitaxel_mg (135 mg/m^) IV over 24 hours on day 1 

• Available in 30- and 300-mg vials 6m/mL and 100-mg vial 16.7 ing/mL. 

• Further dilute in NS or D5W for tinal concentration <1.2 mg/ml. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

Cisplatin_mg (75 mg/m^) IV on day 2 

• Available in 1-mg/mL concentrations. 

• Further dilute solution with 250 cc or more of NS. 

• Do not use aluminum needles, because precipitate will form. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 

10 minutes. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia 

are cumulative and dose related. Can be dose limiting. G-CSF support recommended. 

• GI Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases Mg^^, K, Ca^^, Na, and P. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1, and 3 hours on day 2. Repeat every 21 days as tolerated or 

until disease progression. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



144 Cervical Cancer 

Cisplatin + Topotecan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (50 mg/m^) IV over 1-3 hours on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 
light. 

Topotecan_mg (0.75 mg/m^/day) IV on days 1-3 

• Available as a 4-mg vial. 

• Reconstitute vial with 4 mL of sterile water for injection. 

• Further dilute in NS or D5W. 

• Use immediately. 

• Bone Marrow Depression: Myelosuppression can be severe, dose-limiting toxicity. May 
need dose reductions for severe neutropenia. 

• G1 Toxicides: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Diarrhea or constipation possible. Abdominal pain not unusual. 

• Hepatic Toxicides: Evidence of increased drug toxicity in patients with low protein and 

hepatic dysfunction. Dose reductions may be necessary. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. Use with 

caution in patients with abnormal renal function. Dose reduction is necessary in this 
setting. 

• Electrolyte Imbalance: Decreases Mg^+, K, Ca^+, Na, and E 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory 

neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia. 

• Reproduction: Cisplatin is mutagenic and probably teratogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, and 1 hour on days 2 and 3. Repeat cycle every 21 days. 
CBC weekly. 

Four visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Cervical Cancer 145 

Bleomycin + Ifosfamide + 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Mesna + Cisplatin (BIP) 

CBC; Chemistry (including 

Central line placement, pulmonary function tests (PFTs), chest x-ray study (CXR) 

0,9% sodium chloride 

Acetaminophen 325-500 mg^ PO before bleomycin 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Bleomycin 30 units IV over 24 hours on day 1 

• Test dose of 2 units SC or IM before first dose. 

• Stable at room temperature for 24 hours and 35 days if refrigerated and protected from 

light. Maximum concentration 3 p./mL. 

• Available powder in 15- or 30-unit doses. 

• Reconstitute powder with 0.9% sodium chloride or sterile water 3-10 mis. 

• Do not reconstitute with dextrose-containing solutions. 

Ifosfamide_mg (5000 mg/m^) IV over 24 hours on day 2 

• Reconstitute powder with sterile water for injection; discard unused portion after 

8 hours. 50 mg/niL final concentration. 

• May further dilute in D5W or 0.9% sodium chloride. 

Mesna_mg (6000 mg/m^) IV over 36 hours on day 2 

• Diluted solution is stable for 24 hours at room temperature. 

Cisplatin_mg (50 mg/m^) IV infusion on day 2 

• Available in 100-mL vials. 1-mg/1-mL concentration. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250-1000 cc or more of NS. 

• Hypersensitivity Reaction: Fever and chills in 25% of patients. True anaphylactoid 

reactions are rare; more common in lymphoma patients. 

• Bone Marrow Depression: Myelosuppression cumulative and dose limiting. 

• GI Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and/or diarrhea occurs in 30%-40% of patients. 

• Pulmonary Toxicities: Pneumonitis seen in 10% of patients with cough, rales, dyspnea, 

and infiltrates on CXR. May progress to irreversible pulmonary fibrosis in 1% of patients. 

• Renal: Nephrotoxicity and/or hemorrhagic cystitis may be dose limiting. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^'*', Na, and R 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias. 

• CNS:. Somnolence, confusion, depressive psychosis, or hallucinations. Incidence may be 

higher in patients with decreased renal function. 

• Skin: Erythema, rash, striae, hyperpigmentation, vesiculation, hyperkeratosis, nail 

changes, skin peeling, macular rash, and urticaria. Alopecia. 

• Reproduction: Do not use in pregnancy. Mutagenic, teratogenic, and carcinogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1, and 3 hours on day 2. Repeat cycle every 21 days. 

Three visits per cycle. Request three cycles worth of visits. 
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Dose Calculation by: 1. _ 2. 
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Patient Name ID Number 

Diagnosis Ht 



Cervical Cancer 147 

Bleomydn + Ifosfamide + 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Mesna + Carboplatin (BIC) 

CBC: Chemistry (including Mg^^) 

Pulmonary Function Tests (PFTs), CXR 

0.9% sodium chloride 

Acetaminophen 325-500 mg^ PO before bleomycin 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Bleomycin 30 units IV over 10 minutes on day 1 

• Test dose of 2 units SC or IM before first dose. 

• Stable at room temperature for 24 hours and 35 days if refrigerated and protected from 
light. Maximum concentration 3 p./mL. 

• Available powder in 15- or 30-unit doses. 

• Reconstitute powder with 0.9% sodium chloride or sterile water. 

• Do not reconstitute with dextrose-containing solutions. 

Ifosfamide_mg (2000 mg/m^) IV on days 1-3 

• Reconstitute powder with sterile water for injection; discard unused portion after 8 

hours. 

• May further dilute in D5W or 0.9% sodium chloride. 

Mesna_mg (400 mg/m^) IV 15 minutes before and 4 and 8 hours after ifosfamide. 

• Diluted solution is stable for 24 hours at room temperature. Refrigerate and use reconsti¬ 
tuted solution within 6 hours. 

Carboplatin_mg (200 mg/m^) IV infusion over 30-60 minutes on day 1 

• Available as powder in 50-, 150-, and 450-mg vial or as solution. 10 mg/mL 

• Reconstitute powder with sterile water, D5W, or NS for injection. 

• Reconstituted solution stable at room temperature for 8 hours. 

• Hypersensitivity Reaction: Fever and chills in 25% of patients. True anaphylactic reac¬ 

tions with bleomycin are rare; more common in lymphoma patients. Increased risk of 

reaction with carboplatin after > 7 doses are received. 

• Bone Marrow Depression; Myelosuppression cumulative and dose limiting. 

• GI Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. Mild di¬ 
arrhea may occur. 

• Pulmonary Toxicities: Pneumonitis seen in 10% of patients with cough, rales, dyspnea, 

and infiltrates on CXR. May progress to irreversible pulmonary fibrosis in 1% of patients. 

Increased incidence in patients > 70 and with cumulative doses > 400 units. 

• Renal: Nephrotoxicity and/or hemorrhagic cystitis possible. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^"*", and Na. 

• Neurotoxicity: Sensory neuropathy with numbness and SIADH paresthesias 
(< 10%) 

• CNS: Somnolence, confusion, depressive psychosis, or hallucinations. Incidence may be 

higher in patients with decreased renal function. 

• Skin: Erythema, rash, striae, hyperpigmentation, vesiculation, hyperkeratosis, nail 

changes, skin peeling, macular rash, urticaria. Alopecia. 

• Reproduction: Do not use in pregnancy. Mutagenic, teratogenic, and carcinogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1, and 3 hours on days 2 and 3. Repeat cycle every 21 days. 

Three visits per cycle. Request three cycles worth of visits. 
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Dose Calculation bv: 1. 2. 
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Diagnosis 
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Ht Wt 



Cervical Cancer 149 

Cisplatin + 5-Fluorouracil 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (75 mg/m^) IV infusion on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 
light. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250-1000 cc of NS. 

5-Fluorouracil_mg (1000 mg/m^) IV continuous infusion days 2-5 

• No dilution required. 

• May be further diluted with NS or D5W. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related. 

• GI Toxicities: Moderate to severe nausea and vomiting may be acute or delayed. Mucosi¬ 

tis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. 

• Electrolyte Imbalance: Decreases Mg^^, K, Ca^^, Na, and P. 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, and 1 hour on day 2. Repeat cycle every 21 days. 

Two visits per cycle. Ask for three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



150 Cervical Cancer 

Cisplatin + Vinorelbine 

Baseline laboratory tests: CBC: Chemistry (including 

Baseline procedures or tests: N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (80 mg/m^) IV on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Do not use aluminum needles, because precipitate will form. 

• Available as 1-mg/mL solution. 

• Further dilute in 250-1000 cc 0.9% sodium chloride. 

Vinorelbine_mg (25 mg/m^) IV on days 1 and 8 

• Vesicant 

• Available in 1- or 5-mL single-use vials at a concentration of 10 mg/mL. 

• Further dilute in syringe or IV bag to concentration of 1.5-3.0 mg/mL. 

• Infuse over 6-10 minutes into sidearm port of freely flowing IV infusion, either peripher¬ 

ally or via central line. Use port CLOSEST TO THE IV BAG, not to the patient. 

• Flush vein with at least 75-125 mL of IV fluid after drug infusion. 

• Reconstituted solution is stable for 24 hours refrigerated. 

Major Side Effects • Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 

and can be dose limiting. 

• GI Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. Consti¬ 

pation, diarrhea, stomatitis, and anorexia may be seen. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases K, Ca^"'^, Na, and E 

• Skin: Extravasation of vinorelbine may cause local tissue injury and inflammation. 

Alopecia likely. 

• Musculoskeletal: Jaw pain, myalgia, and arthralgia. 

• Respiratory: Dyspnea and hypersensitivity reaction. 

• Neurotoxicity: Usually mild paresthesia and hypesthesia in severity and occurs much 

less frequently than with other vinca alkaloids. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 3 hours on day 1, and 1 hour on day 8. Repeat cycle every 21 days. 

Estimated number of visits: Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. _ 2. _ 

Initiate IV: 

Premedicate: 

Administer: 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 



Cervical Cancer 151 

Cisplatin + Irinotecan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (60 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 
light. 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250-1000 cc NS. 

Irinotecan_mg (60 mg/m^) IV on days 1, 8, and 15 

• Available in 2- and 5-ml vials (20 mg/ml). 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS, final concentration 0.12-2.8 mg/mL. 

• Diluted drug is stable 24 hours at room temperature or, if diluted in D5W, stable for 48 

hours if refrigerated and protected form light. 

• Bone Marrow Depression: Myelosuppression can be severe, dose-limiting toxicity. May 

need dose reductions for severe neutropenia. 

• G1 Toxicities; Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Diarrhea or constipation possible. Abdominal pain not unusual. 

Early diarrhea, most likely a cholinergic reaction, can be managed with atropine before 

administration of irinotecan. Late diarrhea observed in 22% of patients, can be severe, 

and should be treated aggressively. Consider lomotil, immodium, tincture of opium, and 
hydration. 

• Hepatic Toxicities: Evidence of increased drug toxicity in patients with low protein and 

hepatic dysfunction. Dose reductions may be necessary. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. Use with 

caution in patients with abnormal renal function. Dose reduction is necessary in this set¬ 
ting. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^^, Na, and P. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia 

• Reproduction: Cisplatin is mutagenic and probably teratogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1, and 2 hours on days 2 and 3. Repeat cycle every 28 days. 

Pour visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



152 Cervical Cancer 

Mitomydn + Vincristine + 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Bleomycin + Cisplatin (MOBP) 

CBC: Chemistry (including 

PFTs and CXR baseline and before each cycle of therapy. 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Acetaminophen 30 minutes before bleomycin 

Mitomycin_mg (10 mg/m^) IV push or infusion through side arm of running 

infusion on day 1 

• Potent vesicant 

• Available in 5-, 20-, and 40-mg vials. Dilute with sterile water to 0.5 mg/mL. 

• Reconstituted solution is stable for 12 days refrigerated or 7 days at room temperature. 

Vincristine_mg (1 mg/m^) IV push on days 1, 8, 22, and 29. Total dose should 

not exceed 2 mg. 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials (1 mg/mL). 

• Refrigerate until use. 

Bleomycin 10 units IV on days 1, 8, and 15, and 22 

• A test dose of 2 units is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in 0.9% sodium chloride or 

sterile water, 3-10 mL. 

• Reconstituted solution is stable for 24 hours at room temperature. 

Cisplatin_mg (50 mg/m^) IV on days 1 and 22 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250-1000 cc of NS. 

• Allergic Reaction: Bleomycin—fever and chills observed in up to 25% of patients. True 

anaphylactic reactions are rare except in patients with lymphoma. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicides: Moderate-to-severe nausea and vomiting, acute or delayed. Mucositis is 

common. Constipation, abdominal pain, and paralytic ileus may occur with vincristine. 

• Pulmonary Toxicides: Interstitial pneumonitis with bleomycin and mitomycin. Charac¬ 

terized by cough, dyspnea, pneumonia, pulmonary infiltrates on CXR. 

• Renal: Nephrotoxicity secondary to cisplatin. Hemolytic-uremic syndrome, creatinine 

> 1.6, Hct < 25%, and platelet count < 100 X 10^/mm^ occurs with mitomycin. 

• Electrolyte Imbalance: Decreases Mg^*^, K, Ca^’^, Na, and P. 

• Neurotoxicity: Peripheral sensory neuropathy. Dose-limiting toxicity. 

• Skin: Tissue necrosis if vesicants extravasated. Alopecia, skin rash, and fever. 

• Reproduction: Drugs are mutagenic and teratogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, 1 hour on days 8 and 15, and 3 hours on day 22. Repeat cycle 

every 6 weeks. 

Four visits per cycle. Request three cycles worth of visits. Estimated number of visits: 
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Dose Calculation by: 1. 2. 
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Patient Name ID Number 

/ _! _ 
Diagnosis Ht Wt 



154 Cervical Cancer 

Single-Agent Regimens 

Cisplatin 

Baseline labs: 

Baseline procedures of tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg'*""'") 

N/A 

0.9% sodium chloride 

5HT3 and dexamethasone 10-20 mg in 100 cc normal saline 

Cisplatin_mg (50-100 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Do not use aluminum needles, as precipitate will form. 

• Available in solution as 1 mg/ml. 

• Further dilute solution with 250 cc or more normal saline. 

• Bone Marrow Depression: Myelosuppression can be severe, dose-limiting toxicity. May 

need dose reductions for severe neutropenia. 

• GI Toxicides: Nausea and vomiting moderate to severe. May be acute (first 24 hours) or 

delayed (> 24 hours). Diarrhea or constipation possible. Abdominal pain not unusual. 

• Hepatic Toxicides: Evidence of increased drug toxicity in patients with low protein and 

hepatic dysfunction. Dose reductions may be necessary. 

• Renal: Nephrotoxicity is dose related with cisplatin, presents at 10-20 days. Use with 

caution in patients with abnormal renal function. Dose reduction is necessary in this 

setting. 

• Electrolyte Imbalance: Decreases Mg^’*', K, Ca^"*", Na, and R 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory 

neuropathy. Paresthesias and numbness in a classic “stocking-glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia. 

• Reproduction: Cisplatin is mutagenic and probably teratogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours day 1. Repeat cycle every 21 days. 

Two visits per cycle, request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 



Cervical Cancer 155 

Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CEA 

Central line placement 

0.9% sodium chloride 

Dexamethasone 8 mg bid for 3 days, starting the day before treatment or 

5HT3 and dexamethasone 10-20 mg in 100 cc NS 

Docetaxel_mg (100 mg/m^) IV on day 1 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Reconstituted vials 

stable at room temperature or refrigerated for 8 hours. 

• Further dilute in 250 cc D5W or 0.9% sodium chloride, final concentration 

0.3-0.74 mg/mL. 

• Use non-PVC containers and tubing to administer. 

• Use within 24 hours of preparation. 

• Hypersensitivity Reactions: Severe hypersensitivity reactions with docetaxel character¬ 

ized by hypotension, bronchospasm, generalized rash and erythema, chest tightness, 

back pain, dyspnea, dry fever, or chills in 2%-3% of patients. Premedication with dexa¬ 

methasone recommended. 

• Bone Marrow Depression: Neutropenia is dose limiting, with nadir at days 7-10 and 

recovery by day 14. Thrombocytopenia and anemia also occur. 

• GI Toxicides: Nausea and vomiting is mild to moderate. Mucositis and diarrhea occur in 

40% of patients. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients. Sensory alterations 

are paresthesias in a “glove and stocking” distribution and numbness. 

• Fluid Balance: Fluid retention syndrome. Symptoms include weight gain, peripheral 

and/or generalized edema, pleural effusion, and ascites. Occurs in about 50% of patients. 

Premedication with dexamethasone effective in preventing or minimizing occurrences. 

• Skin: Alopecia occurs in 80% of patients. Nail changes, rash, dry and pruritic skin 

occurs. Hand-foot syndrome has also been reported. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 



156 Cervical Cancer 

Paclitaxel 

Baseline laboratory tests: 

Baseline procedures of tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

N/A 

0.9% sodium chloride 

5HT3 and dexamethasone 10-20 mg in 100 cc NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc NS 

Paclitaxel_mg (175 mg/m^) IV over 3 hours day 1 

• Available in 30- and 300-mg vials 6 m/mL and 100-mg vial 16.7 mg/mL. 

• Further dilute in NS or D5W for final concentration <1.2 mg/ml. 

• Use non-PVC containers and tubing with 0.22 micron inline filter for administration. 

• Hypersensitivy Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspneas, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 

10 minutes. Premedicate as described. 

• Bone Marrow Depression; Dose-limiting neutropenia with nadir at day 8-10 and recov¬ 

ery by day 15-21. Decreased incidence of neutropenia with 3-hour schedule when com¬ 

pared to 24-hour schedule. G-CSF support recommended. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias, dose related. More 

frequent with longer infusions and at doses <175 mg/m^. 

• Musculoskeletal; Arthralgias and myalgias up to 1 week after treatment. 

• Alopecia; Loss of total body hair occurs in nearly all patients. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4-5 hours day 1. Repeat every 21 days as tolerated or until progression. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



Cervical Cancer 157 

Irinotecan (weekly) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry panel and CEA 

N/A 

D5W 100 cc 

5HT3 and dexamethasone 20 mg in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (125 mg/m^) IV in 500 cc of D5W over 90 minutes 

• Available in 2- and 5-ml vials (20 mg/ml). 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 0.12-2.8 mg/mL. 

• Diluted drug is stable for 24 hours at room temperature or, if diluted in D5W, is stable 
for 48 hours if refrigerated and protected from light. 

• GI Toxicides; Early diarrhea, most likely a cholinergic effect, can be managed with 
atropine before therapy. Eate diarrhea observed in 22% of patients can be severe and 

should be treated aggressively. Consider Lomotil, Imodium, tincture of opium, and hy¬ 
dration. Nausea and vomiting occurs in 35%-60% of patients, with 17% experiencing 
grade 3-4 nausea and 13% experiencing grade 3-4 vomiting. 

• Bone Marrow Depression: Dose-limiting, grade 3-4 neutropenia in 17%. Nadir in 
6-9 days. 

• Alopecia: Mild. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours weekly X 4 weeks. May need additional days for hydration if patient 
has diarrhea. Repeat cycle every 6 weeks. 

Lour visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



158 Cervical Cancer 

Vinorelbine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Vinorelbine_mg (30 mg/m^) IV weekly 

• Vesicant 

• Available in 1- or 5-mL single-use vials at a concentration of 10 mg/mL. 

• Further dilute in syringe or IV bag to concentration of 1.5-3.0 mg/mL. 

• Infuse over 6-10 minutes into sidearm port of freely flowing IV infusion, either peripher¬ 

ally or via central line. Use port CLOSEST TO THE IV BAG, not to the patient. 

• Flush vein with at least 75-125 mL of IV fluid after drug infusion. 

• Reconstituted solution is stable for 24 hours refrigerated, 

• Bone Marrow Depression; Leukopenia is dose-limiting toxicity. Nadir at 7-10 days. 

Severe thrombocytopenia and anemia are uncommon. 

• GI Toxicities: Nausea and vomiting are mild in IV dosing with an incidence of 44%. 

Stomatitis is mild to moderate (< 20% incidence). Constipation (35%), diarrhea (17%), 

and anorexia (< 20%) also occur. 

• Hormonal: Syndrome of inappropriate secretion of antidiuretic hormone. 

• Skin; Extravasation of vinorelbine may cause local tissue injury and inflammation. 

Alopecia observed in 10%-15% of patients. 

• Neurotoxicity: Usually mild and occurs much less frequently than with other vinca 

alkaloids. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour weekly. Repeat cycle weekly up to 12 cycles, to be followed by surgery or 
radiation therapy. 

One per week up to 12 weeks. Request 12 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



Cervical Cancer 159 

Topotecan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Topotecan_mg (1.5 mg/m^/day) IV days 1-5 

• Available as a 4-mg vial. 

• Reconstitute vial with 4 mL of sterile water for injection. 

• Further dilute in 0.9% sodium chloride or D5W. 

• Use immediately. 

• Hematologic: Severe grade 4 myelosuppression occurs during the first course of therapy 
in 60% of patients. Dose-limiting toxicity. Typical nadir occurs at days 7-10 with full 
recovery by days 21-28. If severe neutropenia occurs, reduce dose by 0.25 mg/m^ for 
subsequent doses or may use granulocyte colony stimulating factor (G-CSF) to prevent 
neutropenia 24 hours after last day of topotecan. 

• GI Toxicities: Nausea and vomiting, mild to moderate and dose related. Occurs in 
60%-80% of patients. Diarrhea occurs in 42% of patients, and constipation occurs in 
39%. Abdominal pain may occur in 33% of patients. 

• Hepatic Toxicity: Evidence of increased drug toxicity in patients with low protein and 
hepatic dysfunction. Dose reductions may be necessary. 

• Renal: Use with caution in patients with abnormal renal function. Dose reduction is 
necessary in this setting. Microscopic hematuria occurs in 10% of patients. 

• Skin: Alopecia. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1-5. Repeat every 21 days until disease progression. 

Three visits per course. Request three courses. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



COLORECTAL CANCER 

NEOADJUVANT COMBINED MODALITY THERAPY 

FOR RECTAL CANCER 

Combination Regimens 

5-Fluorouradl + Radiation Therapy (German AID regimen).161 

5-Fluorouracil: 1000 mg/m^/day IV continuous infusion on days 1-5 

Repeat infusional 5-FU on weeks 1 and 5. 

Radiation therapy: 180 cGy/day for 5 days per week (total dose, 5040 

cGy) 

Followed by surgical resection and then adjuvant chemotherapy with 

5-FU at 500 mg/m^ IV for 5 days every 28 days for a total of 4 cycles.^®® 

Capedtabine + Radiation Therapy...162 

Capecitabine: 825 mg/m^ PO bid throughout the entire course of radiation 

therapy or 

900-1000 mg/m^ PO bid on days 1-5 of each week of radiation therapy 

Radiation therapy: 180 cGy/day for 5 days per week (total dose, 5040 

cGy) 

Followed by surgical resection and then adjuvant chemotherapy with 

5-FU or 5-FU/LV for a total of 4 cycles. 

160 



Colorectal Cancer 161 

NEOADJUVANT COMBINED MODALITY THERAPY FOR RECTAL CANCER 

Combination Regimens 

B-Fluorouracil + Radiation Therapy (German AIO Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CEA 

Central line placement 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Fluoronracil _mg (1000 mg/m^/day) IV continuous infusion Monday-Friday 

(days 1-5). Repeat infusional 5-FU on weeks 1 and 5. 

• No dilution required. Concentration 50 mg/mL 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Radiation 180 cGy/day for 5 days per week (total dose 5040 cGy) 

Followed by surgical resection and then adjuvant chemotherapy with 5-FU at 500 

mg/m^/day IV for 5 days every 28 days for a total of 4 cycles. 

• Bone Marrow Depression: Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicides: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Local tissue irritation progressing to desquamation can occur. Do not use oil-based 

lotions or creams in radiation field. Hyperpigmentation, photosensitivity, and nail 

changes may occur. Hand-foot syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour 2 days per week, weeks 1 and 5. 

During adjuvant therapy, 2 visits per week every 28 days for 4 cycles. 

12 to 14 visits per treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



162 Colorectal Cancer 

Capedtabine + Radiation Therapy 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Radiation: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, LFTs, CEA, and creatinine clearance 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Capecitabine_mg (825 mg/m^/day) PO daily throughout the entire course of 
radiation therapy 

OR 

Capecitabine_mg (900-1000 mg/m^) PO bid Monday-Friday of each week of 
radiation therapy. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INR. 

• Stop therapy at first sign of hand-foot syndrome or diarrhea. 

• Available in 150 mg and 500 mg tablets. 

Radiation 35 cGy (palliative) over 14 fractions (3 weeks) 

OR 

Radiation 45-50.4 cGy (definitive) over 20 fractions (5 weeks) 

Followed by surgical resection and then adjuvant chemotherapy with 5-FU or 5-FU/FV for 
a total of 4 cycles. 

• GI Toxicities: Nausea and vomiting, in 30%-50% of patients, is usually mild to moderate. 

Diarrhea occurs in up to 40%, with 15% being grade 3-4. Stomatitis is common, 3% of 

which is severe. 

• Skin: Focal tissue irritation progressing to desquamation in radiation field. Do not use 

oil-based lotions or creams in radiation field. Hand-foot syndrome (palmar-plantar 

erythrodysesthesia) occurs in 15%-20% of patients. Characterized by tingling, numb¬ 

ness, pain, erythema, dryness, rash, swelling, increased pigmentation, and/or pruritus of 
the hands and feet. 

• Renal Insufficiency: Xeloda contraindicated in patients with creatinine clearance < 30 

mlVmin, with creatinine clearance of 30-50 ml7min at baseline a dose reduction to 75% 

of capecitabine should be made. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminase (SCOT, SGPT) levels. Dose modifications may be required if hyperbiliru¬ 
binemia occurs. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Fomotil) 

Daily during radiation therapy 

One visit per week for 3 or 5 weeks. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Colorectal Cancer 163 

ADJUVANT THERAPY 

5-Fluorouracil + Leucovorin (Mayo Clinic Regimen).164 

5-Fluorouracil: 425 mg/m^ IV on days 1-5 

Leucovorin: 20 mg/m^ IV on days 1-5, administered before 5-Fluorouracil 

Repeat cycle every 4-5 weeks for a total of six cycles. 

5-Fluorouracil + Leucovorin (Weekly Schedule/High Dose).165 

5-Fluorouracil: 500 mg/m^ IV weekly for 6 weeks 

Leucovorin: 500 mg/m^ IV over 2 hours weekly for 6 weeks, administered 

before 5-Fluorouracil 

Repeat cycle every 8 weeks for a total of four cycles (32 weeks total). 

5-Fluorouracil -t Leucovorin (Weekly Schedule/Low Dose) .166 

5-Fluorouracil: 500 mg/m^ IV weekly for 6 weeks 

Leucovorin: 20 mg/m^ IV weekly for 6 weeks, administered before 

5-Fluorouracil 

Repeat cycle every 8 weeks for a total of four or six cycles (32 or 48 weeks 

total). 

Oxaliplatin -t- 5-Fluorouracil -t- Leucovorin (F0LF0X4) .167 

Oxaliplatin: 85 mg/m^ IV on day I 

5-Fluorouracil: 400 mg/m^ IV bolus, followed by 600 mg/m^ IV continu¬ 

ous infusion for 22 hours on days I and 2 

Leucovorin: 200 mg/m^ IV on days 1 and 2 as a 2-hour infusion before 

5-Fluorouracil 

Repeat cycle every 2 weeks for a total of 12 cycles. 

Capecitabine. 

Capecitabine: 1250 mg/m^ PO bid on days 1-14 

Repeat cycle every 21 days for a total of 8 cycles.^^^ Dose may be de¬ 

creased to 850-1000 mg/m^ PO bid on days 1-14 to reduce the risk of 

toxicity without compromising clinical efficacy. 



164 Colorectal Cancer 

Adjuvant Therapy 

5-Fluorouradl + Leucovorin (Mayo Clinic Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Leucovorin_mg (20 mg/m^/day) IV bolus on days 1-5 

• Available in solution or powder. Reconstitute solution with sterile water. May further 
dilute with 0.9% sodium chloride or D5W 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

5-Fluorouracil-mg (425 mg/m^/day) IV bolus 1 hour after start of leucovorin, 
days 1-5. 

• 50 mg/mL, no dilution required. Can be further diluted with 0.9% sodium chloride or 
D5W. 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Bone Marrow Depression: Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 
related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicides: Nausea and vomiting occur in 30%-50% of patients but is usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome characterized by tingling, numbness, erythema, dryness, rash, swelling, or 
increased pigmentation of hands and/or feet can be dose limiting. 

• Ocular. Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour, days 1-5. Nadir at day 14. Repeat cycle every 28 days for 6 cycles. 

Five days per cycle, 30 per treatment course. 

Dose Calculation by: 1 

Physician Date 

Patient Name jjy Number 

---- -! _! _ 
Diagnosis Ht Wt M^ 



Colorectal Cancer 165 

5-Fluorouradl + Leucovorin (Weekly Schedule/High Dose) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Leucovorin_mg (500 mg/m^) IV over 2 hours, weekly for 6 weeks 

• Available in solution or powder. Reconstitute solution with sterile water. May further 

dilute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

5-Fluorouracil_mg (500 mg/m^) IV weekly for 6 weeks 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

• Bone Marrow Depression: Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicities; Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin; Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome characterized by tingling, numbness, erythema, dryness, rash, pruritis, 

swelling, or increased pigmentation of hands and/or feet can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour weekly for 6 weeks. Nadir drawn between days 10 and 14. Repeat every 

8 weeks for four cycles. 

Twelve visits per cycle, 24 per course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



166 Colorectal Cancer 

5-Fluorouradl + Leucovorin (Weekly Schedule/Low Dose) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 

5-Fluorouracil_mg (500 mg/m^) IV weekly for 6 weeks 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

Leucovorin-mg (20 mg/m^) IV weekly for 6 weeks, administer before 
5-Fluorouracil 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Available in solution or powder. Reconstitute solution with sterile water. May further 
dilute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

• Bone Marrow Depression: Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 
related. Can be dose limiting for daily X 5 or weekly regimens. 

• G1 Toxicides: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 
Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome characterized by tingling, numbness, erythema, dryness, rash, swelling, or 

increased pigmentation of hands and/or feet can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour weekly for 6 weeks. Repeat every 8 weeks for 6 cycles. 

Twelve per cycle. Nadir drawn between day 10-14, 36 per course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! __ 
M^ Diagnosis Ht Wt 



Colorectal Cancer 167 

Oxaliplatin + 5-Fluorouradl + Leucovorin (FOLFOX 4) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC: Chemistry panel and CEA 

Central line required for continuous infusion 

D5W 

5EIT3 and dexamethasone 20 mg in 100 cc of D5W 

DAY 1: Oxaliplatin_ _mg (85 mg/m^) IV in 250-500 cc of D5W over 2 hours 

Classified as an irritant, hut extravasations have resulted in induration and formation of 

nodule lasting 9 months or more. 

Available in 50- and 100-mg vials. Concentration is 5 mg/ml. 

Do not use chloride containing solutions or aluminum needles. 

Leucovorin_mg (200 mg/m^) IV in 250-500 cc of D5W over 2 hours (oxaliplatin 

and leucovorin are infused concurrently, in separate bags through a Y-site over 2 hours). 

• Available in solution or powder. Reconstitute powder with sterile water. 

• Do not mix in same solution with 5-FU, as a precipitate will form. 

5-Fluorouracil_mg (400 mg/m^) IV bolus over 2-4 minutes, then 

5-Fluorouacil_mg (600 mg/m^) IV continuous infusion over 22 hours 

DAY 2: Leucovorin_mg (200 mg/m^) IV in 250-500 cc D5W 

5-Fluorouracil_mg (400 mg/m^) IV bolus over 2-4 minutes, then 

5-Fluorouracil_mg (600 mg/m^) IV continuous infusion over 22 hours 

DAY 3; Discontinue pump 

• Acute Neurotoxicities; Are temporary and can occur within hours of or up to 14 days 

after oxaliplatin. Often precipitated by exposure to cold and characterized by dysesthe¬ 

sias, transient paresthesias or hypothesias of hands, feet, perioral area, and throat. 

Pharyngolaryngeal dysesthesia 
(sensation of discomfort or tightness in the back of the throat and inability to breathe), 

is most frightening to patients. 

• Peripheral Neuropathy: Affects about 48% of patients, usually with a cumulative dose of 

800 mg/m^. Symptoms include paresthesias, dysesthesias, hypoesthesias in a “stocking 

and glove” distribution, and altered proprioception (knowing where body parts are in 

relation to the whole). 

• G1 Toxicides: Nausea and vomiting occur in 65% of patients; can be severe. Diarrhea 

occurs in 80%-90% of patients. 

• Bone Marrow Depression: Mild leukopenia, mild-to-moderate thrombocytopenia, and 

anemia are common. 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: May occur after 10-12 cycles. Symptoms range from mild symptoms, i.e., rash, 

urticaria, erythema, pruritus, or emesis to anaphylaxis / severe hypersensitivity charac¬ 

terized by dyspnea, angioedema bronchospasm, and hypotension. These reactions occur 

within minutes of administration and should be managed with appropriate supportive 

therapy. Drug-related deaths associated with platinum compounds from this reaction 

have been reported. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours on days 1 and 2, and 15 minutes on day 3. Repeat every 14 days for 12 

cycles. 

36 visits (6 per month for 6 months) Estimated number of visits: 
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Dose Calculation by: 1. _ _ 2. 

Physician Date 

Patient Name ID Number 

/ / 
Diagnosis Ht Wt 
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Capedtablne (Xeloda) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC: Chemistry, bilirubin, LFTs, CEA and creatinine clearance 

N/A 

N/A 

Oral phenothiazine or S-HT^ 

Capecitabine_mg (1250 mg/m^/day) PO bid on days 1-14 

• Dose may be decreased to 850-1000 mg/m^ PO bid on days 1-14. This may reduce the 

risk of toxicity without compromising efficacy. 

• Available in 150 mg and 500 mg tablets. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INR. 

• Stop therapy at first signs of hand-foot syndrome or diarrhea. 

• G1 Toxicides: Nausea and vomiting, in 30%-50% of patients, is usually mild to moderate. 

Diarrhea occurs in up to 40%, with 15% being grade 3-4. Stomatitis is common, 3% of 

which is severe. 

• Renal Insufficiency: Xeloda contraindicated in patients with creatinine clearance < 30 

mL/min, with creatinine clearance of 30-50 mL/min at baseline a dose reduction to 75% 

of capecitabine should be made. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) seen in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 

doses. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminase (SCOT, SGPT) levels. Dose modifications may be required if hyperbiliru¬ 

binemia occurs. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Repeat cycle every 21 days for a total of 8 cycles. Dose may be decreased to 

850-1000 mg/m^ PO bid on days 1-14 to reduce the risk of toxicity without compromising 

clinical efficacy. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



COLORECTAL CANCER 

METASTATIC DISEASE 
Combination Regimens 

Irinotecan + 5-Fluorouracil + Leucovorin (IFL-Saltz Regimen)...175 

Irinotecan: 123 mg/m^ IV over 90 minutes weekly for 4 weeks 

5-Fluorouracil: 500 mg/m^ IV weekly for 4 weeks 

Leucovorin: 20 mg/m- IV weekly for 4 weeks 

Repeat cycle every 6 weeks. 

Irinotecan + 5-FtuorouracU + Leucovorin (IFL-Saltz Regimen) 

+ Bevadzumab (BV) .......175 

Irinotecan: 125 mg/m^ IV over 90 minutes weekly for 4 weeks 

5-Fluorouracil: 500 mg/m^ IV weekly for 4 weeks 

Leucovorin: 20 mg/m^ IV weekly for 4 weeks 

Bevacizumab: 5 mg/kg IV every 2 weeks 

Repeat cycle every 6 weeks. 

Irinotecan + 5-Fluorouradl -t Leucovorin (Modified IFL-Saltz Regimen)........178 

Irinotecan: 125 mg/m^ IV over 90 minutes weekly for 2 weeks 

5-Fluorouracil: 500 mg/m^ IV weekly for 2 weeks 

Leucovorin: 20 mg/m^ IV weekly for 2 weeks 

Repeat cycle every 3 weeks. 

IFL-Douillard Regimen.......179 

Irinotecan: 180 mg/m^ IV on day 1 

5-FIuorouraciI: 400 mg/m^ IV bolus, followed by 600 mg/m^ IV continu¬ 

ous infusion for 22 hours on days 1 and 2 

Leucovorin: 200 mg/m^ IV on days 1 and 2 as a 2-bour infusion before 

5-Fluorouracil 

Repeat cycle every 2 weeks. 
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IFL FOLFIRI Regimen ...181 

Irinotecan: 180 mg/m^ IV on day 1 

5-Fluorouracil: 400 mg/m^ IV bolus on day 1, followed by 2400 mg/m^ IV 

continuous infusion for 46 hours 

Leucovorin; 200 mg/m^ IV on day 1 as a 2-hour infusion before 

5-Fluorouracil 

Repeat cycle every 2 weeks. 

Oxaliplatin 4 5-Fluorouracil 4- Leucovorin (F0LF0X4) .183 

Oxaliplatin: 85 mg/m^ IV on day 1 

5-Fluorouracil; 400 mg/m^ IV bolus, followed by 600 mg/m^ IV continu¬ 

ous infusion for 22 hours on days 1 and 2 

Leucovorin; 200 mg/m^ IV on days 1 and 2 as a 2-hour infusion before 

5-Fluorouracil 

Repeat cycle every 2 weeks. 

Oxaliplatin -t 5-Fluorouracil + Leucovorin (F0LF0X6) .185 

Oxaliplatin; 100 mg/m^ IV on day 1 

5-Fluorouracil; 400 mg/m^ IV bolus on day 1, followed by 2400 mg/m^ IV 

continuous infusion for 46 hours 

Leucovorin; 400 mg/m^ IV on day 1 as a 2-hour infusion before 

5-Fluorouracil 

Repeat cycle every 2 weeks. 

Oxaliplatin + 5-Fluorouracil + Leucovorin (F0LF0X7) .187 

Oxaliplatin; 130 mg/m^ IV on day 1 

5-Fluorouracil; 2400 mg/m^ IV continuous infusion on days 1 and 2 for 

46 hours 

Leucovorin; 400 mg/m^ IV on day 1 as a 2-hour infusion before 

5-Fluorouracil 

Repeat cycle every 2 weeks. 
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Cetuximab + Irinotecan..........1891 

Cetuximab: 400 mg/m^ IV loading dose day 1, then 250 mg/m^ IV weekly 

Irinotecan: 350 mg/m^ IV on day 1 

Repeat cycle every 21 days,^’^^^ 

Capedtabine + Oxaliplatin (XELOX) ...191 

Capecitabine; 1000 mg/m^ PO bid on days 1-14 

Oxaliplatin; 130 mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^^"^ 

Capedtabine + Irinotecan (XELIRI) .193 

Capecitabine: 1000 mg/m^ PO bid on days 1-14 

Irinotecan: 250 mg/m^ IV on day 1 or irinotecan 80 mg/m^ days 1 and 8 

Repeat cycle every 21 days.^’^^^ 

Oxaliplatin + Irinotecan (IROX Regimen) .194 

Oxaliplatin: 85 mg/m^ IV on day 1 

Irinotecan: 200 mg/m^ IV on day 1 

Repeat cycle every 3 weeks. 

5-Fluorouradl + Leucovorin (Mayo Clinic Regimen).196 

5-Fluorouracil: 425 mg/m^ IV on days 1-5 

Leucovorin: 20 mg/m^ IV on days 1-5, administered before 5-Fluorouracil 

Repeat cycle every 4-5 weeks. 

5-Fluorouradl + Leucovorin (Roswell Park Schedule, Hgh Dose) .197 

5-Fluorouracil: 500 mg/m^ IV weekly for 6 weeks 

Leucovorin: 500 mg/m^ IV weekly for 6 weeks, administered before 

5-Fluorouracil 

Repeat cycle every 8 weeks. 
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5-Fluorouracil + Leucovorin + Bevacizumab .198 

5-Fluorouracil: 500 mg/m^ IV weekly for 6 weeks 

Leucovorin: 500 mg/m^ IV weekly for 6 weeks, 

administered before 5-Fluorouracil 

Bevacizumab: 5 mg/kg IV every 2 weeks 

Repeat cycle every 8 weeksd-^^^ 

5-Fluorouradl + Leucovorin ^German Schedule, Low Dose)...200 

5-Fluorouracil: 600 mg/m^ IV weekly for 6 weeks 

Leucovorin: 20 mg/m^ IV weekly for 6 weeks, administered before 

5-Fluorouracil 

Repeat cycle every 8 weeks following a 2-week rest period. 

5-Fluorouracil + Leucovorin (de Gramont Regimen).....201 

5-Fluorouracil: 400 mg/m^ IV and then 600 mg/m^ IV for 22 hours on 

days 1 and 2 

Leucovorin: 200 mg/m^ IV on days 1 and 2 as a 2-hour infusion before 

5-Fluorouracil 

Repeat cycle every 2 weeks. 

F0LF0X4 + Bevacizumab .......202 

Oxaliplatin: 85 mg/m^ IV on day 1 

5-Fluorouracil: 400 mg/m^ IV bolus, followed by 600 mg/m^ 

IV continuous infusion on days 1 and 2 

Leucovorin: 200 mg/m^ IV on days 1 and 2 as a 2-hour 

infusion before 5-Fluorouracil 

Bevacizumab: 10 mg/kg IV every 2 weeks 

Repeat cycle every 2 weeks. 

Capedtabine + Oxaliplatin (XELOX) + Bevadzumab.204 

Capecitabine: 850 mg/m^ PO bid on days 1-14 

Oxaliplatin: 130 mg/m^ IV on day 1 

Bevacizumab: 7.5 mg/kg every 3 weeks 

Repeat cycle every 21 days.'^’^^^ 

Trimetrexate + 5-Fluorouracil -t Leucovorin .206 

Trimetrexate: 110 mg/m^ IV on day 1 

Leucovorin: 200 mg/m^ IV on day 2, 24 hours after trimetrexate dose 

5-Fluorouracil: 500 mg/m^ IV on day 2, immediately after leucovorin 

Leucovorin: 15 mg PO every 6 hours for 7 doses, starting 6 hours after 

5-Fluorouracil 

Repeat on a weekly schedule for 6 weeks every 8 weeks. 
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Hepatic Artery Infusion (HAI) 

Floxuridine.207 

Floxuridine; 0.3 mg/kg/day HAI on days 1-14 

Dexamethasone: 20 mg HAI on days 1-14 

Heparin: 50,000 U HAI on days 1-14 

Repeat cycle every 14 days.^’^^^ 

Single-Agent Regimens 

Capecitabine (XeLoda) .208 

Capecitabine: 1250 mg/m^ PO bid on days 1-14 

Repeat cycle every 21 days.^’^^^ 

Dose may be decreased to 850-1000 mg/m^ PO bid on days 1-14. 

This dose reduction may reduce the risk of toxicity without compromis¬ 

ing clinical efficacy. 

Irinotecan (CPT-11/Weekly Schedule).....209 

CPT-11: 125 mg/m^ IV over 90 minutes weekly for 4 weeks 

Repeat cycle every 6 weeks. 

OR 

CPT-11: 125 mg/m^ IV over 90 minutes weekly for 2 weeks 

Repeat cycle every 3 weeks. 

OR 

CPT-11: 175 mg/m^ IV on days 1 and 10 

Repeat cycle every 3 weeks. 

Irinotecan (CPT-ll/Monthly Schedule) .    210 

CPT-11: 350 mg/m^ IV on day 1 

Repeat cycle every 3 weeks. 

Cetuximab.211 

Cetuximab: 400 mg/m^ IV loading dose, then 250 mg/m^ 

IV weekly 

Repeat cycle on a weekly basis. 

5-Fluorouracil (Continuous Infusion) .213 

5-Fluorouracil: 2600 mg/m^ IV over 24 hours weekly 

Repeat cycle weekly for 4 weeks. 

OR 

5-Fluorouracil: 1000 mg/m^/day IV continuous infusion on days 1-4 

Repeat cycle every 21-28 days.^’'^"^^ 
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Combination Regimen 

Irinotecan + 5-Fluorouradl + Leucovorin (IFL-Saltz Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and CEA 

None 

NS or D5W 

5-HT3 and dexamethasone 20 mg in 100 cc of NS or D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (125 mg/m^) IV in 500 cc of D5W over 90 minutes weekly for 

4 weeks 

• Available in 2- and 5-mL vials (20 mg/mL). 

• Store at room temperature; protect from light. 

• Dilute and mix drug in 250-500 cc of D5W (preferred) or NS. 

• Diluted drug is stable 24 hours at room temperature, if diluted in D5W, and is stable for 

48 hours if refrigerated and protected from light. 

Leucovorin_mg (20 mg/m^) IV push weekly for 4 weeks 

• Available in solution or powder. Reconstitute powder with sterile water. May further 

dilute with NS or D5W. 

• Do not mix in same solution with 5-FU, because precipitate will form. 160 mg/min 

maximum rate. (Flush IV/port with NS before starting the 5-FU) 

5-Fluorouracil_mg (500 mg/m^) IV push weekly for 4 weeks 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with NS or D5W. 

• GI Toxicities; Acute diarrhea, most likely a cholinergic effect, can be managed with at¬ 

ropine before or during therapy. Symptoms include diarrhea, sweating, and abdominal 

cramping during or after drug administration. Late diarrhea observed in 44% of patients, 

can be severe, and should be treated aggressively. Dose-limiting toxicity. Nausea and 

vomiting in 35%-60% of those treated, with 17% experiencing grade 3-4 nausea and 

13% experiencing grade 3-4 vomiting. 

• Bone Marrow Depression: Dose-limiting, grade 3-4 neutropenia in 29%. Nadir in 7-10 

days. CBC weekly. 

• Pulmonary Toxicities: Occurs in up to 22% of patients, ranging from transient dyspnea 

to pulmonary infiltrates, fever, and cough. 

• Alopecia: Mild, 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. Initiate antidiarrheal protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours every week for 4 weeks. Repeat cycle every 6 weeks. 

Five visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

I t 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Irinotecan + 5-Fluorouracil + Leucovorin (IFL-Saltz Regimen) + Bevadzumab (BV) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry panel, CEA, urine test for protein baseline and periodically throughout 

treatment cycles 

None 

NS or D5W 

5-HT3 and dexamethasone 20 mg in 100 cc of NS or D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Acetaminophen 1000 mg 

Cimetidine 300 mg and diphenhydramine 25-50 mg in 100 cc of NS 

• Premedication only necessary with prior infusion reaction with Bevacizumab 

Irinotecan_mg (125 mg/m^) IV in 500 cc of D5W over 90 minutes weekly for 4 

weeks 

• Available in lOO-mg/5-mL single-use vials or 20 mg/mL, 2 mL vial. 

• Store at room temperature; protect from light. 

• Dilute and mix drug in 250-500 cc of D5W (preferred) or NS. 

• Diluted drug is stable 24 hours at room temperature, if diluted in D5W, and is stable for 

48 hours if refrigerated and protected from light. 

Leucovorin_mg (20 mg/m^) IV push weekly for 4 weeks 

• Available in solution or powder. Reconstitute powder with sterile water. May further 

dilute with NS or D5W. 

• Do not mix in same solution with 5-FU, because precipitate will form. (Flush IV/port 

with NS before starting the 5-FU) 

5-Fluorouracil_mg (500 mg/m^) IV push weekly for 4 weeks 

• No dilution required. Concentration 50 mg/mF 

• Can be further diluted with NS or D5W. 

Bevacizumab_mg (5 mg/kg) IV every 2 weeks 

• Single-use vial (10 mg/mL); use within 8 hours of opening. 

• Further dilute in NS (100-150 cc). 

• Initial infusion over 90 minutes; if well tolerated, give second dose over 60 minutes, and 

if well tolerated, subsequent doses over 30 minutes. 

• DO NOT administer perioperatively—may inhibit wound healing. 

• Infusion reaction with bevacizumab: Characterized by fever, rigors, or chills. If reaction 

occurs: stop infusion, and keep main line open. May require meperidine, antihistamines, 

or dexamethasone for rigors, as prescribed by physician. Symptoms usually last about 20 

minutes. May resume infusion 30 minutes after symptoms resolve. 

• Cardiovascular: Hypertension (11%) in the form of hypertensive crisis or hypertension 

not controlled by current antihypertensive medications may require discontinuation of 

the drug (bevacizumab). 

• Hemostasis: Thrombotic events (19%), bleeding (3.1%), or thrombocytopenia may 

occur. 

• Renal: Nephrotic syndrome and proteinuria may occur. Check for presence of protein in 

urine. Dipstick or urinalyses to detect proteinuria. 24-hour urine for 43- protein or use 

the protein-to-creatinine (UPC) ratio to monitor. (For UPC obtain a random urine pro¬ 

tein and a random urine creatinine. Divide the urine protein by the urine creatinine to 

obtain the ratio. A ratio of <0.1 mg/dl is normal. UPC >2.5 suggests presence of 

nephritic range proteinuria. The clinical significance or increased proteinuria has not 

been determined. 

• GI Toxicities: Acute diarrhea, most likely a cholinergic effect, can be managed with 

atropine before or during therapy. Symptoms include diarrhea, sweating, and abdominal 

cramping during or after drug administration. Late diarrhea observed in 44% of patients, 

can be severe, and should be treated aggressively. Dose-limiting toxicity. Nausea and 

vomiting in 35%-60% of those treated, with 17% experiencing grade 3-4 nausea and 
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Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

13% experiencing grade 3-4 vomiting. Gastrointestinal perforation was observed in 2% 

of patients. 

• Bone Marrow Depression: Dose-limiting, grade 3-4 neutropenia in 29%. Nadir in 7-10 

days. CBC weekly. 

• Pulmonary Toxicities; Occurs in up to 22% of patients, ranging from transient dyspnea 

to pulmonary infiltrates, fever, and cough. 

• Alopecia; Mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. Initiate antidiarrheal protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 4 hours every week for 4 weeks. Repeat cycle every 6 weeks. CBC weekly. 

Five visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 
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Irinotecan + 5-Fluorouradl + Leucovorin (Modified IFL-Saltz Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, CEA 

None 

NS or D5W 

5-HT3 and dexamethasone 20 mg in 100 cc of NS or D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (125 mg/m^) IV in 500 cc of D5W over 90 minutes weekly for 

2 weeks 

• Available in lOO-mg/5-mL single-use vials or 20 mg/mL, 2 mL vial. 

• Store at room temperature; protect from light. 

• Dilute and mix drug in 250-500 cc of D5W (preferred) or NS. 

• Diluted drug is stable 24 hours at room temperature, if diluted in D5W, and is stable for 

48 hours if refrigerated and protected from light. 

Leucovorin_mg (20 mg/m^) IV push weekly for 2 weeks 

• Available in solution or powder. Reconstitute powder with sterile water. May further 

dilute with NS or D5W. 160 mg/min maximum rate. 

• Do not mix in same solution with 5-FU, because precipitate will form. (Flush IV/port 

with NS before starting the 5-FU) 

5-Fluorouracil_mg (500 mg/m^) IV push weekly for 2 weeks 

• No dilution required. Concentration 50 mg/mF. 

• Can be further diluted with NS or D5W. 

• GI Toxicides: Acute diarrhea, most likely a cholinergic effect, can be managed with at¬ 

ropine before or during therapy. Symptoms include diarrhea, sweating, and abdominal 

cramping during or after drug administration. Late diarrhea observed in 44% of patients, 

can be severe, and should be treated aggressively. Dose-limiting toxicity. Nausea and 

vomiting in 35%-60% of those treated, with 17% experiencing grade 3-4 nausea and 

13% experiencing grade 3-4 vomiting. 

• Bone Marrow Depression: Dose-limiting, grade 3-4 neutropenia in 29%. Nadir in 7-10 
days. CBC weekly. 

• Pulmonary Toxicides: Occur in up to 22% of patients, ranging from transient dyspnea to 

pulmonary infiltrates, fever, and cough. 

• Alopecia: Mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. Initiate antidiarrheal protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours every week for 2 weeks. Repeat cycle every 3 weeks. 

Two visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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IFL-DouiUard Regimen 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 
I 

Estimated number of visits: 

CBC: Chemistry panel and CEA 

Central line required for continuous infusion 

D5W 

5HT3 and dexamethasone 20 mg in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

DAY 1: Irinotecan_mg (180 mg/m^) IV in 250-500 cc of D5W 

• Available in 2- and 5-ml vials (20 mg/ml). 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable for 24 hours at room temperature or, if diluted in D5W, is stable 
for 48 hours if refrigerated and protected from light. 

Leucovorin_mg (200 mg/m^) IV in 250-500 cc of D5W 

• Available in solution or powder. Reconstitute powder with sterile water. May further 
dilute with NS or D5W. 

• Do not mix in same solution with 5-FU, because precipitate will form. Irinotecan and 

leucovorin are infused concurrently, in separate bags through a Y-site over 2 hours. 

(Flush IV/port with NS before starting the 5-FU) 

Then 

5-Fluorouracil_mg (400 mg/m^) IV bolus over 2-4 min 

• No dilution required. Concentration 50 mg/mF. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Then 

5-Fluorouracil_mg (600 mg/m^) IV continuous infusion over 22 hours 

DAY 2: Leucovorin_mg (200 mg/m^) IV in 250-500 cc of NS or D5W 

5-Fluorouracil_mg (400 mg/m^) IV bolus over 2-4 minutes, then 

5-Fluorouracil_mg (600 mg/m^) IV continuous infusion over 22 hours 

DAY 3: Discontinue pump. 

• GI Toxicities: Early diarrhea, most likely a cholinergic effect, can be managed with 

atropine before therapy. Late diarrhea observed in 44% of patients, can be severe, and 

should be treated aggressively. Nausea and vomiting in 35%-60% of those treated, with 

17% experiencing grade 3-4 nausea and 13% experiencing grade 3-4 vomiting. 

• Skin; Hand-foot syndrome (palmar-plantar erythrodysesthesia) occurs in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 
doses. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Bone Marrow Depression; Dose-limiting, grade 3-4 neutropenia in 29%. Nadir in 7-10 
days. CBC weekly. 

• Alopecia; Mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours on days 1 and 2, and 15 minutes day 3. Repeat every 

2 weeks until disease progression. 

Six visits per month. Request three months worth. CBC weekly. 
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IFL FOLFIRI Regimen 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and CEA 

Central line required for continuous infusion 

D5W 

5HT3 and dexamethasone 20 mg in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

DAY 1: Irinotecan_mg (180 mg/m^) IV in 250-500-cc of D5W over 90 minutes 

• Available in 2- and 5-ml vials (20 mg/ml). 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable for 24 hours at room temperature or, if diluted in D5W, is stable 

for 48 hours if refrigerated and protected from light. 

Leucovorin_mg (200 mg/m^) IV in 250-500 cc of D5W over 2 hours. Infuse 
during irinotecan therapy. Prior to 5-FU infusion. 

• Available in solution or powder. Reconstitute solution with sterile water. May further 
dilute with NS or D5W. 

• Do not mix in same solution with 5-FU, because precipitate will form. (Flush IV/port 
with NS before starting the 5-FU) 

5-Fluorouracil_mg (400 mg/m^) IV bolus over 2-4 minutes 

• No dilution required. Concentration 50 mg/mF. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Then 

5-Fluorouacil_mg (2.4 g/m^) IV continuous infusion over 46 hours 

DAY 3: Discontinue pump. 

• GI Toxicities: Early diarrhea, most likely a cholinergic effect, can be managed with at¬ 

ropine before therapy. Late diarrhea observed in 44% of patients, can be severe, and 

should be treated aggressively. Nausea and vomiting in 35%-60% of those treated, with 

17% experiencing grade 3-4 nausea and 13% experiencing grade 3-4 vomiting. 

• Bone Marrow Depression: Dose-limiting, grade 3-4 neutropenia in 29%. Nadir in 7-10 
days. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) occurs in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 
doses. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

• Alopecia: Mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time three hours on day 1 and 15 minutes on day 3. Repeat every 2 weeks. 

Two visits per cycle. Request three months worth of visits. 
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F0LF0X4 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: ,, 

Initiate antidiarrheal protocol: 

CBC: Chemistry panel and CEA 

Central line required for continuous infusion 

D5W 

Palonosetron (Aloxi) and dexamethasone 20 mg in 100 cc of D5W 

DAY 1: Oxaliplatin_ _mg (85 mg/m^) IV in 250-500 cc of D5W over 2 hours 

Classified as an irritant, but extravasations have resulted in induration and formation of 
nodule lasting 9 months or more. 

Available in 50- and 100-mg vials. Concentration is 5 mg/ml. 

Do not use chloride containing solutions or aluminum needles. 

Leucovorin_mg (200 mg/m^) IV in 250-500-cc of D5W over 2 hours 

• Available in solution or powder. Reconstitute solution with sterile water. May further 
dilute with NS or D5W. 

• Do not mix in same solution with 5-FU, because precipitate will form. (Oxaliplatin and 

leucovorin are infused concurrently, in separate bags through a Y-site over 2 hours). 

• DO NOT USE sodium chloride-containing solutions or aluminum needles. (Flush 

IV/port with NS before starting the 5-FU) 

5-Fluorouracil_mg (400 mg/m^) IV bolus over 2-4 minutes 

• No dilution required. Concentration 50 mg/mF. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Then 

5-Fluorouacil_mg (600 mg/m^) IV continuous infusion over 22 hours 

DAY 2: Leucovorin_mg (200 mg/m^) IV in 250-500 cc of NS or D5W 

5-Fluorouracil_mg (400 mg/m^) IV bolus over 2-4 minutes, then 

5-Fluorouracil_mg (600 mg/m^) IV continuous infusion over 22 hours 

DAY 3: Discontinue pump. 

• Acute Neurotoxicities: Are temporary and can occur within hours of or up to 14 days 

after oxaliplatin. Often precipitated by exposure to cold and characterized by dysesthe¬ 

sias, transient paresthesias or hypothesias of hands, feet, perioral area, and throat. 

Pharyngolaryngeal dysesthesia (sensation of discomfort or tightness in the back of the 

throat and inability to breathe) is most frightening to patients. 

• Peripheral Neuropathy: Affects about 48% of patients, usually with a cumulative dose of 

800 mg/m^. S>Tnptoms include paresthesias, dysesthesias, hypoesthesias in a stocking 

and glove distribution, and altered proprioception (knowing where body parts are in 

relation to the whole). 

• GI Toxicities: Nausea and vomiting in 65% of patients; can be severe. Diarrhea in 

80%-90% of patients. 

• Bone Marrow Depression: Mild leukopenia, mild-to-moderate thrombocytopenia, and 
anemia are common. 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: Symptoms range from mild symptoms, i.e., rash, urticaria, erythema, pruritus, or 

emesis to anaphylaxis/severe hypersensitivity characterized by dyspnea, angioedema 

bronchospasm, and hypotension. These reactions occur within minutes of administra¬ 

tion and should be managed with appropriate supportive therapy. Drug-related deaths 

associated with platinum compounds from this reaction have been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 
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Treatment schedule: Chair time 3 hours on days 1 and 2, and 15 minutes on day 3. Repeat every 2 weeks for 
12 cycles. 
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F0LF0X6 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: ' 

CBC: Chemistry panel and CEA 

Central line required for continuous infusion 

D5W 

5HT3 and dexamethasone 10-20 mg in 100 cc of D5W 

DAY 1: Oxaliplatin_mg (100 mg/m^) IV in 250-500 cc of D5W 

Classified as an irritant, but extravasations have resulted in induration and formation of 
nodule lasting 9 months or more. 

Available in 50- and 100-mg vials. Concentration is 5 mg/ml. 

Do not use chloride containing solutions or aluminum needles. 

Leucovorin_mg (400 mg/m^) IV in 250-500 cc of D5W 

• Available in solution or powder. Reconstitute solution with sterile water. May further 
dilute with NS or D5W. 

• Do not mix in same solution with 5-FU, because precipitate will form. Oxaliplatin and 

leucovorin are infused concurrently, in separate bags through a Y-site over 2 hours on 
day 1 only. 

• DO NOT USE chloride-containing solutions or aluminum needles. (Flush IV/port with 
NS before starting the 5-FU) 

5-Fluorouacil_mg (400 mg/m^) IV bolus on day 1 only 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

5-Fluorouacil_mg (2400-3000 mg/m^) IV continuous infusion over 46 hours 

DAY 3: Discontinue pump. 

• Acute Neurotoxicities: Are temporary and can occur within hours of or up to 14 days 

after oxaliplatin. Often precipitated by exposure to cold and characterized by dysesthe¬ 

sias, transient paresthesias or hypothesias of hands, feet, perioral area, and throat. 

Pharyngolaryngeal dysesthesia (sensation of discomfort or tightness in the back of the 

throat and inability to breathe) is most frightening to patients. 

• Peripheral Neuropathy: Affects about 48% of patients, usually with a cumulative dose of 

800 mg/m^. Symptoms include paresthesias, dysesthesias, hypoesthesias in a “stocking 

and glove” distribution, and altered proprioception (knowing where body parts are in 

relation to the whole). 

• GI Toxicides: Nausea and vomiting in 65% of patients; can be severe. Diarrhea in 

80%-90% of patients. 

• Bone Marrow Depression: Mild leukopenia, mild-to-moderate thrombocytopenia, and 

anemia are common. 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: Symptoms range from mild symptoms, i.e., rash, urticaria, erythema, pruritus, or 

emesis to anaphylaxis/severe hypersensitivity characterized by dyspnea, angioedema 

bronchospasm, and hypotension. These reactions occur within minutes of administra¬ 

tion and should be managed with appropriate supportive therapy. Drug-related deaths 

associated with platinum compounds from this reaction have been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time three hours on day 1, and 30 minutes on day 3. Repeat every 14 days until 

disease progression. 

Four visits per month. Request 3 months worth of visits. Estimated number of visits: 
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F0LF0X7 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: ' 

CBC: Chemistry panel and CEA 

Central line required for continuous infusion 

D5W 

5HT3 and dexamethasone 20 mg in 100 cc of D5W 

DAY 1: Oxaliplatin __mg (130 mg/m^) IV in 250-500 cc of D5W 

Classified as an irritant, but extravasations have resulted in induration and formation of 

nodule lasting 9 months or more. 

Available in 50- and 100-mg vials. Concentration is 5 mg/ml. 

Do not use chloride containing solutions or aluminum needles. 

Leucovorin_mg (400 mg/m^) IV in 250-500 cc of D5W 

• Available in solution or powder. Reconstitute powder with sterile water. May further di¬ 

lute with NS or D5W. 

• Do not mix in same solution with 5-FU, because precipitate will form. Oxaliplatin and 

leucovorin are infused concurrently, in separate bags through a Y-site over 2 hours on 

day 1 only. 

• DO NOT USE chloride-containing solutions or aluminum needles. Flush IV/port with 

NS before starting 5-FU 

5-Fluorouracil_mg (2.4 g/m^) IV continuous infusion on days 1 and 2 over 46 
hours 

DAY 3: Discontinue pump. 

• No dilution required. Concentration 50 mg/mF. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

• Acute Neurotoxicities: Are temporary and can occur within hours of or up to 14 days 

after oxaliplatin. Often precipitated by exposure to cold and characterized by dysesthe¬ 

sias, transient paresthesias or hypothesias of hands, feet, perioral area, and throat. 

Pharyngolaryngeal dysesthesia (sensation of discomfort or tightness in the back of the 

throat and inability to breathe) is most frightening to patients. 

• Peripheral Neuropathy: Affects about 48% of patients, usually with a cumulative dose of 

800 mg/m^. Symptoms include paresthesias, dysesthesias, hypoesthesias in a “stocking 

and glove” distribution, and altered proprioception (knowing where body parts are in 

relation to the whole). 

• GI Toxicities: Nausea and vomiting in 65% of patients; can be severe. Diarrhea in 

80%-90% of patients. 

• Bone Marrow Depression: Mild leukopenia, mild-to-moderate thrombocytopenia, and 

anemia are common. 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: Symptoms range from mild symptoms, i.e., rash, urticaria, erythema, pruritus, or 

emesis to anaphylaxis/severe hypersensitivity characterized by dyspnea, angioedema 

bronchospasm, and hypotension. These reactions occur within minutes of administra¬ 

tion and should be managed with appropriate supportive therapy. Drug-related deaths 

associated with platinum compounds from this reaction have been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Fomotil) 

Chair time 3 hours on day 1, and 30 minutes on day 3. Repeat every 14 days until disease 

progression. 

Four visits per month; request 3 months worth of visits Estimated number of visits: 
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Cetuximab + Irinotecan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedlcate: 

Administer: 

Severe Acneform 
Rash 

1st occurrence 

2ncl occurrence 

3rd occurrence 

4th occurrence 

Initiate IV: 

Premedlcate: 

Administer: 

Major Side Effects 

CBC: Chemistry and CEA monitor electrolytes 

EGER expression using immunohistochemistry 

NS 

Diphenhydramine 50 mg in 100 cc of NS 

Cetuximab_mg (400 mg/m^) IV over 2 hours week 1 only 

Cetuximab_mg (250 mg/m^) IV over 1 hour weekly as maintenance dose. 

Followed by 1 hour observation for infusion reactions. 

• Maximum infusion rate 5 mlVmin. 

• Administer through low-protein-binding 0.22-micron in-line filter. 

• Place cetuximab in sterile evacuated container, prime tubing with drug, and then piggy¬ 

back into main line infusion of NS. 

• Do not shake or dilute. 

• Supplied in lOO-mg/50-mL vials; discard 8 hours after opening if kept at room tempera¬ 

ture, 12 hours if refrigerated. 

• Dose reductions for skin reactions from package insert; 

ERBITUX Outcome ERBITUX Dose 

Modification 

Delay infusion 
1 to 2 weeks 

Delay infusion 
1 to 2 weeks 

Delay infusion 
1 to 2 weeks 

Discontine ERBITUX 

Improvement 

No Improvement 

Improvement 
No Improvement 

Improvement 
No Improvement 

Continue at 250 mg/m^ 
Discontinue ERBITUX 

Reduce dose to 200 mg/m^ 
Discontinue ERBITUX 

Reduce dose to 150 mg/m2 

Discontinue ERBITUX 

D5W 

5-HT3 and dexamethasone 20 mg in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (175 mg/m^) IV in 500 cc of D5W on day 1 and every 3 weeks 

• Available in 2- and 5-mL vials (20 mg/mL). 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable for 24 hours at room temperature or, if diluted in D5W, is stable 

for 48 hours if refrigerated and protected from light. 

• Infusion Reaction: Seen with eribitux. Severe allergic reactions (3%-4%) with symptoms 

including rapid onset of airway obstruction (bronchospasm, stirdor, hoarseness), 

dyspnea, fever, chills, rash, itching, and/or hypotension require that treatment be 

stopped immediately and NOT started again. For mild or moderate (grade 1-2) infusion 

reactions (19%), infusion rate should be permanently reduced by 50%. 

• Skin: Acneform rash (90%) can be severe and require dose modification (8%). Parony- 

chial inflammation, especially in thumbs and great toes (14%). May be treated with topi¬ 

cal antibiotic cream or oral antibiotics. 

• Hypomagnesemia may occur in 50% of patients. Grade 3-4 in 10%-15% of patients. 

Electrolyte replacement may be necessary. Closely monitor magnesium, potassium, and 

calcium levels. 

• GI Toxicities with Irinotecan; Early diarrhea, most likely a cholinergic effect, can be man¬ 

aged with atropine before therapy. Late diarrhea observed in 22% of patients, can be 

severe, and should be treated aggressively. Nausea and vomiting in 35%-72% of patients, 

with 17% experiencing grade 3-4 nausea and 13% experiencing grade 3-4 vomiting. 

• Bone Marrow Depression: Dose-limiting, grade 3-4 neutropenia in 17%. Nadir in 6-9 

days. 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Alopecia: Mild. 

• Cardiopulmonary Toxicity: Interstitial Pneumonitis with non-cardiogenic pulmonary 

edema in < 0.5%. Onset between 4-11th doses. Monitor pulmonary' symptoms; if 

interstitial lung disease develops, erbitux should be discontinued. Cardiopulmonary 

arrest/and or sudden death occurred in 2% of patients. Closely monitor electrolyes 

including serum magnesium, potassium, and calcium. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ oprelvekin (Neumega) □ filgrastim (Neupogen) 

□ pegfilgrastim (Neulasta) □ Other_ 

Chair time 4 hours for first treatment with cetuximab and irinotecan, 1 hour for week 

cetuximab, 3 hours for all other courses. Repeat cycle every' 21 days. 

Four visits per month. Request three months worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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XELOX (Capox) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

I 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, LFTs, CEA, and creatinine clearance 

N/A 

D5W 

5-HT3 and dexamethasone 10-20 mg in 100 cc of D5W 

Oxaliplatin_mg (130 mg/m^) IV in 250 cc of 5W over 2 hours on day 1 

• Do not mix with chloride-containing solutions or use aluminum needles. 

• Reconstitute with 10-40 mL of sterile water or D5W 

• Further dilute in D5W. Stable for 24 hours at room temperature. 

Capecitabine_mg (1000 mg/m^) PO bid on days 1-14 

• Available in 150- or 500-mg tablets for oral use. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor international normalized ratios (INRs) closely in patients taking warfarin; may 

increase INR. 

• Acute Neurotoxicities: Are temporary and can occur within hours of or up to 14 days 

after oxaliplatin. Often precipitated by exposure to cold and characterized by dysesthe¬ 

sias, transient paresthesias or hypothesias of hands, feet, perioral area, and throat. 

Pharyngolaryngeal dysesthesia (sensation of discomfort or tightness in the back of the 

throat and inability to breathe) is most frightening to patients. 

• Peripheral Neuropathy: Affects about 48% of patients, usually with a cumulative dose of 

800 mg/m^. Symptoms include paresthesias, dysesthesias, hypoesthesias in a stocking 

and glove distribution, and altered proprioception (knowing where body parts are in 

relation to the whole). 

• GI Toxicities: Nausea and vomiting in 50%-65% of patients; can be severe. Diarrhea 

occurs in up to 40% with 15% being grade 3-4. Stomatitis is common, 3% of which is 

severe. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) occurs in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 

doses. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminases (aspartate transaminase [SCOT], alanine transaminase [SGPT]). Dose 

modifications may be required if hyperbilirubinemia occurs. 

• Renal Insufficiency: Xeloda contraindicated in patients with creatinine clearance < 30 

mL/min, with creatinine clearance of 30-50 mL/min at baseline a dose reduction to 75% 

of capecitabine should be made. 

• Bone Marrow Toxicity: Grade 3-4 neutropenia (15%), thrombocytopenia (4%) 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: Symptoms range from mild symptoms, i.e., rash, urticaria, erythema, pruritus, or 

emesis to anaphylaxis / severe hypersensitivity characterized by dyspnea, angioedema 

bronchospasm, and hypotension. These reactions occur within minutes of administra¬ 

tion and should be managed with appropriate supportive therapy. Drug-related deaths 

associated with platinum compounds from this reaction have been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours. Repeat cycle every 21 days until disease progression. 

One visit per cycle. Request three cycles worth. 
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Capedtabine + Irinotecan (XELIRI) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, LFTs, CEA, and creatinine clearance 

N/A 

NS or D5W 

5-EIT3 and dexamethasone 10-20 mg in 100 cc of NS or D5W 

Atropine 0.25-1.0 mg IV unless contraindicated. 

Capecitabine_mg (1000 mg/m^) PO bid days 1-14 

• Available in 150- and 500-mg tablets. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INR. 

Irinotecan_mg (200-250 mg/m^) IV in 250-500 cc of D5W over 90 minutes 

on day 1 

OR 

Irinotecan_mg (80 mg/m^) IV in 250 cc of D5W over 90 minutes on days 1 

and 8 

• Available in 2- and 5-ml vials (20 mg/ml). 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable for 24 hours at room temperature or, if diluted in D5W, is stable 

for 48 hours if refrigerated and protected from light. 

• GI Toxicities; Nausea and vomiting in 30%-50% of patients, 12% grade 3-4. Diarrhea is 

common, with 20% being grade 3-4. Stomatitis, 3% of which is severe. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) occurs in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 

doses. Grade 3-4 (6%) with XELIRI. 

• Bone Marrow Toxicity: Grade 3-4 neutropenia, 25%. 

• Renal Insufficiency: Xeloda contraindicated in patients with creatinine clearance < 30 

mlVmin, with creatinine clearance of 30-50 mL/min at baseline a dose reduction to 75% 

of capecitabine should be made. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminase (SGOT, SGPT) levels. Dose modifications may be required if hyperbiliru¬ 

binemia occurs. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 2 hours. Repeat cycle every 21 days as tolerated or until disease progression. 

One visit per cycle. Request three cycles. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
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Oxaliplatin + Irinotecan (IROX Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and CEA 

N/A 

D5W 

5-HT3 and dexamethasone 20 mg in 100 cc of D5W 

Oxaliplatin_mg (85 mg/m^) IV in 250-500 cc of D5W on day 1 

• Available in 50- and 100-mg vials for IV use. 

• Dilute with 10-40 mL with sterile water or D5W. 

• Further dilute in a solution of 250 or 500 cc of D5W. 

• Do not administer drug undiluted. 

• NEVER use NS or saline-containing solutions. 

• Reconstituted solution is stable for 24 hours at room temperature. 

Irinotecan_mg (200 mg/m^) IV in 500 cc of D5W day 1 

• Available in 100-mg vials, 20 mg/mL. 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable for 24 hours at room temperature or, if diluted in D5W, is stable 

for 48 hours if refrigerated and protected from light. 

• Acute Neurotoxicities: Are temporary and can occur within hours of or up to 14 days 

after oxaliplatin. Often precipitated by exposure to cold and characterized by dysesthe¬ 

sias, transient paresthesias or hypothesias of hands, feet, perioral area, and throat. 

Pharyngolaryngeal dysesthesia (sensation of discomfort or tightness in the back of the 

throat and inability to breathe) is most frightening to patients. 

• Peripheral Neuropathy: Affects about 48% of patients, usually with a cumulative dose of 

800 mg/m^. Symptoms include paresthesias, dysesthesias, hypoesthesias in a stocking 

and glove distribution, and altered proprioception (knowing where body parts are in 

relation to the whole). 

• GI Toxicides: Nausea and vomiting; can be severe. Diarrhea can be dose limiting. Early 

diarrhea, most likely a cholinergic effect, can be managed with atropine before therapy. 

Late diarrhea can be severe and should be treated aggressively. 

• Bone Marrow Depression: Myelosuppression, dose-limiting neutropenia. CBC weekly. 

• Renal: Renal toxicity is uncommon. 

• Ototoxicity: Rare in contrast to cisplatin. 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: Symptoms range from mild symptoms, i.e., rash, urticaria, erythema, pruritus, or 

emesis to anaphylaxis / severe hypersensitivity characterized by dyspnea, angioedema 

bronchospasm, and hypotension. These reactions occur within minutes of administra¬ 

tion and should be managed with appropriate supportive therapy. Drug-related deaths 

associated with platinum compounds from this reaction have been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 4 hours on day 1. Repeat cycle every 3 weeks until disease progression. 

Weekly visits. Request four cycles worth of visits. 
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Dose Calculation by: 1. 2. 
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Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 
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5-Fluorouracil + Leucovorin (Mayo Clinic Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 and 10-20 mg of dexamethasone if necessary 

3-Fluorouracil_mg (425 mg/m^/day) IV on days 1-5 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Leucovorin_mg (20 mg/m^/day) IV on days 1-5, administered before 5-FU 

• Available in solution or powder. Reconstitute solution with sterile water. May further di¬ 
lute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

• Bone Marrow Depression: Nadir 10—14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicities: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot syn¬ 
drome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour on days 1-5. Repeat cycle every 4-5 weeks. 

6 days per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
Diagnosis Ht Wt M^ 
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5-Fluorouradl + Leucovorin (Roswell Park Cancer Institute Regimen/High Dose) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 and 10-20 mg of dexamethasone if necessary 

3-Fluorouracil_mg (500 mg/m^) IV bolus 1 hour after start of leucovorin 

weekly for 6 weeks 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Leucovorin_mg (500 mg/m^) IV over 2 hours, weekly for 6 weeks 

• Available in solution or powder. Reconstitute solution with sterile water. May further 

dilute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

• Bone Marrow Depression: Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• G1 Toxicities: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin; Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour weekly for 6 weeks. Repeat every 6 weeks for four cycles. 

Six visits per cycle, 24 per course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 
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5-Fluorouracil + Leucovorin 

Baseline laboratory tests: 

Initiate IV: 

Premedicate: 

Administer: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

+ Bevadzumab 

CBC: Chemistry and CEA and urine test for protein baseline and periodically throughout 
treatment cycles 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 and 10-20 mg of dexamethasone if necessary 

Leucovorin_mg (500 mg/m^) IV over 2 hours, weekly for 6 weeks 

• Available in solution or powder. Reconstitute solution with sterile water. May further 
dilute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

5-Fluorouracil_mg (500 mg/m^) IV weekly for 6 weeks 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W 

Bevacizumab_mg (5 mg/kg) IV every 2 weeks 

• Single-use vial (10 mg/mL); use within 8 hours of opening. 

• Further dilute in NS (100-150 cc). 

• Initial infusion over 90 minutes; if well tolerated, give second dose over 60 minutes, and 

if well tolerated, subsequent doses over 30 minutes. 

• DO NOT administer perioperatively—may inhibit wound healing. 

• Infusion reaction vrith bevacizumab: Characterized by fever, rigors, or chills. If reaction 

occurs; stop infusion, and keep main line open. May require meperidine, antihistamines, 

or dexamethasone for rigors, as prescribed by physician. Symptoms usually last about 20 

minutes. May resume infusion 30 minutes after symptoms resolve. 

• Cardiovascular: Hypertension (11%) in the form of hypertensive crisis or hypertension 

not controlled by current antihypertensive medications may require discontinuation of 
the drug (bevacizumab). 

• Hemostasis; Thrombotic events (19%), bleeding (3.1%), or thrombocytopenia may 
occur. 

• Renal: Nephrotic syndrome and proteinuria may occur. Check for presence of protein in 

urine. Dipstick or urinalyses to detect proteinuria. 24-hour urine for 4+ protein or use 

the protein-to-creatinine (UPC) ratio to monitor. (For UPC obtain a random urine 

protein and a random urine creatinine. Divide the urine protein by the urine creatinine 

to obtain the ratio. A ratio of < 0.1 mg/dl is normal. UPC > 2.5 suggests presence of 

nephritic range proteinuria. The clinical significance or increased proteinuria has not 
been determined. 

• Bone Marrow Depression: Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 
related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicities; Nausea and vomiting occur in 30%-50% of patients but are usually mild. 
Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 
syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour weekly for 6 weeks. Nadir drawn between days 10 and 14. Repeat every 
8 weeks for four cycles. 

Six visits per cycle, 24 visits per course. Estimated number of visits: 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 
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5-Fluorouradl + Leucovorin (German Schedule/Low Dose) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or S-HT^ and 10-20 mg of dexamethasone if necessary 

5-Fluorouracil_mg (600 mg/m^) IV weekly for 6 weeks 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Leucovorin_mg (20 mg/m^) IV weekly for 6 weeks; administer before 
5-Fluorouracil 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

• Available in solution or powder. Reconstitute powder with sterile water. May further 

dilute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

• Bone Marrow Depression; Nadir at day 10-14. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicides: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 
syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour weekly for 6 weeks. Repeat cycle every 8 weeks. 

Twelve visits per cycle. Nadir drawn between days 10-14. Request four cycles worth of 
visits. 

Dose Calculation by: 1. __2. 

Physician Date 

Patient Name ID Number 

/ / 
Diagnosis Ht Wt M^ 
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5-Fluorouracil (de Gramont Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CEA 

Central line placement 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 and 10-20 mg dexamethasone if necessary 

DAYS 1 & 2: 5-Fluorouracil_mg (400 mg/m^) IV bolus, 

then 

5-Fluorouracil_mg (600 mg/m^) IV over 22 hours days 1 and 2 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Leucovorin_mg (200 mg/m^) IV over 2 hours before 5-FU days 1 and 2 

• Available in solution or powder. Reconstitute powder with sterile water. May further 

dilute with NS or D5W. 

• Do not mix in same solution with 5-FU, because precipitate will form. 

DAY 3: Discontinue pump. 

• Bone Marrow Depression: Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicides: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Fomotii) 

Chair time 3 hours on days 1 and 2, and 15 minutes day 3. Repeat cycle every 2 weeks. 

Two visits per cycle. Request three to four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

_! 
Ht 

/ 

Wt m2 

f 
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F0LF0X4 + Bevadzumab 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry panel, and urine test for protein baseline and periodically throughout 
treatment cycles. 

Central line required for continuous infusion 

D5W 

5 HT3 and dexamethasone 20 mg in 100 cc of D5W 

Day 1: Bevacizumab_mg (10 mg/kg) IV every 2 weeks 

• Single-use vial (10 mg/mL); use within 8 hours of opening 

• Further dilute in NS (100-150 cc). 

• Initial infusion over 90 minutes; if well tolerated, give second dose over 60 minutes, and 

if well tolerated, subsequent doses over 30 minutes. 

• DO NOT administer perioperatively—may inhibit wound healing. 

DAY 1; Oxaliplatin_mg (85 mg/m^) IV in 250-500 cc of D5W over 2 hours 

Classified as an irritant, but extravasations have resulted in induration and formation of 
nodule lasting 9 months or more. 

• Available in 50- and 100-mg vials. Concentration is 5 mg/ml. 

• Do not use chloride containing solutions or aluminum needles. 

Leucovorin_mg (200 mg/m^) IV in 250-500 cc of D5W over 
2 hours 

• Available in solution or powder. Reconstitute solution with sterile water. May further 
dilute with NS or D5W 

• Do not mix in same solution with 5-FU, because precipitate will form. 

(Oxaliplatin and leucovorin are infused concurrently, in separate bags through a Y-site over 

2 hours). DO NOT USE sodium chloride-containing solutions or aluminum needles. 

5-Fluorouracil_mg (400 mg/m2) IV bolus over 2-4 minutes, 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

then 

5-Fluorouacil_mg (600 mg/m^) IV continuous infusion over 22 hours 

DAY 2: Leucovorin_mg (200 mg/m^) IV in 250-500 cc of NS or D5W 

5-FluorouraciI_mg (400 mg/m^) IV bolus over 2-4 minutes, then 

5-Fluorouracil_mg (600 mg/m^) IV continuous infusion over 22 hours 

DAY 3: Discontinue pump. 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: Symptoms range from mild symptoms, i.e., rash, urticaria, erythema, pruritus, or 

emesis to anaphylaxis / severe hypersensitivity characterized by dyspnea, angioedema 

bronchospasm, and hypotension. These reactions occur within minutes of administra¬ 

tion and should be managed with appropriate supportive therapy. Drug-related deaths 

associated with platinum compounds from this reaction have been reported. 

• Infusion Reaction with bevacizumab: Characterized by fever, rigors, or chills. If reaction 

occurs: stop infusion, and keep main line open. May require meperidine, antihistamines, 

or dexamethasone for rigors, as prescribed by physician. Symptoms usually last about 20 

minutes. May resume infusion 30 minutes after symptoms resolve. 

• Cardiovascular: Hypertension (11%) in the form of hypertensive crisis or hypertension 

not controlled by current antihypertensive medications may require discontinuation of 
the drug (bevacizumab). 

• Hemostasis: Thrombotic events (19%), bleeding (3.1%), or thrombocytopenia may 
occur. 

• Renal: Nephrotic syndrome and proteinuria may occur. Check for presence of protein in 

urine. Dipstick or urinalyses to detect proteinuria. 24-hour urine for 4-F protein or use 

the protein-to-creatinine (UPC) ratio to monitor. (For UPC obtain a random urine pro¬ 

tein and a random urine creatinine.) Divide the urine protein by the urine creatinine to 
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Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

obtain the ratio. A ratio of < 0.1 mg/dl is normal. UPC < 2.5 suggests presence of 

nephritic range proteinuria. The clinical significance or increased proteinuria has not 

been determined. 

• Acute Neurotoxicities: Are temporary and can occur within hours of or up to 14 days 

after oxaliplatin. Often precipitated by exposure to cold and characterized by 

dysesthesias, transient paresthesias or hypothesias of hands, feet, perioral area, and 

throat. Pharyngolaryngeal dysesthesia (sensation of discomfort or tightness in the back 

of the throat and inability to breathe) is most frightening to patients. 

• Peripheral Neuropathy: Affects about 48% of patients, usually with a cumulative dose of 

800 mg/m^. Symptoms include paresthesias, dysesthesias, hypoesthesias in a stocking 

and glove distribution, and altered proprioception (knowing where body parts are in 

relation to the whole). 

• GI Toxicities: Nausea and vomiting in 65% of patients; can be severe. Diarrhea in 

80%-90% of patients. 

• Bone Marrow Depression: Mild leukopenia, mild-to-moderate thrombocytopenia, and 

anemia are common. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 4-5 hours on days 1, 3 hours on day 2, and 15 minutes on day 3. Repeat every 2 

weeks for 12 cycles. 

36 visits (6 per month for 6 months or until disease progression) 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 
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Capecitabine + Oxaliplatin (XELOX) + Bevacizumab 

Baseline laboratory tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, bilirubin, LFTs, CEA, creatinine clearance, and urine test for protein base¬ 

line and periodically throughout treatment cycles. 

D5W 

5-HT3 and dexamethasone 10-20 mg in 100 cc of D5W 

Bevacizumab __mg (7.5 mg/kg) IV every 2 weeks 

• Single-use vial (10 mg/mL); use within 8 hours of opening. 

• Further dilute in NS (100-150 cc). 

• Initial infusion over 90 minutes; if well tolerated, give second dose over 60 minutes, and 

if well tolerated, subsequent doses over 30 minutes. 

• DO NOT administer perioperatively—may inhibit wound healing. 

Oxaliplatin_mg (130 mg/m^) IV in 250 cc of D5W over 2 hours on day 1 

• Available in 50- and 100-mg vials. Concentration is 5 mg/mL. 

• Do not mix with chloride-containing solutions or use aluminum needles. 

• Reconstitute with 10-40 mL of sterile water or D5W. 

• Further dilute in D5W. Stable for 24 hours at room temperature. 

Capecitabine_mg (850 mg/m^) PO bid on days 1-14 

• Available in 150- or 500-mg tablets for oral use. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor international normalized ratios (INRs) closely in patients taking warfarin; may 

increase INR. 

• Infusion Reaction with bevacizumab: Characterized by fever, rigors, or chills. If reaction 

occurs; stop infusion, and keep main line open. May require meperidine, antihistamines, 

or dexamethasone for rigors, as prescribed by physician. Symptoms usually last about 20 

minutes. May resume infusion 30 minutes after symptoms resolve. 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: May occur after 10-12 cycles. Symptoms range from mild symptoms, i.e., rash, 

urticaria, erythema, pruritus, or emesis to anaphylaxis / severe hypersensitivity charac¬ 

terized by dyspnea, angioedema bronchospasm, and hypotension. These reactions occur 

within minutes of administration and should be managed with appropriate supportive 

therapy. Drug-related deaths associated with platinum compounds from this reaction 

have been reported. 

• Cardiovascular: Hypertension (11%) in the form of hypertensive crisis or hypertension 

not controlled by current antihypertensive medications may require discontinuation of 

the drug (bevacizumab). 

• Hemostasis: Thrombotic events (19%), bleeding (3.1%), or thrombocytopenia may 

occur. 

• Renal Insufficiency: Xeloda contraindicated in patients with creatinine clearance < 30 

mL/min, with creatinine clearance of 30-50 mL/min at baseline a dose reduction to 75% 

of capecitabine should be made. 

• Renal; Nephrotic syndrome and proteinuria may occur. Check for presence of protein in 

urine. Dipstick or urinalyses to detect proteinuria. 24-hour urine for 4+ protein or use 

the protein-to-creatinine (UPC) ratio to monitor. (For UPC obtain a random urine pro¬ 

tein and a randorn urine creatinine.) Divide the urine protein by the urine creatinine to 

obtain the ratio. A ratio of < 0.1 mg/dl is normal. UPC < 2.5 suggests presence of 

nephritic range proteinuria. The clinical significance or increased proteinuria has not 

been determined. 

• Acute neurotoxicities: Are temporary and can occur witbin hours of or up to 14 days 

after oxaliplatin. Often precipitated by exposure to cold and characterized by 

dysesthesias, transient paresthesias or hypothesias of hands, feet, perioral area, and 

throat. Pharyngolaryngeal dysesthesia (sensation of discomfort or tightness in the back 

of the throat and inability to breathe) is most frightening to patients. 



Colorectal Cancer 205 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

• Peripheral Neuropathy; Affects about 48% of patients, usually with a cumulative dose of 

800 mg/m^. Symptoms include paresthesias, dysesthesias, hypoesthesias in a stocking 

and glove distribution, and altered proprioception (knowing where body parts are in 

relation to the whole). 

• GI Toxicities: Nausea and vomiting in 50%-65% of patients; can be severe. Diarrhea 

occurs in up to 40%, with 15% being grade 3-4. Stomatitis is common, 3% of which is 

severe. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) occurs in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 

doses. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic; Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminases (aspartate transaminase [SCOT], alanine transaminase [SGPT]). Dose 

modifications may be required if hyperbilirubinemia occurs. 

• Bone Marrow Toxicity: Grade 3-4 neutropenia (15%), thrombocytopenia (4%). 

• Anaphylactic/anaphylactoid reactions to eloxatin have been reported. Delayed hypersen¬ 

sitivity: Symptoms range from mild symptoms, i.e., rash, urticaria, erythema, pruritus, or 

emesis to anaphylaxis/severe hypersensitivity characterized by dyspnea, angioedema 

bronchospasm, and hypotension. These reactions occur within minutes of administra¬ 

tion and should be managed with appropriate supportive therapy. Drug-related deaths 

associated with platinum compounds from this reaction have been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 4-5 hours first cycle, then 3 hours for other courses. Repeat cycle every 21 days 

until disease progression. 

One visit per cycle. Request three cycles worth. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 
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Trimetrexate + 5-FluorouracU + Leucovorin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or S-HT^ and 10-20 mg of dexamethasone if necessary 

Trimetrexate_mg (110 mg/m^) IV in 250 cc of D5W on day 1 

• Available as a lyophilrzed powder in 5- or 30-mL multidose vials for IV use. 

• Reconstitute with 2 mL of D5W or sterile water. 

• Filter with a 0.22-micron filter before further dilution. Inspect for cloudiness or 

precipitate. 

• Further dilute in D5W to a final concentration of 0.25-2.0 mg/mL. 

• Stable for 24 hours at room temperature or refrigerated. 

• Incompatible with chloride solutions, because precipitate forms immediately, and 

leucovorin. 

5-Fluorouracil_mg (500 mg/m^) IV on day 2, immediately after leucovorin 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

Leucovorin_mg (200 mg/m^) IV on day 2; administer before 

5-Fluorouracil 

• Available in solution or powder. Reconstitute solution with sterile water. May further 

dilute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

Leucovorin 15 mg PO every 6 hours for seven doses, starting 6 hours after 

5-Fluorouracil 

• Bone Marrow Depression: Leukopenia is dose-limiting toxicity. 

• GI Toxicides; Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Hepatic Toxicities: Transient elevation in serum transaminase levels. Clinically 

asymptomatic. 

• Pulmonary: Dyspnea may occur and can be severe. 

• Skin; Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. Alopecia likely. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour weekly for 6 weeks. Repeat cycle every 8 weeks. 

Six visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Colorectal Cancer 207 

Hepatic Artery Infusion 

Floxuridine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CEA 

Hepatic artery line for arterial infusion. 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

H2 antagonist antihistamine (i.e., ranitidine 150 mg PO bid) administered concurrently 

during intra-arterial infusion to prevent development of peptic ulcer disease. 

Floxuridine_(0.3 mg/kg/day) HAT days 1-14 

• Available as a 500-mg vial of lyophilized powder for intra-arterial use. 

• Dilute with 3 mL of sterile water and then further dilute with NS or D5W. 

• Reconstituted solution is stable for up to 2 weeks under refrigeration. 

Dexamethasone 20 mg HAI on days 1-14 

Heparin 50,000 units HAI on days 1-14 

• GI Toxicities; Nausea and vomiting occur infrequently and are mild. Anorexia is 

common, as is mild mucositis. Gastritis may occur, with abdominal cramping and pain. 

Duodenal ulcers may occur, be painless, and lead to gastric outlet obstruction and 

vomiting. 

• Hepatic: Chemical hepatitis may be severe, with increased alkaline phosphatase, liver 

transaminase, and bilirubin levels. Sclerosing cholangitis is a rare event. 

• Intra-arterial Catheter Problems: Leakage, arterial ischemia or aneurysm, bleeding at 

catheter site, catheter occlusion, thrombosis or embolism of artery, vessel perforation or 

dislodged catheter, infection, and biliary sclerosis. 

• Skin: Hand-foot syndrome. Erythema, dermatitis, pruritus, or rash may occur. 

• Neurotoxicity: Manifested by somnolence, confusion, seizures, cerebellar ataxia, vertigo, 

nystagmus, depression, hemiplegia, hiccups, and lethargy. Blurred vision, and rarely 

encephalopathy. 

• Bone Marrow Suppression: Myelosuppression occurs rarely. Nadir day 9-14. 

• Cardiac Toxicity: Symptoms of chest pain, electrocardiographic changes, and serum 

enzyme elevation occur rarely. Increased risk in patients with prior history of ischemic 

heart disease. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Miscellaneous: Fever malaise, catheter infections. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetm alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour on days 1-14. Repeat cycle every 14 days until disease progression. 

14 visits per cycle. Ask for three to four cycles worth of visits. May require hospitalization 

for all or part of treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 
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Single-Agent Regimens 

Capedtabine (Xeloda) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate diarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, LFTs, CEA, and creatinine clearance 

N/A 

N/A 

Oral phenothiazine or b-HT^ 

Capedtabine_mg (1250 mg/m^/day) PO bid on days 1-14 

• Dose may be decreased to 850-1000 mg/m^ PO bid on days 1-14. This may reduce the 

risk of toxicity without compromising efficacy. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INR. 

• Stop therapy at first signs of hand-foot syndrome or diarrhea. 

• GI Toxicides: Nausea and vomiting, in 30%-50% of patients, is usually mild to moderate. 

Diarrhea occurs in up to 40%, with 15% being grade 3-4. Stomatitis is common, 3% of 

which is severe. 

• Bone Marrow Suppression: Less than 5-FU. 

• Renal Insufficiency: Contraindicated in patients with creatinine clearance < 30 mlVmin, 

CrCl 30-50 mL/min at baseline should have dose reduction to 75% of total dose. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) seen in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 

doses. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminase (SCOT, SGPT) levels. Dose modifications may be required if hyperbiliru¬ 

binemia occurs. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

No chair time. Repeat cycle every 21 days. 

One to two visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
M^ Diagnosis Ht Wt 
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Irinotecan {CPT-ll/Weekly Schedule) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and CEA 

N/A 

D5W 

5-HT3 and dexamethasone 20 mg in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (125 mg/m^) IV in 500 cc of D5W over 90 minutes weekly for 
4 weeks, repeat every 6 weeks 

OR 

Irinotecan_mg (125 mg/m^) IV in 500 cc of D5W over 90 minutes weekly for 
2 weeks, repeat every 3 weeks 

OR 

Irinotecan_mg (175 mg/m^) IV in 500 cc of D5W on days 1 and 10 every 
3 weeks 

• Available in 100-mg vials. 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable for 24 hours at room temperature or, if diluted in D5W, is stable 
for 48 hours if refrigerated and protected from light. 

• GI Toxicities; Early diarrhea, most likely a cholinergic effect, can be managed with at¬ 
ropine before therapy. Late diarrhea observed in 22% of patients, can be severe, and 
should be treated aggressively. Nausea and vomiting in 35%-60% of patients, with 17% 
experiencing grade 3-4 nausea and 13% experiencing grade 3-4 vomiting. 

• Bone Marrow Depression: Dose-limiting, grade 3-4 neutropenia in 17%. Nadir in 6-9 
days. Monitor CBC weekly. 

• Alopecia: Mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 2 hours weekly for 4 weeks. Repeat cycle every 6 weeks until disease progres¬ 
sion. 
Weekly for 4 weeks. Request 6 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 
/ 

Wt 
/ _ 

M^ 

I 
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Irinotecan (CPT-ll/Monthly Schedule) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and CEA 

N/A 

D5W 

5-HT3 and dexamethasone 20 mg in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (350 mg/m^) IV on day 1 repeat every 3 weeks 

• Store at room temperature; protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable for 24 hours at room temperature; if diluted in D5W, is stable for 

48 hours if refrigerated and protected from light. 

• GI Toxicities: Early diarrhea, most likely a cholinergic effect, can be managed with at¬ 

ropine before therapy. Late diarrhea observed in 22% of patients, can be severe, and 

should be treated aggressively. Nausea and vomiting in 35%-60% of patients, with 17% 

experiencing grade 3-4 nausea and 13% experiencing grade 3-4 vomiting. 

• Bone Marrow Depression; Dose-limiting, grade 3-4 neutropenia in 17%. Nadir in 

6-9 days. 

• Alopecia: Mild. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 2 hours on day 1. Repeat cycle every 3 weeks as tolerated or until disease 

progression. 

One visit per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Cetuximab (Erbitux) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry and CEA, monitor electrolytes 

EGER expression using immunohistochemistry 

NS 

Diphenhydramine 50 mg in 100 cc of NS 

Cetuximab_mg (400 mg/m^) IV over 2 hours week 1 only 

Cetuximab_mg (250 mg/m^) IV over 1 hour weekly as maintenance dose. 
Eollowed by 1 hour observation for infusion reactions. 

• Maximum infusion rate 5 mlVmin. 

• Administer through low-protein-binding 0.22-micron in-line filter. 

• Place cetuximab in sterile evacuated container, prime tubing with drug, and then piggy¬ 
back into main line infusion of NS. 

• Do not shake or dilute. 

• Supplied in lOO-mg/50-mL vials; discard 8 hours after opening if kept at room tempera¬ 
ture, 12 hours if refrigerated. 

• Dose reductions for skin reactions from package insert: 

Severe Acneform 
Rash 

ERBITUX Outcome ERBITUX Dose 
Modification 

1st occurrence Delay infusion 
1 to 2 weeks 

Improvement 
No Improvement 

Continue at 250 mg/m^ 
Discontinue ERBITUX 

2ncl occurrence Delay infusion 
1 to 2 weeks 

Improvement 
No Improvement 

Reduce dose to 200 mg/m^ 
Discontinue ERBITUX 

3rd occurrence 

4th occurrence 

Delay infusion 
1 to 2 weeks 

Discontine ERBITUX 

Improvement 

No Improvement 
Reduce dose to 150 mg/m2 

Discontinue ERBITUX 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Treatment schedule: 

Estimated number of visits: 

• Infusion Reaction: Severe allergic reactions (3%-4%) with symptoms including rapid 

onset of airway obstruction (bronchospasm, stirdor, hoarseness), dyspnea, fever, chills, 

rash, itching, and/or hypotension require that treatment be stopped immediately and 

NOT started again. Eor mild or moderate (grade 1-2) infusion reactions (19%), infusion 
rate should be permanently reduced by 50%. 

• Skin: Acneform rash (90%) can be severe and require dose modification (8%). Parony- 

chial inflammation, especially in thumbs and great toes (14%). May be treated with topi¬ 
cal antibiotic cream or oral antibiotics. 

• Hypomagnesemia may occur in 50% of patients. Grade 3-4 in 10%-15% of patients. 

Electrolyte replacement may be necessary. Closely monitor magnesium, potassium, and 
calcium levels. 

• GI Symptoms: Nausea and vomiting, 25% in monotherapy and 72% in combination with 
irinotecan. 

• Pulmonary Toxicity: Interstitial pneumonitis with non-cardiogenic pulmonary edema in 

< 0.5%. Onset between 4-11th doses. Monitor pulmonary symptoms; if interstitial lung 

disease develops, erbitux should be discontinued. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ oprelvekin (Neumega) □ filgrastim (Neupogen) 

□ pegfilgrastim (Neulasta) □ Other_ 

Chair tim.e 2 hours. Repeat cycle every 3-4 weeks. 

Chair time 2-3 hours includes premeds, drug infusion, and 1-hour observation time. 

Repeat weekly as tolerated or until disease progression. 

Pour visits per month. Request three months worth of visits. 
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Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 
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5-Fluorouradl (Continuous Infusion) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry and CEA 

Central line placement 

0.9% sodium chloride only if administering IV antiemetics 

Oral phenothiazine or 5-HT3 

Fluorouracil_mg (2600 mg/m^) IV over 24 hours weekly for 4 weeks 

OR 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

Fluorouracil_mg (1000 mg/m^/day) IV continuous infusion on days 1-4 

• No dilution required. Concentration 50 mg/mL. 

• Can be further diluted with 0.9% sodium chloride or D5W. 

• Bone Marrow Depression: Nadir 10—14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicities: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 
syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour weekly for 4 weeks. Repeat cycle every 21-28 days. 

Four visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



ENDOMETRIAL CANCER 

Combination Regimens 

Paclitaxel and Carboplatin .216 

Paclitaxel: 175 mg/m^ IV over 3 hours on day 1 

Carboplatin: area under the curve (AUC) 5-7, IV on day 1 

Repeat cycle every 28 days.^’^"^^ 

Doxorubicin: 60 mg/ni^ IV on day 1 

Cyclophosphamide: 500 mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^'^'^ 

AP .218 

Doxorubicin: 50 mg/m^ IV on day 1 

Cisplatin: 50 mg/m^ IV on day 1 

Repeat cycle every 21 days.^-^”^^ 

Doxorubicin: 50 mg/m^ IV on day 1 

Paclitaxel: 150 mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^”^^ 

Cisplatin + Doxorubicin + Paclitaxel.220 

Cisplatin: 50 mg/m^ IV on day 1 

Doxorubicin: 45 mg/m^ IV on day 1 

Paclitaxel: 160 mg/m^ IV over 3 hours on day 2 

Filgrastim: 5 p-g/kg SC on days 3-12 

Repeat cycle every 21 days.^^"*^^ 

Cyclophosphamide: 500 mg/m^ IV on day 1 

Doxorubicin: 50 mg/m^ IV on day 1 

Cisplatin: 50 mg/m^ IV on day 1 

Repeat cycle every 21 days.ki'^^ 

214 
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Single-Agent Regimens 

Doxorubicin. 

Doxorubicin; 60 mg/m^ IV on day 1 

Repeat cycle every 21 days.hi49 

Megestrol .. 

Megestrol: 160 mg PO daily 

Repeat on a daily basis. 

Paclitaxel ... 

Paclitaxel: 200 mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.h'^^i 

Reduce dose to 175 mg/m^ IV for patients with prior pelvic radiation 

therapy. 

Topotecan...227 

Topotecan: 1.0 mg/m^/day IV on days 1-5 

Repeat cycle every 21 days.hi52 

Reduce dose to 0.8 mg/m^/day IV on days 1-3 in patients with prior radia¬ 

tion therapy. 

Medroxyprogesterone.228 

Medroxyprogesterone: 200 mg PO daily 

Repeat on a daily basis. 
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Combination Regimens 

Paclitaxel and Carboplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Stable for up to 27 hours at room temperature, 0.3-1.2 mg/mL solutions. 

• Final concentration is ^ 1.2 mg/mL 

• Available in 50-, 100-, and 200-mg vials; 1 mg/mL 

• Use non-PVC containers and tubing with 0.22-micron inline filter to administer. 

Carboplatin_mg (AUC 5—7) IV on day 1 

• Use within 24 hours of reconstitution or preparation. 

• Available in 50-, 150-, and 450-mg lyophilized powder; mix with sterile water, D5W or 

NS for concentration of 10 mg/ml; stable for 8 hours after mixing. 

• Also available in 50-, 150-, 450- and 600-mg aqueous solution 10 mg/mL multidose vial; 

multidose vials stable for 14 days with multiple needle sticks; once diluted stable for 

8 hours. 

• Do not use aluminum needles, because precipitate will form. 

• Give carboplatin after paclitaxel to decrease toxicities 

• Hypersensitivity Reaction: Paclitaxel (30%-40%). Premedicate as described. Character¬ 

ized by generalized rash, flushing, back pain, erythema, hypotension, dyspnea, and/or 

bronchospasm. Increased risk of hypersensitivity reactions in patients receiving more 

than seven courses of carboplatin therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• G1 Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and/or diarrhea occurs in 30%-40% of patients. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^"*", Na, and P. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. 

• Alopecia: Loss of total body hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat cycle every 28 days until disease progression. 

One visit per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 
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Doxorubicin + Cyclophosphamide (AC) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry and LFTs 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cyclophosphamide_mg (500 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials 

• Dilute with sterile water to make final concentration 20 mg/mL; shake well to ensure 

that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and for 6 days 
refrigerated. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all occur; may be 
severe. 

• GI Toxicides: Nausea and vomiting is moderate to severe and can be acute or delayed. 

Stomatitis and diarrhea occurs in 10% of patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses < 450 mg/m^, cardiomyopathy may occur. Cyclophosphamide may increase the 

risk of doxorubicin-induced cardiotoxicity. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is 

required in the presence of liver dysfunction. 

• Bladder Toxicides: Hemorrhagic cystitis, dysuria, and urinary frequency. Usually prevent¬ 
able with adequate hydration. 

• GU: Red-orange discoloration of urine; resolves in 24-48 hours. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia. 

• Reproduction: Drugs are teratogenic and mutagenic. 

Initiate antiemetic protocol: Moderately to severely emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 2 hours on day 1. Repeat cycle every 21 days. 

Estimated number of visits: Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 

/ 
Wt 

/ _ 

m2 
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Doxorubicin + Cisplatin (AP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Doxorubicin_mg (50 mg/m^) IV push on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (50 mg/m^) IV over 1-2 hours on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in solution as 1 mg/mL. 

Further dilute solution with 250 cc or more NS (1-2 liters). 

• Bone Marrow Depression; Leukopenia, thrombocytopenia, and anemia all seen, may be 

severe. 

• GI Toxicities: Nausea and vomiting is moderate to severe and can be acute or delayed. 

Stomatitis occurs in 10% of patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. Risk of cardiotoxicity increased when 

doxorubicin is given with trastuzumab (Herceptin) or mitomycin. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. 

• Electrolyte Imbalance; Decreases Mg^'^, K, Ca^"*", Na, and P. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia occurs with doses 

> 50 mg/m^. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus with cisplatin. 

• Reproduction: Drugs are teratogenic and mutagenic. 

Moderately to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 
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Doxorubicin + Paclitaxel (AT) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^"^) 

Central line placement for continuous infusion and MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Doxorubicin_mg (50 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution 

• Doxorubicin will form precipitate if it is mixed with heparin or 5-FU. 

Paclitaxel_mg (150 mg/m^) IV on day 1 

• Stable for up to 27 hours at room temperature, 0.3-1.2 mg/mL solutions. 

• Available in 30- and 300-mg vials 6 mg/mL and 100-mg vial 16.7 mg/mL. 

• Futher dilute in NS or D5W for final concentration < 1.2 mg/ml. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, back pain, and/or bronchospasm. 

Usually occurs within the first 2-3 minutes of infusion and almost always within the first 

10 minutes. Premedicate as described-. 

• Bone Marrow Depression; Dose-limiting neutropenia. Use G-CSF support. 

• GI Toxicities: Nausea and vomiting is moderate to severe. Stomatitis can occur but is not 
dose limiting. 

• GU: Red-orange discoloration of urine; resolves in 24-48 hours. 

• Cardiac; Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses < 450 mg/m^, cardiomyopathy may occur. Cyclophosphamide may increase the 

risk of doxorubicin-induced cardiotoxicity. 

• Neurotoxicity: Sensory neuropathy with numbness/paresthesias; dose related. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Alopecia. 

• Reproduction: Teratogenic, mutagenic, and carcinogenic. 

Moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Repeat every 21 days. 

Chair time 4-5 hours every 3 weeks. Nadir day 10-14. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



220 Endometrial Cancer 

Cisplatin + Doxorubicin + 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Paclitaxel 

CBC: Chemistry (including 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cisplatin_mg (50 mg/m^) IV on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with at least 250 cc or mm of NS 

Doxorubicin_mg (45 mg/m^) IV push on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if mixed with heparin or 5-FU. 

Paclitaxel_mg (160 mg/m^) IV over 3 hours on day 2 

• Stable for up to 27 hours at room temperature, 0.3-1.2 mg/mL solutions. 

• Available in 30- and 300-mg vials 6 mg/mL and 100-mg vial 16.7 mg/mL. 

• Futher dilute in NS or D5W for final concentration < 1.2 mg/ml 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, back pain, and/or bronchospasm. 

Usually occurs within the first 2-3 minutes of infusion and almost always within the first 

10 minutes. Premedicate as described. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen, may be 

severe. Dose-limiting neutropenia with nadir at days 8-10 and recovery by days 15-21. 

Decreased incidence of neutropenia with 3-hour schedule when compared with 24-hour 

schedule. G-CSF support recommended. 

• Neurotoxicity: Sensory neuropathy. More frequent with longer infusions and at doses 

<175 mg/m^. Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus with cisplatin. 

• GI Toxicides: Nausea and vomiting is moderate to severe and can be acute or delayed. 

Stomatitis occurs in 10% of patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses < 450 mg/m^, cardiomyopathy may occur. Risk of cardiotoxicity increased when 

doxorubicin is given with trastuzumab (Herceptin) or mitomycin. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Red- 

orange discoloration of urine; resolves by 24-48 hours. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^"*^, Na, and P 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia occurs with doses < 50 

mg/m^. 

• Reproduction: Drugs are teratogenic and mutagenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, 4 hours day 2. Repeat cycle every 21 days. 

Two visits per cycle. Request four cycles worth of visits. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
Diagnosis Ht Wt 
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Cyclophosphamide + Doxorubidn + Cisplatin (CAP) 

Baseline laboratory tests: CBC: Chemistry (including Mg^+) 

Baseline procedures or tests: MUGA 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cyclophosphamide_mg (500 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water to make final concentration 20 mg/mL; shake well to ensure 

that solution is completely dissolved. 

• Further dilute with 250-1000 cc NS maximum concentration for IV infusion 20 mg/mL. 

• Reconstituted solution is stable for 24 hours at room temperature and for 6 days 

refrigerated. 

Doxorubicin_mg (50 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (50 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

Major Side Effects • Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia occur equally in 

25%-30% of patients. Leukopenia and thrombocytopenia are dose related. 

G1 Toxicities; Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis may occur. Red-orange discoloration of urine; resolves 

in 24-48 hours. Adequately hydrate to decrease risk. 

GU: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. Bladder 

toxicity in the form of hemorrhagic cystitis, dysuria, and increased urinary frequency. 

Electrolyte Imbalance: Decreases Mg^^, K, Ca^^, Na, and P. 

Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses < 450 mg/m^, cardiomyopathy may occur. Cyclophosphamide may increase the 

risk of doxorubicin-induced cardiotoxicity. 

Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory 

neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

Ototoxicity: High-frequency hearing loss and tinnitus. 

Skin: Extravasation of doxorubicin causes severe tissue damage. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Alopecia. 

• Reproduction: Drugs are mutagenic and teratogenic. 

Moderately to severely emetogenic protocol. 

□pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours On day 1. Repeat cycle every 21 days. 

One visit per cycle. Request six cycles worth of visits. 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Initiate IV: 

Premedicate: 

Administer: 
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Single-Agent Regimens 

Doxorubicin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

• Bone Marrow Depression; WBC and platelet nadir 10-14 days after drug dose, with 

recovery from days 15-21. Myelosuppression may be severe but is less severe with 

weekly dosing. 

• GI Toxicides: Nausea and vomiting are moderate to severe and occur in 44% of patients. 

Stomatitis occurs in 10% of patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 450 mg/m^, cardiomyopathy may occur. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia occurs with doses 

> 50 mg/m^. 

• Gu: Red-orange discoloration of urine; resolves by 24-48 hours. 

• Reproduction: Doxorubicin is teratogenic, mutagenic, and carcinogenic. 

Moderately to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request four cycles worth of visits. Nadir days 15-21. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Megestrol 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and LFTs 

None 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Megestrol 160 mg PO daily 

• GI Toxicities: Nausea and vomiting rarely observed. Increased appetite with accompany¬ 
ing weight gain. 

• CV Toxicities: Use with caution in patients with history of either thromboembolic or hy- 

percoagulable disorders because megestrol acetate has been associated with an increased 
incidence of thromboembolic events. 

• Fluid/electrolyte Imbalance: Fluid retention. Use with caution in patients with diabetes 

mellitus because megestrol may exacerbate this condition. 

• Hepatic: Increased LFTs. Dose reduction recommended in patients with abnormal liver 
function. 

• Gynecologic: Breakthrough menstrual bleeding. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

No chair time. Daily PO dosing as tolerated or until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (200 mg/m^) IV over 3 hours on day 1 

• Stable for up to 27 hours at room temperature, 0.3-1.2 mg/mL solutions. 

• Available in 30- and 300-mg vials 6 mg/mL and 100-mg vial 16.7 mg/mL. 

• Luther dilute in NS or D5W for final concentration <1.2 mg/ml. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, back pain, and/or bronchospasm. 

Usually occurs within the first 2-3 minutes of infusion and almost always within the first 

10 minutes. Premedicate as described. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and recov¬ 

ery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when com¬ 

pared with 24-hour schedule. G-CSL support recommended. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. More 

frequent with longer infusions and at doses >175 mg/m^. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat every 21 days as tolerated or until disease progression. 

Two visits per cycle. Request three cycles worth of visits. Nadir days 15-21. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Topotecaiv 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Topotecan__mg (0.1 mg/m^) IV on days 1-5 

Reduce dose to_0.8 mg/m^ IV on days 1-3 in patients with prior radiation therapy 

• Available as a 4-mg vial. 

• Reconstitute vial with 4 mL of sterile water for injection. 

• Further dilute in 0.9% sodium chloride or D5W. 

• Use immediately. 

• Hematologic: Severe grade 4 myelosuppression may occur during the first course of 

therapy in 60% of patients. Dose-limiting toxicity. Typical nadir occurs at days 7-10 with 

full recovery by days 21-28. If severe neutropenia occurs, reduce dose by 0.25 mg/m^ for 

subsequent doses or may use G-CSF to prevent neutropenia 24 hours after last day of 

topotecan therapy. 

• G1 Toxicities; Nausea and vomiting, mild to moderate and dose related. Occur in 

60%-80% of patients. Diarrhea occurs in 42% of patients, and constipation occurs in 

39%. Abdominal pain may occur in 33% of patients. 

• Hepatic Toxicity: Evidence of increased drug toxicity in patients with low protein and 

hepatic dysfunction. Dose reductions may be necessary. 

• Renal: Use with caution in patients writh abnormal renal function. Dose reduction is 

necessary in this setting. Microscopic hematuria occurs in 10% of patients. 

• Skin: Alopecia. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1-5. Repeat every 21 days until disease progression. 

Three to six visits per course. Request three courses. Weekly CBC. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Medroxyprogesterone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs 

None 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Medroxyprogesterone 200 mg PO daily 

• GI Toxicides: Nausea and vomiting rarely observed. 

• Cardiovascular Toxicides; Use with caution in patients with a history of thromboembolic 

or hypercoagulable disorders. 

• Fluid/electrolyte Imbalance: Fluid retention 

• Hepatic: Increased LFTs. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

No chair time. Daily dosing as tolerated or until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



Combination Regimens 

5-FU + Cisplatin + Radiation Therapy (Herskovic Regimen) ..231 

5-Fluorouracil: 1000 mg/mVday IV continuous infusion on days 1-4 

Cisplatin: 75 mg/m^ IV on day 1 

Repeat on weeks 1, 5, 8, and 11.^’^^'^ 

Radiation therapy: 200 cGy/day for 5 days per week (total dose, 3000 

cGy), followed by a boost to the field of 2000 cGy. 

5-FU + Cisplatin + Paclitaxel + Radiation Therapy (Hopkins/Yale Regimen) .232 

Preoperative chemoradiation; 

5-Fluorouracil 225 mg/m^/day IV continuous infusion on days 1-30 

Cisplatin 20 mg/mVday IV on days 1-5 and 26-30 

Radiation therapy: 200 cGy/day to a total dose of 4400 cGy. 

Followed by esophagectomy and then adjuvant chemotherapy in patients 

who had total gross removal of disease with negative margins. 

Adjuvant chemotherapy: 

Paclitaxel 135 mg/m^ IV for 24 hours on day 1 

Cisplatin 75 mg/m^ IV on day 2 

Chemotherapy is given concurrently with radiation therapy. 

Adjuvant chemotherapy is given 8-12 weeks after esophagectomy, and 

each cycle is given every 21 days for a total of three cycles. 

Metastatic Disease 

5-FU + Cisplatin.234 

5-Fluorouracil: 1000 mg/m^/day IV continuous infusion on days 1-5 

Cisplatin: 100 mg/m^ IV on day 1 

Repeat cycle on weeks 1, 5, 8, and 11.'^’^^® 

Irinotecan + Cisplatin.235 

Irinotecan: 65 mg/m^ IV weekly for 4 weeks 

Cisplatin: 30 mg/m^ IV weekly for 4 weeks 

Repeat cycle every 6 weeks. 

229 



230 Esophageal Cancer 

Paclitaxel + Cisplatin.......236 

Paclitaxel: 200 mg/m^ IV over 24 hours on day 1 

Cisplatin: 75 mg/m^ IV on day 2 

Repeat cycle every 21 daysd^^s G-CSF support is recommended. 

5-FU + Cisplatin + Definitive Radiation Therapy.237 

5-FU 1000 mg/m^ IV continuous infusion on days 1-4, 29-32, 50-53, and 

71-74 

Cisplatin 75 mg/m^ IV on days 1, 29, 50, and 71 

External-beam radiation therapy 50 cGy at 1.8 cGy per day, 5 days per 

week.^’^^^ 

Single-Agent Regimens 

Paclitaxel .238 

Paclitaxel: 250 mg/m^ IV over 24 hours on day 1 

Repeat cycle every 21 days.^^eo Q-GSF support is recommended. 



Esophageal Cancer 231 

Combination Regimens 

5-FU + Cisplatin + Radiation Therapy (Herskovic Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (1000 mg/m^/day) IV continuous infusion on days 1-4 

• No dilution required. Can he further diluted with 0.9% sodium chloride or D5W. 

AND 

Cisplatin_mg (75 mg/m^/day) IV on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in 1-mg/mL concentrations. 

• Further dilute solution with 250 cc or more of NS. 

• Do not use aluminum needles, because precipitate will form. 

Repeat on weeks 1, 5, 8, and 11. 

Radiation therapy 200 cGy/day, 5 days per week (total dose 3000 cGy), followed by a boost 

to the field of 2000 cGy 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. 

• GI Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. 

• Electrolyte Imbalance: Decreases Mg^^, K, Ca^"*", Na, and P. 

• Skin: Local tissue irritation progressing to desquamation can occur. Do 

not use oil-based lotions or creams in radiation field. Hyperpigmentation, 

photosensitivity, and nail changes may occur. Hand-foot syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderate to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 to 3 hours on day 1. Repeat at weeks 5, 8, and 11. 

Four visits per treatment course. May require extra visits for hydration. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 
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5-FU + Cisplatin + Paclitaxel + Radiation Therapy (Hopkins/Yale Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS; followed by diphenhydramine 25-50 

mg, and cimetidine 300 mg in 100 cc of NS (for paclitaxel only) 

Preoperative Chemoradiation 

Fluorouracil __mg (225 mg/m^/day) IV continuous infusion on days 1-30 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

AND 

Cisplatin_mg (20 mg/m^/day) IV on days 1-5 and 26-30 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in 1-mg/mL concentrations. 

• Further dilute solution with 250 cc or more of NS. 

• Do not use aluminum needles, because precipitate will form. 

Radiation therapy 200 cGy/day to total dose of 4400 cGy, followed by esophagectomy and 

then adjuvant chemotherapy in patients who had total gross removal of disease with nega¬ 

tive margins. 

ADJUVANT CHEMOTHERAPY 

Paclitaxel_mg (135 mg/m^) IV for 24 hours on day 1 

• Stable for up to 27 hours at room temperature, 0.3-1.2 mg/mL solutions. 

• Available in 30- and 300-mg vials 6 mg/mL and 100-mg vial 16.7 mg/mL. 

• Luther dilute in NS or D5W for final concentration < 1.2 mg/ml. 

• Use non-PVC containers and tubing vsdth 0.22-micron inline filter for administration. 

Cisplatin_mg (75 mg/m^) IV on day 2 

Chemotherapy is given concurrently with radiation therapy. Adjuvant chemotherapy is 

given 8-12 weeks after esophagectomy. Repeat cycle every 21 days for three cycles. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. 

• GI Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases Mg^^, K, Ca^'^, Na, and P. 

• Skin: Local tissue irritation progressing to desquamation. Do not use oil-based lotions or 

creams in radiation field. Hand-foot syndrome can be dose limiting. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. 

• Alopecia: Loss of total body hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderate to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Preoperative chemotherapy: Chair time 2 hours on days 1-5, 26-30 

Adjuvant therapy: Chair time 1 hour on day 1, and 2 hours on day 2. Repeat every 3 weeks 

for six cycles. 

Preoperative visits: 10 adjuvant therapy visits: two/cycle, six for total course 
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234 Esophageal Cancer 

Metastatic Disease 

5-FU + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (1000 mg/m^/day) IV continuous infusion days 1-5 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

AND 

Cisplatin_mg (100 mg/m^) IV on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 
light. 

• Available in 1-mg/mL concentrations. 

• Further dilute solution with 250 cc or more of NS. 

• Do not use aluminum needles, because precipitate will form. 

Repeat cycle on weeks 1, 5, 8, and 11. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related. 
Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. 
Mucositis and diarrhea can be severe and dose limiting 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 0-20 days. Provide 
adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^"*", Na, and P. 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 
syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderate to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle on weeks 1, 5, 8, and 11. 

Four per course. May require extra visits for hydration. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Irinotecan + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC; Chemistry panel, CEA 

N/A 

D5W 

5HT3 and dexamethasone 20 mg in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (65 mg/m^) IV in 500 cc of D5W over 90 minutes weekly for 
4 weeks 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Available in lOO-mg/5-mL single-use vials. 

• Store at room temperature; protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable 24 hours at room temperature; if diluted in D5W, it is stable for 48 

hours if refrigerated and protected from light. 

Cisplatin_mg (30 mg/m^) IV weekly for 4 weeks 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in 1-mg/mL concentrations. 

• Further dilute solution with 250 cc or more of NS. 

• Do not use aluminum needles, because precipitate will form. 

• GI Toxicides: Early diarrhea, most likely a cholinergic effect, can be managed with 

atropine before therapy. Late diarrhea observed in 22% of patients, can be severe, and 

should be treated aggressively. Nausea and vomiting in 35%-60% of patients, with 17% 

experiencing grade 3-4 nausea and 13% experiencing grade 3-4 vomiting. 

• Bone Marrow Depression; Neutropenia can be dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases in Mg^^, K**", Ca^'*', Na"*", and R 

• Alopecia: Mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 4 hours weekly for 4 weeks. Repeat cycle every 6 weeks as tolerated or until 

disease progression. 

Four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



236 Esophageal Cancer 

Paclitaxel + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS (days 1 and 2) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS (day 1 only) 

Paclitaxel_mg (200 mg/m^) IV over 24 hours on day 1 

• Stable for up to 27 hours at room temperature, 0.3-1.2 mg/mL solutions. 

• Available in 30- and 300-mg vials 6 mg/mL and 100-mg vial 16.7 mg/mL. 

• Lurther dilute in NS or D5W for final concentration <1.2 mg/ml. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

Cisplatin_mg (75 mg/m^) IV on day 2 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in 1-mg/mL concentrations. 

• Lurther dilute solution with 250 cc or more of NS. 

• Do not use aluminum needles, because precipitate will form. 

Repeat cycle every 21 days. 

• Hypersensitivity Reaction; Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia 

are cumulative and dose related. Can be dose limiting. G-CSL support 

recommended. 

• GI Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases Mg^+, K, Ca^'*', Na, and P. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1, and 3 hours on day 2. Repeat every 21 days as tolerated or 

until disease progression. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 



Esophageal Cancer 237 

5-FU + Cisplatin + Definitive Radiation Therapy 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (1000 mg/m^/day) IV continuous infusion on days 1-4, 

29-32, 50-53, and 71-74 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

AND 

Cisplatin_mg (75 mg/m^/day) IV on days 1, 29, 50, and 71 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 
light. 

• Available in 1-mg/mL concentrations. 

• Further dilute solution with 250 cc or more of NS. 

• Do not use aluminum needles, because precipitate will form. 

External-beam radiation therapy, 50.4 Gy at 1.8 Gy per day, 5 days per week 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. 

• GI Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^'*', Na, and E 

• Skin: Local tissue irritation progressing to desquamation can occur. Do not use oil-based 

lotions or creams in radiation field. Hyperpigmentation, photosensitivity, and nail 

changes may occur. Hand-foot syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on days 1, 29, 50, and 71. 

Four visits per treatment course. May require extra visits for hydration. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



238 Esophageal Cancer 

Single-Agent Regimens 

Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^+) and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (250 mg/m^) IV over 24 hours on day 1 

• Stable for up to 27 hours at room temperature, 0.3-1.2 mg/mL solutions. 

• Available in 30- and 300-mg vials 6 mg/mL and 100-mg vial 16.7 mg/mL. 

• Lurther dilute in NS or D5W for final concentration <1.2 mg/ml. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, back pain, and/or bronchospasm. 

Usually occurs within the first 2-3 minutes of infusion and almost always within the first 

10 minutes. Premedicate as described-. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and recov¬ 

ery by days 15-21. Decreased incidence of neutropenia wdth 3-hour schedule when com¬ 

pared with 24-hour schedule. G-CSL support recommended. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias, dose related. More 

frequent with longer infusions and at doses <175 mg/m^. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour. 1 hour for day 2 to discontinue pump. Repeat every every 21 days as 

tolerated or until disease progression. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 



GASTRIC CANCER 

Adjuvant Therapy 

Chemoradiation Therapy.....242 

One cycle of chemotherapy is administered as follows: 

5-Fluorouracil; 425 mg/m^ IV on days 1-5 

Leucovorin: 20 mg/m^ IV on days 1-5 

Chemoradiotherapy is then started 28 days after the start of the initial 

cycle of chemotherapy as follows: 

Radiation therapy: 180 cGy/day to a total dose of 4500 cGy starting on 

day 28 

5-Fluorouracil: 400 mg/m^ IV on days 1-4 and days 23-25 of radiation 

therapy 

Leucovorin: 20 mg/m^ IV on days 1-4 and days 23-25 of radiation 

therapy 

Chemoradiotherapy is followed by two cycles of chemotherapy that are 

given 1 month apart and include^’^^h 

5-Fluorouracil: 425 mg/m^ IV on days 1-5 

Leucovorin: 20 mg/m^ IV on days 1-5 

Combination Regimens 

DCF.244 

Docetaxel: 75 mg/m^ IV on day 1 

Cisplatin: 75 mg/m^ IV over 1-3 hours on day 1 

5-FU: 750 mg/m^/day IV continuous infusion on days 1-5 

Repeat cycle every 21 daysd’^®^ 

CF..  246 

Cisplatin: 100 mg/m^ IV over 1-3 hours on day 1 

5-FU: 1000 mg/m^/day IV continuous infusion on days 1-5 

Repeat cycle every 28 daysd’^®^ 

EAR.    247 

Etoposide: 120 mg/m^ IV on days 4-6 

Doxorubicin: 20 mg/m^ IV on days 1 and 7 

Cisplatin: 40 mg/m^ IV on days 2 and 8 

Repeat cycle every 21-28 daysd’^^^ 

239 



240 Gastric Cancer 

ECF. 

Epirubicin: 50 mg/m^ IV on day 1 

Cisplatin: 60 mg/m^ IV on day 1 

5-Fluorouracil: 200 mg/m^/day IV continuous infusion for 21 weeks 

Repeat cycle every 21 days.^’^^'^ 

.248 

ELF. 

Etoposide: 120 mg/m^ IV on days 1-3 

Leucovorin: 300 mg/m^ IV on days 1-3 

5-Eluorouracil: 500 mg/m^ IV on days 1-3 

Repeat cycle every 21-28 days.^’^^^ 

.249 

IP. .250 

Irinotecan; 70 mg/m^ IV on days 1 and 15 

Cisplatin: 80 ing/m^ IV on day 1 

Repeat cycle every 28 days.^’^®® 

FAM .251 

5-Eluorouracil: 600 mg/m^ IV on days 1, 8, 29, and 36 

Doxorubicin: 30 mg/m^ IV on days 1 and 29 

Mitomycin: 10 mg/m^ IV on day 1 

Repeat cycle every 8 weeks. 

FAMTX.252 

5-Eluorouracil: 1500 mg/m^ IV on day 1, starting 1 hour after metho¬ 

trexate (MTX) 

Leucovorin: 15 mg/m^ PO every 6 hours for 12 doses, starting 24 hours 

after MTX 

Doxorubicin: 30 mg/m^ IV on day 15 

Methotrexate: 1500 mg/m^ IV on day 1 

Repeat cycle every 28 days.^’^^® 

FAP. .254 

5-Fluorouracil: 300 mg/m^ IV on days 1-5 

Doxorubicin: 40 mg/m^ IV on day 1 

Cisplatin: 60 mg/m^ IV on day 1 

Repeat cycle every 5 weeks. 



Gastric Cancer 241 

Docetaxel + Cisplatin ... 

Docetaxel: 85 mg/m^ IV on day 1 

Cisplatin: 75 mg/m^ IV on day 1 

Repeat cycle every 21 days.k^^o 

Single-Agent Regimens 

5-Fluorouradl ..... 

5-Fluorouracil: 500 mg/m^ IV on days 1-5 

Repeat cycle every 28 days.^’^^^ 

Docetaxel .. 

Docetaxel: 100 mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^^^ 

OR 

Docetaxel: 36 mg/m^ IV weekly for 6 weeks 

Repeat cycle every 8 weeks. 



242 Gastric Cancer 

Adjuvant Therapy 

5-FU + Leucovorin + 5-FU 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Radiation Therapy 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Chemotherapy (one 28-day cycle): 

3-FU_mg (425 mg/m^/day) IV days 1-5 

• 50 mg/mL, no dilution required. Can be further diluted with 0.9% sodium chloride or 

D5W. 

Leucovorin_mg (20 mg/m^/day) IV days 1-5 

• Available in solution or powder. Reconstitute powder with sterile water. May further 

dilute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

Chemoradiotherapy (starts on day 28 after the start of the initial cycle of chemotherapy 

as follows): 

Radiation therapy 180 cGy/day to a total dose of 4500 cGy 

5-FU mg (400 mg/m^/day) IV on days 1-4 and days 23-25 of radiation therapy 

Leucovorin_mg (20 mg/m^/day) IV on days 1-4 and days 23-25 of radiation 

therapy 

One-month recovery period 

Chemotherapy (two-28 day cycles): 

5-FU_mg (425 mg/m^/day) IV days 1-5 

Leucovorin_mg (20 mg/m^/day) IV days 1-5 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. 

• GI Toxicides: Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Local tissue irritation progressing to desquamation can occur. Do 

not use oil-based lotions or creams in radiation field. Hyperpigmentation, photosensitiv¬ 

ity, and nail changes may occur. Hand-foot syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chemotherapy: 1 hour on day 1 

Chemoradiotherapy: 1 hour on day 1 week 1, 1 hour on day 4 week 5 

One month rest: 

then 

Chemotherapy: 1 hour on day 1X2 

Four visits per treatment course (21 weeks’ total therapy) 

Note: May need additional visits for IV hydration. 



Gastric Cancer 243 

Dose Calculation by: 1._2. 

Physician Date 

Patient Name ID Number 

/ / 
Diagnosis Ht Wt m2 



244 Gastric Cancer 

Combination Regimens 

Docetaxel + Cisplatin + 5-FU (DCF) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Dexamethasone 8 mg bid for 3 days, starting the day before treatment 

Docetaxel_mg (75 mg/m^) IV on day 1 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Reconstituted vials 

stable at room temperature or refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubing to administer. 

• Use within 24 hours of preparation. 

Cisplatin_mg (75 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in 1-mg/l-mL solution. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute in 250 cc or more of 0.9% sodium chloride. 

Fluorouracil_mg (750 mg/m^/day) IV continuous infusion on days 1-5 

• 50-mg/10-mF concentration. No dilution required. Can be further diluted with 0.9% 

sodium chloride or D5W. 

• Hypersensitivity Reactions: Severe hypersensitivity reactions with docetaxel in 2%-3% 

of patients. Characterized by generalized skin rash, flushing, erythema, hypotension, 

dyspnea, and/or bronchospasm. Usually occurs within the first 2-3 minutes of infusion 

and almost always within the first 10 minutes. Premedicate as describe. 

• Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia are dose related. 

• G1 Toxicities; Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and diarrhea can be severe and dose limiting 

• Renal; Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients. 

• Electrolyte Imbalance: Decreases Mg^"*^, K, Ca^"'', Na, and R 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot syn¬ 

drome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat cycle every 21 days. 

One visit per cycle. Request three cycles worth of visits. 



Gastric Cancer 245 

Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 
/ / 

Ht Wt 



246 Gastric Cancer 

5-FU + Cisplatin (CF) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

3-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (100 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in 1-m/l-mL solution. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

Fluorouracil_mg (1000 mg/m^/day) IV continuous infusion days 1-5 

• 50-mg/10-ml solution. No dilution required. Can be further diluted with 0.9% sodium 

chloride or D5W. 

• Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia are dose related. 

• G1 Toxicities; Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and diarrhea can be severe and dose limiting. 

• Renal; Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance; Decreases Mg^"^, K, Ca^’*', Na, and P. 

• Skin; Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. 

• Ocular; Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Moderately to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours on day 1. Repeat cycle every 28 days. 

Three visits per cycle. Request 6 months worth. May require extra visits for hydration. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Gastric Cancer 247 

Etoposide + Doxorubicin + Cisplatin (EAR) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry (including Mg^+), LFTs, and CEA 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Etoposide_(120 mg/m^) IV over 30-60 minutes on days 4-6 

• Available in 20-mg/mL solution. 

• May be further diluted with NS or D5W. 

• Stability is dependent on final concentration. A concentration of 0.2 mg/mL is stable for 

48 hours in a plastic container at room temperature or for 96 hours in a glass container 
at room temperature (under normal fluorescent light). 

Doxorubicin_(20 mg/m^) IV push on days 1 and 7 

• Potent vesicant 

Major Side Effects 

• Available in 2-mg/mL solution; no need to further dilute. 

Cisplatin_mg (40 mg/m^) IV over 1-3 hours on days 2 and 8 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 
light. 

• Available in 1-m/l-mL solution. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

• Hypersensitivity reaction with etoposide: Characterized by generalized skin rash, flush¬ 

ing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually occurs with rapid 

infusions. Always infuse over 30-60 minutes. Premedicate as described. 

• Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia. Effects are dose 
related. 

• GI Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. 
Mucositis can occur. 

• GU: Red-orange discoloration of urine; resolves in 24-48 hours. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases Mg^^, K, Ca^"'', Na, and R 

• Skin; Tissue necrosis with extravasation. Hyperpigmentation, radiation recall, and nail 
changes are seen. Alopecia is dose dependent. 

• Cardiovascular: Hypotension may occur with rapid infusion of etoposide. Cardiomyop¬ 

athy may occur with high cumulative doses of doxorubicin. 

• Reproduction: Etoposide and doxorubicin are mutagenic and teratogenic. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 1 hour on days 1, 4, 5, 6, and 7; 3 hours on days 2 and 8. Repeat cycle every 
21-28 days. 

Estimated number of visits: Nine visits per cycle. Request three cycles worth. May require extra visits for hydration. 

Dose Calculation by: 1. __ 2. _ 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



248 Gastric Cancer 

Epirubidn + Cisplatin + FluorouracU (ECF) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

Central line placement, MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Epirubidn_mg (50 mg/m^) IV on day 1 

• Vesicant 

• Available as a preservative-free solution (2 mg/mL). 

• Use within 24 hours of preparation. 

Cisplatin_mg (60 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in 1-mg/mL solutions. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

FluorouracU_mg (200 mg/m^/day) IV continuous infusion for 21 days 

• 50-mg/10-mL solution. No dilution required. Can be further diluted with 0.9% sodium 

chloride or D5W. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related. 

Can be dose limiting. 

• GI Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and diarrhea can be severe and dose limiting 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Cardiovascular: Acute or delayed cardiotoxicities may be seen. Acute symptoms (sinus 

tachycardia and electrocardiographic abnormalities) 

are usually of no clinical significance. Delayed toxicities, such as decreased left ventricu¬ 

lar ejection fraction and congestive heart failure, are clinically significant. 

• Electrolyte Imbalance: Decreases Mg^"*", K, Ca^"*", Na, and R 

• Skin: Tissue necrosis if extravasation occurs. Hyperpigmentation, photosensitivity, radia¬ 

tion recall, and nail changes may occur. Hand-foot syndrome can be dose limiting. 

Alopecia is universal. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Epirubicin is genotoxic, mutagenic, and carcinogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours on day 1, and 1 hour on days 8 and 15. Repeat cycle every 21 days. 

Four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 



Gastric Cancer 249 

Etoposide + Leucovorin + Fluorouradl (ELF) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premeditate: 

Administer: 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Etoposide_mg (120 mg/m^) IV on days 1-3 

• Available in 20-mg/mL solution. 

• May be further diluted in NS or D5W. 

• Stability is dependant on final concentration. A concentration of 0.2 mg/mL is stable for 

48 hours in a plastic container at room temperature or for 96 hours in a glass container 
at room temperature (under fluorescent light). 

Leucovorin_mg (300 mg/m^) IV on days 1-3 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Available in solution or powder. Reconstitute powder with sterile water. May further 
dilute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

5-Fluorouracil_mg (500 mg/m^) IV on days 1-3 

• 50-mg/10-mL solution. No dilution required. Can be further diluted with 0.9% sodium 
chloride or D5W. 

• Hypersensitivity reaction with etoposide: Characterized by generalized skin rash, flush¬ 

ing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually occurs with rapid 

infusions. Always infuse over 30-60 minutes. Premedicate as described 

• Bone Marrow Depression: Nadir 10—14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• GI Toxicities: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Cardiovascular: Hypotension with rapid infusion of etoposide. 

• Skin: Alopecia is dose dependent. Hyperpigmentation, photosensitivity, and nail changes 
may occur. Hand-foot syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction: Etoposide is teratogenic and mutagenic. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour on days 1-3. Repeat every 21-28 days as tolerated. 

Four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



250 Gastric Cancer 

Irinotecan + Cisplatin (IP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Irinotecan_mg (70 mg/m^) IV on days 1 and 15 

• Available in 2- and 5-ml vials (20 mg/ml). 

• Store at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable 24 hours at room temperature or, if diluted in D5W, stable for 

48 hours if refrigerated and protected from light 

Cisplatin_mg (80 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250-1000 cc NS. 

• Bone Marrow Depression: Myelosuppression can be severe, dose-limiting toxicity. May 

need dose reductions for severe neutropenia. 

• GI Toxicities: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Diarrhea or constipation possible. Abdominal pain not unusual. 

Early diarrhea, most likely a cholinergic reaction, can be managed with atropine before 

administration of irinotecan. Late diarrhea observed in 22% of patients, can be severe, 

and should be treated aggressively. Consider lomotil, immodium, tincture of opium, and 

hydration. 

• Hepatic Toxicities; Evidence of increased drug toxicity in patients with low protein and 

hepatic dysfunction. Dose reductions may be necessary. 

• Renal; Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. Use with 

caution in patients with abnormal renal function. Dose reduction is necessary in this set¬ 

ting. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases Mg^"'", K, Ca^’'", Na, and P. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory 

neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin; Alopecia 

• Reproduction: Cisplatin is mutagenic and probably teratogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 4 hours on day 1, and 2 hours on days 2 and 3. Repeat cycle every 28 days. 

Pour visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt M^ 



Gastric Cancer 251 

5-Fluorouradl + Doxorubicin + Mitomycin (FAM) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 19-9 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (600 mg/m^/day) IV on days 1, 8, 29, and 36 

• 50-mg/10-mL solution. No dilution required. Can be further diluted with 0.9% soditim 
chloride or D5W. 

Doxorubicin_mg (30 mg/m^) IV on days 1 and 29 

• Potent vesicant 

• Available in 2-mg/l-mL solution. 

• Drug will form a precipitate if it is mixed with heparin or 5-FU. 

Mitomycin_mg (10 mg/m^) IV bolus on day 1 

• Potent vesicant 

• Available in 5-, 20-, and 40-mg vials. Dilute with sterile water to give a final concentra¬ 

tion of 0.5 mg/mL. Reconstituted solution stable for 14 days refrigerated or 7 days at 
room temperature 

• Bone Marrow Depression; Dose-limiting and cumulative toxicity with leukopenia being 

more common than thrombocytopenia. Nadir counts 

are delayed at 4-6 weeks with mitomycin but occur at 10-14 days with doxorubicin. 

• GI Toxicities: Nausea and vomiting in 50% of patients and are moderate to severe. 

Mucositis and diarrhea can be severe and dose limiting. 

• GU: Red-orange discoloration of urine; resolves in 24-48 hours. 

• Skin: Vesicants cause tissue necrosis if extravasated. Hyperpigmentation, photo¬ 

sensitivity, radiation recall, and nail changes may occur. Hand-foot syndrome can be dose 
limiting. 

• Cardiac: Doxorubicin can cause cardiomyopathy with cumulative doses > 450 mg/m^. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Hemolytic-uremic syndrome: Hematocrit < 25%, platelets < 100 X 10^/mm^ and renal 

failure (serum creatinine > 1.6 mg/dL). Rare event (< 2%). 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour on days 1, 8, 29, and 36. Repeat every 56 day until disease progression. 

Four visits per treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

T 
/ / _ 

M^ Diagnosis Ht Wt 



252 Gastric Cancer 

S-Fluorouracil + Doxorubicin + Methotrexate (FAMTX) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Pre-/Posthydration: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 19-9 

MUG A scan 

0.9% sodium chloride 

1000 cc of 0.9% sodium chloride with two ampules of NaHC03 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (1500 mg/m^) IV on day 1, starting 1 hour after MTX 

• Available in 50-mg/20-mL solution. No dilution required. Can be further diluted with 

0.9% sodium chloride or D5W. 

Leucovorin_mg (15 mg/m^) PO every 6 hours for 12 doses, starting 24 hours 

after MTX. 

• Leucovorin rescue must be given on time, as ordered. 

• Leucovorin should continue until MTX level is < 50 nM. 

Doxorubicin_mg (30 mg/m^) IV on day 15 

• Potent vesicant 

• Available in 2-mg/l-mL solution. 

• Drug will form a precipitate if it is mixed with heparin or 5-FU. 

Methotrexate_mg (1500 mg/m^) IV over minimum of 3 hours on day 1 

• Stable for 7 days at room temperature. 

• Available in 25-mg/mL solutions. High doses cross the blood-brain barrier; reconstitute 

with preservative-free 0.9% sodium chloride. 

• Urine should be alkalized before and after administration to prevent crystallization in the 

kidneys. 

• Renal Toxicity; MTX may precipitate in renal tubules, causing acute renal tubular necro¬ 

sis if urine pH greater than 7.0 is not maintained for 48-72 hours after administration. 

• Bone Marrow Depression: Dose-limiting and cumulative toxicity with leukopenia being 

more common than thrombocytopenia. 

• G1 Toxicides: Moderate-to-severe nausea and vomiting and can begin during MTX 

infusion. Mucositis and diarrhea can be severe and dose limiting. 

• GU: Red-orange discoloration in urine; resolves in 24-48 hours. 

• Skin: Tissue necrosis if extravasated. Hyperpigmentation, photosensitivity, radiation 

recall, and nail changes may occur. Hand-foot syndrome can be dose limiting. 

• Cardiac: Doxorubicin can cause cardiomyopathy at cumulative doses 

> 450 mg/m^. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Menstrual irregularities, abortion, and fetal deaths in women. Reversible 

oligospermia with testicular failure reported in men with high-dose therapy. Pregnancy 

category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 8 hours on day 1, and 1 hour on day 15. Repeat cycle every 28 days. 

Two visits per treatment course. Request three courses worth of treatments. 



Gastric Cancer 253 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
Diagnosis Ht Wt 



254 Gastric Cancer 

Fluorouracil + Doxorubicin + Cisplatin (FAP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Initiate antidiarrheal protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (300 mg/m^) IV days 1-5 

• 50-mg/10-mL solution. No dilution required. Can be further diluted with 0.9% sodium 

chloride or D5W. 

Doxorubicin_mg (40 mg/m^) IV on day 1 

• Potent vesicant 

• Available in 2-mg/mL solution. 

• Drug will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (60 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 

light. 

• Available in 1-mg/l-mL solution. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related. 

• G1 Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. 

Mucositis and diarrhea can be severe and dose limiting. 

• GU: Red-orange discoloration of urine; resolves in 24-48 hours. 

• Cardiovascular: Doxorubicin can cause cardiomyopathy with cumulative doses > 450 

mg/m^. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases Mg^’*', K, Ca^"*", Na, and P. 

• Skin: Tissue necrosis if extravasation occurs. Hyperpigmentation, radiation recall, photo¬ 

sensitivity, and nail changes may occur. Hand-foot syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction: Cisplatin and doxorubicin are mutagenic and teratogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Fomotil) 

Chair time 3 hours on day 1, and 1 hour on days 2-5. Repeat cycle every 5 weeks. 

Five visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 



Gastric Cancer 255 

Docetaxel + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CEA 

Central line placement 

0.9% sodium chloride 

Dexamethasone 8 mg PO bid for 3 days, starting the day before treatment. 5-HT3 and dexa- 

methasone 10-20 mg in 100 cc of NS day of treatment 

Docetaxel_mg (85 mg/m^) IV on day 1 

• Available in 20- or 80-mg doses; comes with own diluent. Do not shake. 

• Reconstituted vials stable at room temperature or refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubings to administer. 

• Use within 24 hours of preparation. 

Cisplatin_mg (75 mg/m^) IV over 1-3 hours on day 1 

• Stable for 96 hours when protected from light and only 6 hours when not protected from 
light. 

• Available in 1-mg/l-mL solution. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

• Hypersensitivity Reaction: Occurs in 2%-3% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 
and can be dose limiting. 

• GI Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 

10-20 days. Provide adequate hydration to reduce risk. 

• Electrolyte Imbalance: Decreases Mg^+, K, Ca^'^, Na, and P. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients. Paresthesias in a 

“glove and stocking” distribution and numbness. 

• Skin: Alopecia is common. Nail changes may occur. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to severely emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat cycle every 21 days. 

One visit per cycle. Request six months worth. May require extra visits for hydration. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis 
I 

Ht Wt 



256 Gastric Cancer 

Single-Agent Regimens 

5-Fluorouradl 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CEA 

N/A 

0.9% sodium chloride 

Oral phenothiazine or S-HT^ 

5-Fluorouracil_mg (500 mg/m^/day) IV on days 1-5 

• 50-mg/10-mL solution. No dilution required. Can be further diluted with 0.9% sodium 

chloride or D5W. 

• Bone Marrow Depression: Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily X 5 or weekly regimens. 

• G1 Toxicities: Nausea and vomiting occur in 30%-50% of patients but are usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Alopecia is more common in the 5-day course and results in diffuse thinning of 

hair. Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. 

• Ocular; Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour on days 1-5. Repeat cycle every 28 days. 

Five days per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Gastric Cancer 257 

Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

Dexamethasone 8 mg bid for 3 days, starting the day before treatment 

Oral phenothiazine or S-HT^ 

Docetaxel_mg (100 mg/m^) IV on day 1 repeat every 21 days 

Or 

Docetaxel_mg (36 mg/m^) IV weekly for 6 weeks; repeat every 8 weeks 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Reconstituted vials 

stable at room temperature or if refrigerated for 8 hours. 

• Further dilute in 250 cc D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubing to administer. 

• Hypersensitivity Reaction: Occurs in 2%-3% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 

10 minutes. Premedicate as described. 

• Bone Marrow Depression; Neutropenia is dose limiting with nadir at days 7-10 and 

recovery by day 14. Thrombocytopenia and anemia also occur. 

• GI Toxicides: Nausea and vomiting is mild to moderate. Mucositis and diarrhea occur in 

40% of patients. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients. Sensory alterations 

are paresthesias in a “glove and stocking” distribution; numbness. 

• Fluid Balance: Fluid retention syndrome. Symptoms include weight gain, peripheral 

and/or generalized edema, pleural effusion, and ascites. Occurs in about 50% of patients. 

Premedication with dexamethasone effective in preventing or minimizing occurrences. 

• Skin: Alopecia occurs in 80% of patients. Nail changes, rash, and dry, pruritic skin seen. 

Hand-foot syndrome has also been reported. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days. OR weekly X 6 weeks, repeating 

every 8 weeks 

Two visits per cycle; request three cycles worth of visits OR weekly for 6 weeks 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Gastrointestinal, stromal Tumor (GIST) 259 

Single-Agent Regimens 

Imatinib (Gleevec) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and LFTs 

c-kit (CD117) expression 

N/A 

Oral phenothiazine or 5-HT3 

Start imatinib at 400-600 mg PO per day 

• May increase dose to 600 or 800 mg PO per day if no response. 800 mg dose is given 400 
mg bid. 

• Available in 100- or 400-mg capsules. 

• Taken with food and a large glass of water. Do NOT take with grapefruit juice. 

• Monitor INRs closely in patients taking warfarin; inhibits metabolism of warfarin. 

• GI Toxicities: Nausea 63%-75% and vomiting, 38%-55% of patients. Usually relieved 
when the drug is taken with food. Diarrhea observed in 54%; constipation in 13% of 
patients. 

• Bone Marrow Suppression: Myelosuppression, neutropenia, and thrombocytopenia com¬ 
mon and can be dose related. Median duration of Neutropenia 3-4 weeks. Dose should 
be held for ANC, 1.0 X 10^/L and platelets 
> 50 X 10^/L. Resume dose at 400 mg; if recurrence decrease to 300 mg. 

• Fluid/electrolyte Imbalance; Fluid retention is most common side effect, especially in the 
elderly, 77%-81%. Periorbital and lower-extremity edema primarily occur. Flowever, 
pleural effusions, ascites, rapid weight gain, and pulmonary edema may develop. 
Hypokalemia reported in 2%-12% of patients. 

• Muscle cramps, arthralgias, headache, fatigue, and abdominal pain affecting 25%-37% of 

patients. 

• Rash may occur in 32%-36% of patients; treat with systemic antihistamine; topical or 
systemic corticosteroid. 

• Laboratory Values; Mild, transient elevation in serum transaminase and bilirubin levels. 

• Multiple drug interacations with CYP3A4 pathway; 

• Drugs that increase Gleevec plasma levels: Erythomycin, ketoconazole, itraconazole, and 
clarithromycin. 

• Drugs that decrease Gleevec plasma levels; Carbamazepine (tegretol), dexamethasone, 
phenobarbitol, rifampin, and St.John’s Wort. 

• Drugs whose plasma levels may be increased by Gleevec; Acetaminophen, cyclosporine, 
Dihydropyridine calcium channel blockers, HMG-CoA redcutase inhibitors (e.g., 
simvastatin), pimozide, triazolobenzodiazepines, and warfarin. 

• Drugs whose plasma levels may be decreased by Gleevec: Warfarin. 

• Reproduction: Drug is teratogenic. 

Mildly to moderately emetogenic protocol. 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Daily as tolerated until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 



260 Gastrointestinal Stromal Tumor (GIST) 

Sutent: 50 mg PO once daily 

4 weeks on schedule followed by 2 weeks off (Pfizer package insert) 

Baseline laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry with P and LFT 

Oral phenothiazine or S-HT^ 

Sutent 50 mg PO per day, 4 weeks on 2 weeks off. 

• Available in 12.5-, 25-, and 50-mg capsules. 

• May be taken with or without food. 

• Dose modification: Increase or decrease by 12.5 mg based on individual safety and 

tolerance. 

• Gastrointestinal: Diarrhea 81%, nausea and vomiting 49%-63%, stomatitis 58%, consti¬ 

pation 41%, and abdominal pain 57%. 

• Cardiac: 15% of patients had decreases in Left Ventricular Ejection Fraction Dysfunction 

(LVEF). Monitor for signs and symptoms of Congestive Heart Failure (CHF). Patients 

with cardiac history should have a baseline LVEF 

• Hypertension: 15%, grade 3, 4%. 

• Hemorrhagic Events: Epistaxis is the most common hemorrhagic event, bleeding from all 
sites 37%. 

• Musculoskeletal: Arthalgia 24%, back pain 23%, and myalgias 28% 

• Multiple Drug Interacations: CYP3A4 pathway. 

• Reproduction: Drug is teratogenic. 

Mildly to moderately emetogenic protocol. 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Daily as tolerated until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



HEAD AND NECK CANCER 

_ 

Combination Regimens 

TIP...264 

Paclitaxel: 175 mg/m^ IV over 3 hours on day 1 

Ifosfamide: 1000 mg/m^ IV over 2 hours on days 1—3 

Mesna: 400 mg/m^ IV before ifosfamide 

Mesna: 200 mg/m^ IV, 4 hours after ifosfamide 

Cisplatin; 60 mg/m^ IV on day 1 

Repeat cycle every 21-28 days.^’^^^ 

TPF.......266 

Docetaxel: 75 mg/m^ IV on day 1 

Cisplatin: 75-100 mg/m^ IV over 24 hours on day 1 

5-Fluorouracil; 1000 mg/m^ over 24 hours on days 1-4 

Repeat cycle every 21 daysd’^^^ 

Paclitaxel: 175 mg/m^ IV over 3 hours on day 1 

Ifosfamide: 1000 mg/m^ IV over 2 hours on days 1-3 

Mesna: 400 mg/m^ IV before ifosfamide 

Mesna: 200 mg/m^ IV, 4 hours after ifosfamide 

Carboplatin: Area under the curve (AUC) of 6, IV on day 1 

Repeat cycle every 21-28 daysd’^^^ 

Paclitaxel + Carboplatin.270 

Paclitaxel: 175 mg/m^ IV over 3 hours on day 1 

Carboplatin: AUC of 6, IV on day 1 

Repeat cycle every 21 days.^’^^® 

Paclitaxel + Cisplatin.....272 

Paclitaxel: 175 mg/m^ IV over 3 hours on day 1 

Cisplatin: 75 mg/m^ IV on day 2 

Granulocyte colony stimulating factor (G-CSF): 5 |JLg/kg/day SC on days 

4-10 

Repeat cycle every 21 days.^’^^® 
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262 Head and Neck Center 

PF...273 

Cisplatin: 100 mg/m^ IV on day 1 

5-Fluorouracil: 1000 mg/m^/day IV continuous infusion on days 1-5 

Repeat cycle every 21-28 days.^’^®° 

PPI-.274 

Cisplatin: 100 mg/m^ IV on day 1 

5-Fluorouracil: 800 mg/m^/day IV continuous infusion on days 1-5 

Leucovorin: 50 mg/m^ PO every 6 hours on days 1-5 

Repeat cycle every 21 days.^’^®^ 

PF-Larynx Preservation.275 

Cisplatin: 100 mg/m^ IV on day 1 

5-Fluorouracil: 1000 mg/m^/day IV continuous infusion on days 1-5 

Radiation therapy: 6600-7600 cGy in 180- to 200-cGy fractions 

Repeat cycle every 21-28 days for three cycles. 

Concurrent Chemo-Radiation Therapy for Laryngeal Preservation.276 

Cisplatin: 100 mg/m^ IV on days 1, 22, and 43 

Radiation therapy: 7000 cGy in 200 cGy fractions 

Administer cisplatin concurrently with radiation therapy. 

Chemoradiotherapy for Nasopharyngeal Cancer.277 

Cisplatin: 100 mg/m^ IV on days 1, 22, and 43 during radiotherapy 

Radiation therapy: Total dose of 7000 cGy in 180- to 200-cGy fractions 

At the completion of chemoradiotherapy, chemotherapy is administered as 

follows: 

Cisplatin: 80 mg/m^ IV on day 1 

5-Fluorouracil: 1000 mg/m^/day IV continuous infusion on days 1-4 

Repeat cycle every 28 days for a total of three cycles. 

Carboplatin + 5-FluorouracU .278 

Carboplatin: 300-400 mg/m^ IV on day 1 

5-Fluorouracil: 600 mg/m^ IV on day 1 

Repeat cycle every 21 days.^-^®^ 

VP .279 

Vinorelbine: 25 mg/m^ IV on days 1 and 8 

Cisplatin: 80 mg/m^ IV on day 1 

Repeat cycle every 21 days.^-^®^ 



Head and Neck Cancer 263 

Single-Agent Regimens 

Docetaxel.. 

Docetaxel: 100 mg/m^ IV over 1 hour on day 1 

Repeat cycle every 21 days.^’^®^ 

Paclitaxel .... 

Paclitaxel: 250 mg/m^ IV over 24 hours on day 1 

Repeat cycle every 21 days.^- 

OR 

Paclitaxel: 137-175 mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^-^®® 

Methotrexate... 

Methotrexate: 40 mg/m^ IV or IM weekly 

Repeat cycle every week.hi89 

Vinorelbine.. 

Vinorelbine: 30 mg/m^ IV weekly 

Repeat cycle every week.^’^^® 

Capecitabine (Xeloda) ... 

Capecitabine: 1000 mg/m^/day PO BID on days 1-14.^’^®^ 
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Combination Regimens 

Paclitaxel + Ifosfamide + Mesna + Cisplatin (TIP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

CBC; Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of normal saline (NS) (days 1-3) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS (day 1 only) 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in 50-, 100-, and 300-mg vials, 6 mg/ml or 100 mg/16.7 ml 

• Further dilute in NS or D5W to a final concentration is <1.2mg/mL. 

• Diluted solution stable for 27 hours at room temperature. 

• Use non-PVC tubing and containers and a 0.22-micron inline filter to administer. 

Ifosfamide_mg (1000 mg/m^) IV over 2 hours on days 1-3 

• Reconstitute powder with (20 ml for 1-gram or 60 mL for 3-gram vial) sterile water for 
injection. 

• Chemically stable for 7 days, but discard after 8 hours due to lack of bacteriostatic 
preservative. 

• May further dilute in D5W or NS. 

Mesna_mg (400 mg/m^) IV before ifosfamide on day 1 

Mesna_mg (200 mg/m^) IV 4 hours after ifosfamide on days 1-3 

• Available in 100 mg/ml and 1000 mg vials. 

• Diluted solution is stable for 24 hours at room temperature. 

• Mesna tablets may be given orally in a dosage equal to 40% of the ifosfamide dose. 

Cisplatin_mg (60 mg/m“) IV day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

• Hypersensitivity Reaction: Paclitaxel and cisplatin, with anaphylaxis and severe 

hypersensitivity reactions in 2%-4%. Characterized by dyspnea, hypotension, an- 

dioedema, and generalized urticaria. May also see tachycardia, wheezing, and facial 

edema. Patients with mild reactions can be rechallenged after 24 hour corticosteroid 

prophylaxis. Patients with severe reactions should not be rechallenged. Monitor vitals 

signs every 15 minutes for the first hour. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. Give paclitaxel 

before cisplatin to decrease the severity of myelosuppression. 

• Gastrointestinal Toxicities: Moderate to severe nausea and vomiting may be severe, 

acute, or delayed. Mucositis and/or diarrhea are seen in 30%-40% of patients. 

• Renal: Nephrotoxicity may be dose-limiting toxicity. Preventable with adequate 

hydration. Mannitol or furosemide diuresis may be needed. Hemorrhagic cystitis 
possible. 

• Electrolyte Imbalance: Decreases Mg^"*", K^, Ca^'*’, Na"*", and P 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias. Ototoxicity. 

• Central Nervous System (CNS): Somulence, confusion, depressive psychosis, or 
hallucinations (12%). 

• Alopecia: A total loss of body hair occurs in nearly all patients. 

• Reproduction: Ifosfamide is mutagenic, teratogenic, and excreted in breast milk. 

Paclitaxel is embryotoxic. Cisplatin may result in Azoospermia, impotence, and sterility. 

Moderately to highly emetogenic protocol. 
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Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogeir) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 7-8 hours on day 1 and 3 hours on days 2 and 3. Repeat cycle every 21-28 
days. 

Estimated number of visits: Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. __ 2. _ 

Physician Date 

Patient Name ID Number 

/ _! _ 
Diagnosis Ht Wt 
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Docetaxel + Cisplatin + 5-FU (TPF) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry (including Mg^+) and carcinoembryonic antigen (CEA) 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS 

Dexamethasone 8-mg bid for 3 days, starting the day before treatment 

Docetaxel_mg (75 mg/m^) IV on day 1 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Final concentra¬ 
tion 10-mg/mL. 

• Reconstituted vials stable at room temperature or refrigerate for 8 hours. 

• Further dilute in 250 cc of 5% dextrose or 0.9% sodium chloride. Thoroughly mix by 
manual rotation. 

• Use non-PVC containers and tubing to administer. 

Cisplatin_mg (75-100 mg/m^) IV over 24 hours on day 1 

• Available in 100-mF vials. 1-mg/l-mF concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mF vial stable for 28 days protected from light, 7 days under florescent light. 

Fluorouracil_mg (1000 mg/m^/day) IV continuous infusion on days 1-4 

• No dilution is required. Can be further diluted with NS or D5W. 

• Hypersensitivity Reaction; Docetaxel and cisplatin, with anaphylaxis and severe hyper¬ 

sensitivity reactions in 2%-4%. Characterized by dyspnea, hypotension, andioedema, 

and generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients 

with mild reactions can be rechallenged after 24 hour corticosteroid prophylaxis. 

Patients with severe reactions should not be rechallenged. Monitor vitals signs every 15 

minutes for the first hour. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related. 
Can be dose limiting for daily X 5 or weekly regimens. 

• Gastrointestinal Toxicities; Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. May be 

dose-limiting toxicity. Preventable with adequate hydration. Mannitol or furosemide 

diuresis may be needed. Hemorrhagic cystitis possible. 

• Fluid Retention Syndrome: Weight gain, peripheral and/or generalized edema, pleural 

effusion and/or ascites. Incidence increases with total dose > 400 mg/m^. Occurs in 50% 
of patients. Premedicate as directed. 

• Neurotoxicity: Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Foss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 
irreversible. 

• Electrolyte Imbalance: Decreases magnesium, potassium, calcium, sodium, and 
phosphorus. 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome (palmar-plantar erythrodysesthesia) characterized by tingling, numbness, 

pain, erythema, dryness, rash, swelling, increased pigmentation, and/or pruritus of the 

hands and feet. Fess frequent in reduced doses, can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

• Azoospermia, impotence, and sterility. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 
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Treatment schedule: 

Estimated number of visits: 

Dose Calculation by: 1. 

Chair time 2 hours on day 1. Repeat cycle every 21 days. 

Three visits per cycle. Request three cycles worth of visits. Discontinue cisplatin pump on 
day 2 and fluorouracil pump on day 5. 

_-_ 2. _ 

Physician Date 

Patient Name ID Number 

./ _/ _ 
Diagnosis Ht Wt 
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Paclitaxel + Ifosfamide + 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Mesna + Carboplatin (TIC) 

CBC: Chemistry (including BUN, creatinine, and Mg^+) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS (days 1-3) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 
(day 1 only) 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in 30-mg (6 m/mL), 100-mg (16.7 mg/mL), and 300-mg (6 mg/mL) vials. 

• Further dilute in 250—500 cc NS or D5W. Final concentration is ^1.2 mg/mL. 

• Use non-PVC tubing and containers and a 0.22-micron inline filter to administer. 

Ifosfamide_mg (1000 mg/m^) IV over 2 hours on days 1-3 

• Reconstitute powder with sterile water for injection (20 ml for 1 gram or 60 mL for 
3-gram vial) sterile water for injection. 

• Chemically stable for 7 days, but discard after 8 hours due to lack of bacteriostatic 
preservative. 

• May further dilute in D5W or NS, and discard the unused portion after 8 hours. 

^^csna_mg (400 mg/m^) IV before ifosfamide 

Mesna-mg (200 mg/m^) IV for 4 hours after ifosfamide on days 1-3 

• Available in 100-mg/mL 1000-mg vials. 

• May further dilute in 250-1000 cc NS or D5W. 

• Diluted solution is stable for 24 hours at room temperature. 

• Stable for 8 hours at room temperature. 

• Refrigerate and use reconstituted solution within 6 hours. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in 1-mg/mL solution. Do not use aluminum needles, as precipitate will form. 

• Further dilute in 250—1000 cc 0.9% sodium chloride. 

• Give after paclitaxel to decrease toxicity. 

• Hypersensitivity Reaction; Paclitaxel and carboplatin, with anaphylaxis and severe 

hypersensitivity reactions in 2%—4%. Characterized by dyspnea, hypotension, 

andioedema, and generalized urticaria. May also see tachycardia, wheezing, and facial 

edema. Patients with mild reactions can be rechallenged after 24 hour corticosteroid 

prophylaxis. Patients with severe reactions should not be rechallenged. Monitor vitals 

signs every 15 minutes for the first hour. Premedicate as described. There is an increased 

risk of hypersensitivity reactions to carboplatin after more than seven doses. 

• Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose-limiting. G-CSF support recommended. 

• Gastrointestinal Toxicities; Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and/or diarrhea are seen in 30%-40% of patients. 

• Renal; Nephrotoxicity may be dose-limiting toxicity. Preventable with adequate 

hydration. Hemorrhagic cystitis possible with symptoms of hematuria, dysuria, and 
urinary frequency 

• Electrolyte Imbalance; Decreases Mg^+, K+, Na+, and P. 

• Neurotoxicity; Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 
irreversible. 

• CNS; Somulence, confusion, depressive psychosis, or hallucinations (12%). 

• Alopecia; Total loss of body hair occurs in nearly all patients. 

• Reproduction; Ifosfamide is mutagenic, teratogenic, and excreted in breast milk. 
Paclitaxel is embryotoxic. 
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Initiate antiemetic protocol: 
Supportive Drugs: 

Treatment schedule: 

Estimated number of visits: 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 7 hours on day 1 and 4 hours on days 2 and 3. Repeat cycle every 21-28 days. 

Four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

./ _! _ 
Diagnosis Ht Wt 
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Paditaxel and Carboplatin (Head and Neck CA) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paditaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in 30-mg (6 mg/mL), 100-mg (16.7 mg/mL), and 300-mg (6-mg/mL) vials. 

• Further dilute in 250-500 cc NS or D5W. Final concentration is <1.2 mg/mL. 

• Use non-PVC tubing and containers and a 0.22-micron inline filter for administration. 

Carboplatin_mg (AUC 6) IV day 1 

• Available in 50-, 150-, and 450-mg lyophilized powder; dilute with sterile water. Also 

available in 50-mg and 150-mg, 10-mg/mLg/mL solution; 450-mg and 60-mg 10-mg/mL 

multidose vials stable for 15 days after first use. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute in 250-1000 cc 0.9% sodium chloride or D5W. 

• Chemically stable for 24 hours, discard after 8 hours because of lack of bacteriostatic 
reservative. 

• Give carboplatin after paditaxel to decrease toxicities. 

• Hypersensitivity Reaction: Paditaxel and carboplatin, with anaphylaxis and severe hy¬ 

persensitivity reactions in 2%-4%. Characterized by dyspnea, hypotension, andioedema, 

and generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients 

with mild reactions can be rechallenged after 24 hour corticosteroid prophylaxis. 

Patients with severe reactions should not be rechallenged. Monitor vitals signs every 15 

minutes for the first hour. Premedicate as described. There is an increased risk of 

hypersensitivity reactions after 7-8 doses of carboplatin. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• Gastrointestinal Toxicities: Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and/or diarrhea seen in 30%-40% of patients. 

• Renal: Nephrotoxicity is less common than with cisplatin and is rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^"*", K"*", Ca^"*", Na''^, and P 

• Neurotoxicity: Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 
irreversible. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat the cycle every 21 days until progression. 

Two visits per cycle. Request three cycles worth of visits. 
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Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 
/ / 

Ht Wt m2 
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Paclitaxel and Cisplatin (Head and Neck CA) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS (days 1 and 2) 

Diphenhydramine 25 to 50 mg and cimetidine 300 mg in 100 cc of NS (day 1 only) 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in 30-mg (6 mg/mL), 100-mg (16.7 mg/mL), and 300-mg (6-mg/mL) vials. 

• Further dilute in NS or D5W to a final concentration of 1.2 mg/mL. 

• Diluted solution stable for 27 hours at room temperature. 

• Use non-PVC containers and tubing with a 0.22-micron inline filter for 

administration. 

Cisplatin_mg (75 mg/m^) IV day 2 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

• Hypersensitivity Reaction: Anaphylaxis and severe hypersensitivity reactions in 2%—4% 

vAth Paciltaxel and cisplatin. Characterized by dyspnea, hypotension, andioedema, and 

generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients with 

mild reactions can be rechallenged after 24 hour corticosteroid prophylaxis. Patients 

with severe reactions should not be rechallenged. Monitor vitals signs ever)' 15 minutes 

for the first hour. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• Gastrointestinal Toxicities: Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and/or diarrhea are seen in 30%-40% of patients. Metallic taste to 

food and loss of appetite. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases Mg^"*", K"^, Ca^’*', Na'^, and P 

• Neurotoxicity: Dose limiting peripheral sensoiy' neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 
irreversible. 

• Alopecia: A total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderate to highly emetogenic protocol 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on days 1 and 2. Repeat every 21 days until progression. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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5-FU and Cisplatin (PF) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (100 mg/m^) IV on day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

Major Side Effects 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Fluorouracil_mg (1000 mg/m^/day) IV continuous infusion on days 1-5. 

• Available as 500 mg/lO-mL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

• Hypersensitivity Reactions: Facial edema, wheezing, bronchospasm and hypotension. 

May occur with in minutes of administration of cisplatin. 

• Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia are dose related. 

Can be dose limiting for 5-Fluorouracil daily X 5 or weekly regimens. 

• Gastrointestinal Toxicities: Moderate to sever nausea and vomiting may be acute or 

delayed. Mucositis and diarrhea can be severe and dose limiting. Metallic taste of foods 
and loss of appetite. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases magnesium, potassium, calcium, sodium, and phos¬ 
phorus. 

• Neurotoxicity: Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 
irreversible. 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome (palmar-plantar erythrodysesthesia) characterized by tingling, numbness, 

pain, erythema, dryness, rash, swelling, increased pigmentation, and/or pruritus of the 

hands and feet. Less frequent in reduced doses, can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

• Azoospermia, impotence, and sterility. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 3 hours on day 1. Repeat the cycle every 21 to 28 days. 

Estimated number of visits: Three visits per cycle. Request three cycles worth of visits. May require extra visits for 

hydration; discontinuation of infusion pump and nadir. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! __ 
M^ Diagnosis Ht Wt 
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Cisplatin + Fluorouracil + Leucovorin (PFL) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (100 mg/m^) IV on day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Fluorouracil_mg (800 mg/m^/day) IV continuous infusion days 1-5 

• Available as 500 mg/10 mL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

Leucovorin_mg (50 mg/m^) PO every 6 hours on days 1-5 

• Available as 5- and 15-mg scored tablets for oral use. Protect from light and moisture. 

• Hypersensitivity Reactions: Facial edema, wheezing, bronchospasm and hypotension. 

May occur within minutes of administration. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related. 

Can be dose limiting for daily X 5 or weekly regimens. 

• Gastrointestinal Toxicities: Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases Mg^'*", K"*", Ca^'*', Na^, and P 

• Neurotoxicity: Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 

irreversible. 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome (palmar-plantar erythrodysesthesia) characterized by tingling, numbness, 

pain, erythema, dryness, rash, swelling, increased pigmentation, and/or pruritus of the 

hands and feet. Less frequent in reduced doses, can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction: Pregnancy categoiy D. Breast feeding should be avoided. 

• Azoospermia, impotence, and sterility 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 21 days. 

Three visits per cycle. Request three cycles worth of visits. May require extra visits for 

hydration; discontinuation of pump and nadir. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Cisplatin + Fluorouradl + Radiation Therapy (PF-Larynx Preservation) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC; Chemistry (including Mg^+) and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc NS 

Cisplatin-mg (100 mg/m^/day) IV day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

Major Side Effects 

100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Fluorouracil-mg (1000 mg/m^/day) IV continuous infusion on days 1-5 

• Available as 500 mg/10 mL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

Radiation therapy: 6600-7600 cGy in 180- to 200-cGy fractions 

Hypersensitivity Reactions: Facial edema, wheezing, bronchospasm and hypotension. 
May occur within minutes of administration. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 
and dose related. Can be dose limiting. 

Gastrointestinal Toxicides: Nausea and vomiting moderate to severe, may be acute or 
delayed. Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

Neurotoxicity: Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

m classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 
irreversible. 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Electrolyte Imbalance: Decreases Mg2+, K+, Ca^^, Na+, and P. 

• Skin: Local tissue irritation progressing to desquamation can occur. Do not use oil-based 

lotions or creams in radiation field. Hyperpigmentation, photosensitivity, and nail 

changes may occur. Hand-foot syndrome (palmar-plantar erythrodysesthesia) character¬ 

ized by tingling, numbness, pain, erythema, dryness, rash, swelling, increased pigmenta¬ 

tion, and/or pruritus of the hands and feet. Less frequent in reduced doses, can be dose 
limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat the cycle every 21-28 days for three cycles. 

Three visits per cycle, three visits for course. May require extra visits for hydration; discon¬ 
tinuation of infusion pump and nadir. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

Diagnosis 
/ 

Ht 
/ 

Wt M^ 
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Concurrent Chemo-Radiation Therapy for Laryngeal Preservation 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Chemoradiotherapy: 

Cisplatin_mg (100 mg/m^) IV on days 1, 22, and 43 during radiotherapy 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Radiation therapy: Total dose of 7000 cGy in 200-cGy fractions 

Administer cisplatin concurrently with radiation therapy 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. 

• Gastrointestinal Toxicities: Nausea and vomiting can be acute or delayed and are 

moderate to severe. Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases in magnesium, potassium, calcium, sodium, and 

phosphorus are seen. 

• Skin: Local tissue irritation progressing to desquamation can occur. Do not use oil-based 

lotions or creams in radiation field. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

• Azoospermia, impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1, 22, and 43 of radiotherapy. 

Six to twelve visits per treatment course. May need additional visits for hydration; discon¬ 

tinuation of infusion pump and nadir. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
M^ Diagnosis Ht Wt 
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Chemoradiotherapy for Nasopharyngeal Cancer 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^+) 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Chemoradiotherapy: 

Cisplatin-mg (100 mg/m^) IV on days 1, 22, and 43 during radiotherapy ' 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Radiation therapy: Total dose of 7000 cGy in 180- to 200-cGy fractions 

At the completion of chemoradiotherapy, chemotherapy is administered as follows: 

Chemotherapy: (three 28-day cycles) 

Cisplatin_mg (80 mg/m^) IV on day 1 

Fluorouracil-mg (1000 mg/m^/day) IV continuous infusion on days 1-4 

• Available as 500 mg/10 mL. 

• No dilution required. May further dilute in NS or D5W. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 
and dose related. Can be dose limiting. 

Gastrointestinal Toxicides: Nausea and vomiting can be acute or delayed and are 

moderate to severe. Mucositis and diarrhea can be severe and dose limiting. Metallic taste 
to food and loss of appetite. 

• Renal: Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases in Mg2+, K+, Ca2+, Na+, and R 

• Skin: Local tissue irritation progressing to desquamation can occur. Do not use oil-based 
lotions or creams in radiation field. 

Skin Alterations. Hyperpigmentation, photosensitivity, and nail changes may occur. 

Hand-foot syndrome (palmar-plantar erythrodysesthesia) characterized by tingling, 

numbness, pain, erythema, dryness, rash, swelling, increased pigmentation, and/or 
pruritus of the hands and feet. Less frequent in reduced doses. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1, 22, and 43 of radiotherapy. Three hours on day 1 of 
chemotherapy. 

Six to twelve visits per treatment course. May need additional visits for hydration; discon¬ 
tinuation of infusion pump and nadir. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 
/ 

Ht 
/ 

Wt m2 
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Carboplatin and Fluorouradl (Head and Neck CA) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Carboplatin_mg (300-400 mg/m^) IV on day 1 

• Available in 50-, 150-, and 450-mg lyophilized powder; dilute with sterile water. Also 

available in 50 mg and 150 mg, 10 mg/mL solution; 450 mg and 600 mg 10 mg/mL 

multidose vials stable for 15 days after first use. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute in 250-1000 cc 0.9% sodium chloride. 

• Chemically stable for 24 hours, discard after 8 hours because of lack of bacteriostatic 

preservative. 

Fluorouracil__ mg (600 mg/m^/day) IV on day 1 

• Available as 500 mg/10 niL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

• Hypersensitivity Reactions; Facial edema, wheezing, bronchospasm and hypotension. 

May occur within minutes of administration. 

• Bone Marrow Depression: Neutropenia and thrombocytopenia are dose related and can 

be dose limiting. Anemia may occur with prolonged treatment. 

• Gastrointestinal Toxicities: Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and diarrhea can be severe and dose limiting. 

• Renal: Nephrotoxicity is less common than with cisplatin and is rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^”^, K'*', Ca^"*", and Na+. 

• Skin: Hyperpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome (palmar-plantar erythrodysesthesia) characterized by tingling, numbness, 

pain, erythema, dryness, rash, swelling, increased pigmentation, and/or pruritus of the 

hands and feet. Less frequent in reduced doses, can be dose limiting. 

• Ocular; Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat the cycle every 21 days. 

Two visits per course. Request three courses worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Vinorelbine and Cisplatin (VP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC; Chemistry (including Mg^+) 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Vinorelbine_mg (25 mg/m^) IV days 1 and 8 

• Vesicant 

• Available in 1- or 5-mL single-use vials at a concentration of 10 mg/mL. 

• Further dilute in syringe or IV bag to concentration of 1.5-3.0 mg/mL. Infuse diluted 

drug IV over 6-10 minutes into sidearm port of freely flowing IV infusion, either 

peripherally or via central line. Use port CLOSEST to the IV bag, not to the patient, as 

vinorelbine causes venous irritation when infused. Central line for venous access is 
recommended. 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Flush with at least 75—125 mL of IV fluid after administration. 

• Reconstituted solution is stable for 24 hours refrigerated. 

Cisplatin_mg (80 mg/m^) IV day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 
and can be dose limiting. 

• Gastrointestinal Toxicities: Moderate to severe nausea and vomiting may be acute or 

delayed. Constipation, diarrhea, stomatitis, and anorexia may be seen. 

• Renal; Nephrotoxicity is dose related and with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases Mg^^, K+, Ca^+, Na'^, and P 

Skin. Extravasation of vinorelbine may cause local tissue injury and inflammation. 
Alopecia likely. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory 

neuropathy. Paresthesias and numbness in a classic “stocking-glove” pattern, with 
numbness, tinglings, and sensory loss in arms and legs. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Reproduction: Pregnancy category D, Breast feeding should be avoided. 

• Azoospermia, impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1 and 1 hour on day 8. Repeat the cycle every 21 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name 
f ID Number 

/ 
Diagnosis Ht Wt 

/ 
m2 



280 Head and Neck Cancer 

Single-Agent Regimens 

Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

Dexamethasone 8-mg bid for 3 days, starting the day before treatment 

Oral phenothiazine or S-HT^ and dexamethasone 10-20 mg in 100 cc of NS 

Docetaxel_mg (100 mg/m^) IV on day 1 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Reconstituted vials 

stable at room temperature or refrigerated for 8 hours. 

• Further dilute in 250-cc D5W or 0.9% NS. 

• Use non-PVC containers and tubing to administer. 

• Hypersensitivity Reaction; Anaphylaxis and severe hypersensitivity reactions seen less 

frequently than with paclitaxel. Characterized by dyspnea, hypotension, andioedema, and 

generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients with 

mild reactions can be rechallenged after 24 hour corticosteroid prophylaxis. Monitor 

vitals signs every 15 minutes for the first hour. Patients with severe reactions should not 

be rechallenged. Premedicate as described. 

• Bone Marrow Depression: Neutropenia is dose limiting with nadir at days 7-10 and 

recovery by day 14. Thrombocytopenia and anemia are also seen. 

• Gastrointestinal Toxicities; Nausea and vomiting are mild to moderate. Mucositis and 

diarrhea are seen in 40% of the patients. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of the patients. Sensory alter¬ 

ations are paresthesias in a glove-and-stocking distribution and numbness. 

• Fluid Balance: Fluid retention syndrome. Symptoms include weight gain, peripheral 

and/or generalized edema, pleural effusion, and ascites. This is seen in about 50% of 

patients. Premedication with dexamethasone is effective in preventing or minimizing 

occurrences. 

• Skin: Alopecia occurs in 56%-75% of patients. Maculopapular, violaceous/erythematous, 

and purtitic rash may occur, usually on the feet and/or hands but can be on arms, face, or 

thorax. Usually resolve prior to next treatment. Nail changes may occur in 11%—40% of 

patients and may include onycholysis (loss of nail). Hand-foot syndrome has also been 

reported. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat the cycle every 21 days. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel-mg (250 mg/m^) IV over 24 hours on day 1 

OR 

Paclitaxel-mg (137-175 mg/m^) IV over 3 hours on day 1 

• Available in 30-mg (6 mg/mL), 100-mg (16.7 mg/mL), and 300-mg (6-mg/mL) vials. 

• Further dilute in NS or D5W to a final concentration of <1.2 mg/mL. 

• Diluted solution stable for 27 hours at room temperature. 

• Use non-PVC tubing and containers and a 0.22-micron inline filter for administration. 

• Hypersensitivity Reaction: With anaphylaxis and severe hypersensitivity reactions in 

2 Characterized by dyspnea, hypotension, andioedema, and generalized urticaria. 

May also see tachycardia, wheezing, and facial edema. Usually happens within first 2—3 

minutes of infusion. Patients with mild reactions can be rechallenged after 24 hour corti¬ 

costeroid prophylaxis. Patients with severe reactions should not be rechallenged. 

Premedicate as described. Monitor vital signs every 15 minutes for first hour of infusion. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and recov¬ 

ery by days 15-21. Decreased the incidence of neutropenia with a 3-hour schedule when 
compared with a 24-hour schedule. G-CSF support is recommended. 

• Gastrointestinal Toxicity: Mild to moderate nausea and vomiting, usually brief in dura¬ 

tion. Mucositis and/or diarrhea seen in 30%-40% of patients. Mucositis is more common 
with the 24-hour schedule. 

• Neurotoxicity: Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 
irreversible. 

• Alopecia: A total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours or 4 hours. Repeat every 21 days as tolerated. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ _/ __ 
M^ 

Diagnosis Ht Wt 



282 Head and Neck Cancer 

Methotrexate 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Methotrexate_mg (40 mg/m^) IV or IM weekly. 

• Available in 50-, 100-, 200-, and 1000-mg single-use reconstituted vials. 

• May dilute further in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. 

• Bone Marrow Depression: Dose-limiting toxicity, leukocyte nadir at 4-7 days, and 

recovery by day 14. 

• Gastrointestinal Toxicides: Nausea and vomiting are mild. Mucositis can be dose 

limiting, typical onset 3-7 days after treatment. 

• Renal: Acute renal failure, azotemia, urinary retention, and uric acid nephropathy have 

been observed. Methotrexate is insoluble in acid urine and may precipitate in renal 

tubules at higher doses. 

• Pulmonary: Poorly defined pneumonitis characterized by fever, cough, and interstitial 

pulmonary infiltrates. 

• Skin: Alopecia and dermatitis are uncommon. Pruritus, urticaria may occur. Photosensi¬ 

tivity, sunburn-like rash (1-5 days after treatment), and radiation recall seen. 

• Reproduction: Menstrual irregularities, abortion, and fetal deaths reported. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour weekly if given IV. If IM schedule injection only or teach patient self 

injection. Repeat the cycle every week. 

One visit per week. Request 12 weeks worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Vinorelbine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry 

Central line placement 

0.9% sodium chloride 

5-HT3 

Vinorelbine_mg (30 mg/m^) IV weekly 

• Vesicant 

• Available in 1- or 5-mL single-use vials at a concentration of 10 mg/mL. 

• Further dilute in syringe or IV bag to concentration of 1.5-3.0 mg/mL. Infuse diluted 

drug IV over 6-10 minutes into sidearm port of freely flowing IV infusion, either 

peripherally or via central line. Use port CLOSEST to the IV bag, not to the patient, as 
vinorelbine causes venous irritation when infused. 

• Flush with at least 75—125 mL of IV fluid after administration. 

• Reconstituted solution is stable for 24 hours refrigerated. 

• Bone Marrow Depression; Leukopenia is a dose-limiting toxicity. Nadir at 7-10 days. 

Severe thrombocytopenia and anemia are uncommon. 

• Gastrointestinal Toxicities: Nausea and vomiting are moderate with an incidence of 44%. 

Mild to moderate stomatitis has a < 20% incidence. Constipation (35%), diarrhea (17%), 
and anorexia (< 20%) are also seen. 

• Hormonal; Syndrome of inappropriate secretion of antidiuretic hormone. 

• Skin; Extravasation of vinorelbine may cause local tissue injury and inflammation. 
Alopecia observed in 10%-15% of patients. 

• Neurotoxicity; Usually mild in severity and occurs much less frequently than with other 
vinca alkaloids. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

Moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour weekly. Repeat the cycle every week. 

One visit per cycle. Request 12 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! __ 
M^ Diagnosis Ht Wt 



284 Head and Neck Cancer 

Capedtabine (Xeloda) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, and LFTs 

N/A 

N/A 

Oral phenothiazine or S-HT^ 

Capecitabine_ _mg (1000 mg/m^/day) PO bid on days 1-14 

• Available in 150- and 500-mg tablets. Do not break tablets in half. Do not give Maalox 30 
minutes before or 2 hour after administration. Administer within 30 minutes after a meal 
with plenty of water. 

• Monitor INRs closely in patients on warfarin, may increase INR. 

• Dose may be reduced to 825-900 mg/m^ PO bid on days 1-14 to decrease the risk of 
toxicity without compromising clinical efficacy. 

• Patient should be instructed to stop Xeloda at the first sign of hand-and-foot syndrome, 
or with stomatitis, or diarrhea uncontrolled by antidiarrheal protocol. 

• Gastrointestinal Toxicities; Nausea and vomiting occur in 15%-53% of patients and are 
usually mild to moderate. Diarrhea is seen in up to 40% with 15% being grades 3-4. 
Stomatitis is common, 3% of which is severe. 

• Skin; Hand-foot syndrome (palmar-plantar erythrodysesthesia) is seen in 15%-20% of 
patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 
increased pigmentation, and/or pruritus of the hands and feet. This is less frequent in 
reduced doses. 

• Ocular: Blepharitis, tear-duct stenosis, and acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 
transaminases. Dose modifications may be required if hyperbilirubinemia occurs or if 
patient has hepatic metastasis, which may require a 25% dose reduction. 

• Renal Insufficiency: Capecitabine is contraindicated in patients with baseline creatinine 
clearance < 30 mL/min. A dose reduction to 75% of capecitabine should be made with 
baseline creatinine clearance of 30-50 mL/min. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ diphenoxylate/ □ loperamide (Imodium) atropine sulfate (Lomotil) 

14 days on 7 days off per cycle. Repeat as tolerated until progression. 

One visit per cycle. Repeat cycle every 3 weeks. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



HEPATOCELLULAR CANCER 

11 

Single Agent Regimens 

Doxorubicin.. 

Doxorubicin: 20-30 mg/m^ IV weekly 

Repeat cycle every week.bi92 

Cisptatin... 

Cisplatin: 80 mg/m^ IV on day 1 

Repeat cycle every 28 days.^’^^^ 

Capedtabine.... 

Capecitabine: 1000 mg/m^ PO bid on days 1-14 

Repeat cycle every 21 days.^-^^"^ 

Dose may be reduced to 825-900 mg/m^. PO bid on days 1-14. This dose 

reduction may decrease the risk of toxicity without compromising clini¬ 
cal efficacy. 
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286 HepatoceUular Cancer 

Single-Agent Regimens 

Doxorubicin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

Multigated angiogram (MUGA) scan/consider central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Doxorubicin_mg (20-30 mg/m^) IV weekly 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if mixed with heparin or 5-FU. 

• Should be given IV push through the side port of a free-flowing IV 

• Bone Marrow Depression; White blood cell (WBC) and platelet nadir 10-14 days after 

drug dose, with recovery from days 15-21. Myelosuppression may be severe but is less 

severe with weekly dosing. 

• Gastrointestinal Toxicities: Nausea and vomiting are moderate to severe and occur in 

44% of the patients. Stomatitis occurs in 10% of the patients but is not dose limiting. 

• GU: Red-orange discoloration of urine for up to 48 hours. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses of > 550 mg/m^, cardiomyopathy may occur. There is an increased risk of 

cardiotoxicity when doxorubicin is given with Herceptin or mitomycin C. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia occurs with doses of more 

than 50 mg/m^. 

• Reproduction: Doxorubicin is teratogenic, mutagenic, and carcinogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat the cycle every 7 days until progression. 

One visit per week. Request eight weeks worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt m2 
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Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including Mg^+) and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (80 per m^) IV over 1—3 hours on day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia occur equally in 

23%-30% of patients. Leukopenia and thrombocytopenia are dose related. 

• Gastrointestinal Toxicities: Moderate to severe nausea and vomiting. May be acute 

(first 24 hours) or delayed (> 24 hours). Metallic taste of foods and loss of appetite. 

• Renal: Nephrotoxicity is dose related, with cisplatin presents at 10-20 days. 

• Electrolyte Imbalance: Decreases magnesium, potassium, calcium, sodium, and 
phosphorus. 

• Neurotoxicity: Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 
irreversible. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia. 

• Reproduction: Cisplatin is mutagenic and probably teratogenic. Azoospermia, 
impotence, and sterility. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 28 days. 

Two visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



288 Hepatocellular Cancer 

Capedtabine (Xeloda) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, bilirubin, LFTs, and CEA 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Capecitabine_mg (1000 mg/mVday) PO BID, days 1-14, followed by 7 days 

of rest. 

• Administer within 30 minutes after a meal with plenty of water. 

• Available in 150- and 500-mg tablets. Do not break tablets in half. Do not give Maalox 30 

minutes before or 2 hours after administration. 

• Monitor INRs closely in patients on warfarin, may increase INR. 

• Patient should be instructed to stop Xeloda at the first sign of hand-and-foot syndrome, 

or with stomatitis, or diarrhea uncontrolled by antidiarrheal protocol. 

• Gastrointestinal Toxicides: Nausea and vomiting, 30%-50% of patients, are usually mild 

to moderate. Diarrhea is seen in up to 40%, with 15% being grades 3-4. Stomatitis is 

common, 3% of which is severe. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) seen in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 

doses. 

• Ocular: Blepharitis, tear-duct stenosis, and acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminases. Dose modifications may be required if hyperbilirubinemia occurs or if 

patient has hepatic metastasis, which may require a 25% dose reduction. 

• Renal: Patients with mild to moderate renal impairment should start with a 25% dose 

reduction. 

• Renal Insufficiency: Capecitabine is contraindicated in patients with baseline creatinine 

clearance < 30 mL/min. A dose reduction to 75% of capecitabine should be made with 

baseline creatinine clearance of 30-50 mL/min. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ diphenoxylate/ □ loperamide (Imodium) 
atropine sulfate (Lomotil) 

14 days on followed by 7 days off per cycle. Repeat cycle every 3 weeks as tolerated until 

progression. 

One visit per cycle. Request three to six cycles of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



KAPOSI'S SARCOMA 

Combination Regimens 

BV .290 

Bleomycin: 10 U/m^ IV on days 1 and 15 

Vincristine: 1.4 mg/m^ IV on days 1 and 15 (maximum, 2 mg) 

Repeat cycle every 2 weeks. 

ABV . 

Doxorubicin: 40 mg/m^ IV on day 1 

Bleomycin: 15 U/m^ IV on days 1 and 15 

Vinblastine: 6 mg/m^ IV on day 1 

Repeat cycle every 28 days.^’^^^ 

Single-Agent Regimens 

Liposomal Daunorubicin.. 

DaunoXome: 40 mg/m^ IV on day 1 

.291 

.293 

Repeat cycle every 14 days. 1,197 

Liposomal Doxorubicin. 

Doxil: 20 mg/m 2 IV on day 1 

Repeat cycle every 21 days.'^'^^® 

Paclitaxel . 

Paclitaxel: 135 mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^’^^® 

OR 

Paclitaxel: 100 mg/m^ IV on day 1 

Repeat cycle every 2 weeks. 

Interferon a-2a. 

Interferon a-2a: 36 million lU/m^ SC or IM, daily for 8-12 weeks’^’^^^ 

Interferon a-2b: 30 million lU/m^ SC or IM, 3 times weekly^’^*^^ 
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290 Kaposi's Sarcoma 

Combination Regimens 

Bleomycin + Vincristine (BV) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

Pulmonary function tests (PFTs) and chest x-ray (CXR) 

0.9% sodium chloride 

Tylenol or Tylenol ES 2 tablets orally 30 minutes before treatment and every 

6 hours after oral S-HT^ if prior nausea exhibited (phenothiazines enhance activity of 

bleomycin) 

Bleomycin_units (10 U/m^) IV on days 1 and 15 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes. 

Vincristine_mg (1.4 mg/m^) IV on days 1 and 15. 

Maximum dose of 2 mg. 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials at a concentration of 1 mg/mL. 

• Given IV push through side port of free-flowing IV of NS or D5W. 

• Hypersensitivity Reaction: Fever and chills observed in up to 25% of patients. True 

anaphylactoid reactions are rare but more common in patients with lymphoma (1%). 

• Pulmonary: Pulmonary toxicity is dose limiting in bleomycin. 

• Bone Marrow Depression: Myelosuppression is mild. 

• Gastrointestinal Toxicities: Nausea with or without vomiting may occur but is usually 

mild. Constipation, abdominal pain, and paralytic ileus are common. A prophylactic 

bowel regimen for constipation is recommended. 

• Skin: Extravasation of vincristine may cause local tissue injury, inflammation, and necro¬ 

sis. Phlebitis at the IV site may occur. Alopecia is common. Skin changes with or without 

rash and nail changes or loss have been seen. 

• Neurotoxicity: Peripheral neuropathies occur as a result of toxicity to nerve fibers. Symp¬ 

toms include absent deep tendon reflexes, numbness, weakness, myalgias, cramping, and 

late severe motor difficulties. Impotence may result in secondary to nerve damage. 

• Reproduction: Bleomycin is teratogenic and mutagenic. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 15. Repeat cycle every 2 weeks. 

Two visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Kaposi's Sarcoma 291 

Doxorubicin + Bleomycin + Vinblastine (ABV) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 
< r 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

MUGA scan PFTs and CXR baseline; PFTs and CXR 

0.9% sodium chloride 

Tylenol or Tylenol ES 2 tablets orally 30 minutes before treatment and every 

6 hours after 

5-F1T3 and dexamethasone 10-20 mg in 100 cc of NS over 30 minutes 

(phenothiazines enhance activity of bleomycin) 

Doxorubicin_mg (40 mg/m^) IV day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. Given IV push through side port of free-flowing IV of 

NS or D5W. 

• Doxorubicin will form a precipitate if mixed with heparin or 5-FU. 

• Given IV push through the side port of a free-lowing IV 

Bleomycin_units (15 U/m^) IV on days 1 and 15 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in 0.9% sodium chloride or 

sterile water: 1-5 cc for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be 

diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push over at least 10 minutes or further diluted and NS infused or pushed over 

at least 10 minutes. 

Vinblastine_mg (6 mg/m^) IV on day 1 

• Vesicant 

• Available in 10-mg vials at a concentration of 1 mg/mL. 

• Given IV push through side port of free-flowing IV of NS or D5W. 

• Hypersensitivity Reaction: Fever and chills observed in up to 25% of patients. True 

anaphylactoid reactions are rare but more common in patients with lymphoma (1%). 

• Pulmonary: Pulmonary toxicity is dose limiting in bleomycin. 

• Bone Marrow Depression: Myelosuppression may be severe with WBC and platelet nadir 

at 10-14 days and recovery on days 15-21. 

• Gastrointestinal Toxicities: Nausea and vomiting are moderate to severe and occur in 

44% of patients. Stomatitis occurs in 10% of patients but is not dose limiting. Constipa¬ 

tion, abdominal pain, and paralytic ileus are common. A prophylactic bowel regimen for 

constipation is recommended. 

• GU: Red-orange discoloration of urine for up to 48 hours after doxorubicin. 

• Cardiotoxicity: Acutely, myocarditis or subsequent cardiomyopathy can occur. 

• Skin: Extravasation of doxorubicin or vinblastine may cause local tissue injury, inflam¬ 

mation, and necrosis. Phlebitis at the IV site may occur. Skin changes with or without 

rash, hyperpigmentation, photosensitivity, radiation recall, and nail changes or loss have 

been seen. Alopecia is common. 

• Neurotoxicity: Peripheral neuropathies occur as a result of toxicity to nerve fibers. Symp¬ 

toms include absent deep tendon reflexes, numbness, weakness, myalgias, cramping, and 

late severe motor difficulties. Impotence may result in secondary to nerve damage. 

• Reproduction: Drugs are teratogenic and mutagenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1 and 15. Repeat the cycle every 28 days. 

Two visits per cycle. Request three cycles worth of visits. 



292 Kaposi's Sarcoma 

Dose Calculation by: 1.__ 2 
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Kaposi's Sarcoma 293 

Single-Agent Regimens 

Liposomal Daunorubidn (DaunoXome) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry 

MUGA scan at baseline, at 320 mg/m^ cumulative dose and every 160 mg/m^ dose there¬ 
after. Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Liposomal Daunorubicin_mg (40 mg/m^) IV over 1 hour on day 1 

• Available as a 2-mg/mL solution in 50-mg vials. 

• Further dilute drug in D5W to a final concentration of 1 mg/mL. Solution is stable for 6 
hours. 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Drug is a vesicant; administer with care as IV bolus over 60 minutes. 

• Infusion Reaction: Occurs within the first 5 minutes of infusion and manifested by back 

pain, flushing, and tightness in the chest and throat. Observed in about 15% of patients 

and usually with the first infusion. Improves on termination of infusion and typically 

does not recur on reinstitution at a slower infusion rate. 

• Bone Marrow Depression: Myelosuppression can be severe and affects the granulocytes 

primarily. Neutropenia (36%), concurrent antiretroviral, and antiviral agents may en¬ 

hance this effect. Hold for granulocyte count < 750 cells/mm^. 

• Gastrointestinal Toxicides: Nausea and vomiting are usually mild to moderate and occur 

in 50% of patients. Mucositis and diarrhea are common but not dose limiting. Dose 

reduction required for abnormal liver function. 

• Cardiac: Acutely, pericarditis and/or myocarditis, EKG changes, or arrhythmias. Chronic 

form is associated with a dose-dependent cardiomyopathy at cumulative doses of > 320 

mg/m^. Risk of cardiac toxicity increased with prior anthracycline use, pre-existing 

cardiac disease, or radiotherapy encompassing heart. 

• Skin: Mild alopecia occurs in 6% of patients and moderate alopecia in 2% of patients. 

Folliculitis, seborrhea, and dry skin occur in > 5% of patients. 

• Reproduction: Liposomal daunorubicin is embryotoxic. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 14 days. 

One visit per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 

/ 
Wt 

/ _ 

M^ 

t 



294 Kaposi's Sarcoma 

Liposomal Doxorubicin (DOXIL) 

Baseline laboratory and tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistr)^ 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Liposomal Doxorubicin_mg (20 mg/m^) IV on day 1 

• Irritant 

• Available as a 2-mg/mL solution in 20- or 50-mg vials. 

• Further dilute drug doses up to 90 mg in 250 cc of D5W, use 500-mL D5W for doses 
> 90 mg. 

• Administer at initial rate of 1 mg/mL to minimize risk of infusion reaction; if no reaction 
increase rate to complete administration in 1 hour. 

• Diluted solution stable for 24 hours refrigerated. 

• Infusion Reaction: Flushing, dyspnea, facial swelling, headache, back pain, tightness in 

the chest and throat, and/or hypotension. Usually occurs during first treatment and is 

seen in 5%-10% of patients. Resolves quickly after infusion stopped. Monitor vital signs 

for first 15-30 minutes. May administer coticosteroids or diphenhydramine before 

rechallenging, or have patient take steroids for 24 hours prior to the next administration. 

• Bone Marrow Depression; Dose-limiting toxicity in the treatment of HIV-infected 

patients. Leukopenia occurs in 91% of patients, with anemia and thrombocytopenia less 
common. 

• Gastrointestinal Toxicities: Nausea and vomiting are usually mild to moderate. Stomatitis is 
seen in 7% of patients and diarrhea in 8%; both are usually mild. 

• GU: Red-orange discoloration of urine for up to 48 hours. 

• Cardiac: Acutely, pericarditis and/or myocarditis, EKG changes, or arrhythmias. Not dose 

related. With high cumulative doses > 550 mg/m^, cardiomyopathy may occur. In¬ 

creased risk of cardiotoxicity when liposomal doxorubicin is given with Herceptin or 

mitomycin C. Risk of cardiac toxicity increased with prior anthracycline use, pre-existing 

cardiac disease, or radiotherapy encompassing heart and in patients > 70 years of age. 

• Skin: Skin toxicity manifested as hand-foot syndrome with skin rash, swelling, erythema, 

pain, and/or desquamation. Seen in 3.4% of patients and is dose related. Hyperpigmenta¬ 

tion of nails, skin rash, urticaria, and radiation recall occur. Alopecia seen in 9% of 
Kaposi’s patients. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days. 

One visit per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ 
Diagnosis Ht Wt 



Kaposi's Sarcoma 295 

Paclitaxel (Taxol) 

Baseline laboratory and tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

0.9% sodium chloride 

Oral phenothiazines or 5-HT3 in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (135 mg/m^) IV over 3 hours on day 1. Repeat 3 times 

OR 

Paclitaxel_mg (100 mg/m^) IV over 3 hours on day 1. Repeat every 2 weeks 

• Available in 30-mg (6 mg/mL), 100-mg (16.7 mg/mL), and 300-mg (6-mg/mL) vials. 

• Further dilute in NS or D5W to a final concentration of < 1.2 mg/mL. 

• Diluted solution stable for 27 hours at room temperature. 

• Use non-PVC containers and tubing with a 0.22-micron inline filter for administra¬ 
tion. 

• Hypersensitivity Reaction: With anaphylaxis and severe hypersensitivity reactions in 

2%-4%. Characterized by dyspnea, hypotension, andioedema, and generalized urticaria. 

May also see tachycardia, wheezing, and facial edema. Usually happens within first 2-3 

minutes of infusion. Patients with mild reactions can be rechallenged after 24 hour 

corticosteroid prophylaxis. Patients with severe reactions should not be rechallenged. 

Premedicate as described. Monitor vital signs every 15 minutes for first hour of infusion. 

• Bone Marrow Depression; Dose-limiting neutropenia with nadir at days 8-10 and recov¬ 

ery by days 15-21. Decreased the incidence of neutropenia with a 3-hour schedule when 

compared with a 24-hour schedule. G-CSF support is recommended. 

• Gastrointestinal Toxicity: Mild to moderate nausea and vomiting, usually brief in dura¬ 

tion. Mucositis and/or diarrhea seen in 30%-40% of patients. Mucositis is more common 

with the 24-hour schedule. 

• Neurotoxicity: Dose limiting peripheral sensory neuropathy. Paresthesias and numbness 

in classic “stocking glove” pattern. Risk increases with cumulative doses. Loss of motor 

function, facial encephalopathy and seizures observed. Neurologic effects may be 

irreversible. 

• Alopecia: A total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours. Repeat every 21 days as tolerated or until progression. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



296 Kaposi's Sarcoma 

Interferon a-2a 

Baseline laboratory and tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry (including LFTs) 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Acetaminophen 

Interferon a-2a (Intron A)_mg (36-million lU/m^) SC or IM, daily for 8-12 
weeks 

• Available in 30 miu pen (30 miu in 1.5 ml). 

OR 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Interferon a-2b_mg (30-milhon lU/m^) SC or IM three times weekly 

• Flulike Symptoms; Fever, chills, headache, myalgias, and arthralgias. Occurs in 

80%-90% of patients. Onset 3-4 hours after injection and lasting for up to 8-9 hours. 

Incidence decreases with subsequent injections. Symptoms can be managed with 

acetaminophen and increased oral fluid intake. 

• Bone Marrow Depression: Myelosuppression with mild leukopenia and 
thrombocytopenia. 

• Gastrointestinal Toxicides: Nausea and diarrhea are mild; vomiting is rare. Anorexia is 

seen in 46%-65% of patients and is cumulative and dose limiting. Taste alteration and 
xerostomia may occur. 

• Renal/hepatic; Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare 

instances. Mild transient elevations in serum transaminases. Dose-dependent toxicity is 

observed more frequently in the presence of pre-existing liver abnormalities. 

• Cardiotoxicity: Chest pain, arrhythmias, and congestive heart failure are rare. 

• Skin: Alopecia is partial. Dry skin, pruritus, and irritation at injection site seen. 

• Ocular: Retinopathy with cotton-wool spots and small hemorrhages. Usually 

asymptomatic and resolves upon termination of therapy. 

• Reproduction: Increased incidence of spontaneous abortions. 

Mildly emetogenic protocol 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1 for self-injection teaching 

One visit per week for laboratories. Request 12 weeks worth of visits. May require extra 
visits for hydration. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



LEUKEMIA 

Acute Lymphocytic Leukemia 

A 

phocytic Leukemia 

Induction Therapy 

Linker Regimen^'^®^'^®^ ........ 

Daunorubicin: 50 mg/m ^ IV every 24 hours on days 1-3 

Vincristine: 2 mg IV on days 1,8, 15, and 22 

Prednisone; 60 mg/m^ PO divided into three doses on days 1-28 

L-Asparaginase: 6000 U/m^ IM on days 17-28 

If bone marrow on day 14 is positive for residual leukemia, 

Daunorubicin; 50 mg/m^ IV on day 15 

If bone marrow on day 28 is positive for residual leukemia, 

Daunorubicin: 50 mg/m^ IV on days 29 and 30 

Vincristine: 2 mg IV on days 29 and 36 

Prednisone: 60 mg/m^ PO on days 29-42 

L-Asparaginase: 6000 U/m^ IM on days 29-35 

Consolidation Therapy 

Linker Regimen^'^°^'^°^ .....303 

Treatment A (Cycles 1, 3, 5, and 7) 

Daunorubicin: 50 mg/m^ IV on days 1 and 2 

Vincristine: 2 mg IV on days 1 and 8 

Prednisone: 60 mg/m^ PO on days 1-14 

L-Asparaginase: 12,000 U/m^ on days 2, 4, 7, 9, 11, and 14 

Treatment B (Cycles 2, 4, 6, and 8) 

Teniposide: 165 mg/m^ IV on days 1, 4, 8, and 11 

Cytarabine: 300 mg/m^ IV on days 1, 4, 8, and 11 

Treatment C (Cycle 9) 

Methotrexate: 690 mg/m^ IV over 42 hours 

Leucovorin; 15 mg/m^ IV every 6 hours for 12 doses beginning at 42 hours 

Maintenance Therapy 

Linker Regimen^'^°^'^°‘‘ .305 

Methotrexate; 20 mg/m^ PO weekly 

6-Mercaptopurine: 75 mg/m^ PO daily 

Continue for a total of 30 months of complete response. 
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298 Acute Lymphocytic Leukemia 

CNS Prophylaxis 

Linker Regimen^'^®^'^®'^ .306 

Cranial irradiation; 1800 rad in 10 fractions over 12-14 days 

Methotrexate: 12 mg IT weekly for 6 weeks 

Begin within 1 week of complete response. 

In patients with documented CNS involvement at time of diagnosis, 

intrathecal chemotherapy should begin during induction chemotherapy. 

Methotrexate: 12 mg IT weekly for 10 doses 

Cranial irradiation: 2800 rad 

Larson Regimen^-^®^.307 

Induction (Weeks 1-4) 

Cyclophosphamide: 1200 mg/m^ IV on day 1 

Daunorubicin: 45 mg/m^ IV on days 1-3 

Vincristine: 2 mg IV on days 1,8, 15, and 22 

Prednisone: 60 mg/m^/day PO on days 1-21 

L-Asparaginase: 6000 lU/m^ SC on days 15, 18, 22, and 25 

Early Intensification (Weeks 5-12) 

Methotrexate: 15 mg IT on day 1 

Cyclophosphamide; 1000 mg/m^ IV on day 1 

6-Mercaptopurine: 60 mg/m^/day PO on days 1-4 and 8-11 

Cytarabine: 75 mg/m^ IV on days 1-14 

Vincristine: 2 mg IV on days 15 and 22 

L-Asparaginase; 6000 lU/m^ SC on days 15, 18, 22, and 25 

Repeat the early intensification cycle once. 

_CNS Prophylaxis and Interim Maintenance (Weeks 13-25) 

Cranial irradiation: 2400 cGy on days 1-12 

Methotrexate; 15 mg IT on days 1, 8, 15, 22, and 29 

6-Mercaptopurine: 60 mg/mVday PO on days 1-70 

Methotrexate: 20 mg/m^ PO on days 36, 43, 50, 57, and 64 



Acute Lymphocytic Leukemia 299 

Late Intensification (Weeks 26-33) 

Doxorubicin: 30 mg/m^ IV on days 1, 8, and 15 

Vincristine: 2 mg IV on days 1,8, and 15 

Dexamethasone: 10 mg/m^/day PO on days 1-14 

Cyclophosphamide: 1000 mg/m^ IV on day 29 

6-Thioguanine: 60 mg/m^/day PO on days 29-42 

Cytarabine: 75 mg/m^ on days 29, 32, 36-39 

Prolonged Maintenance (Continue Until 24 Months after Diagnosis) 

Vincristine: 2 mg IV on day 1 

Prednisone: 60 mg/mVday PO on days 1-5 

Methotrexate: 20 mg/m^ PO on days 1, 8, 15, and 22 

6-Mercaptopurine: 80 mg/mVday PO on days 1-28 

Repeat maintenance cycle every 28 days. 

Hyper-CVAD Regimen^'^°®.311 

Cyclophosphamide: 300 mg/m^ IV over 3 hours every 12 hours for 6 

doses on days 1-3 

Mesna: 600 mg/m^ IV over 24 hours on days 1-3 ending 6 hours after the 

last dose of cyclophosphamide 

Vincristine: 2 mg IV on days 4 and 11 

Doxorubicin: 50 mg/m^ IV on day 4 

Dexamethasone: 40 mg PO or IV on days 1-4 and 11-14 

Alternate cycles every 21 days with the following; 

(High dose-MTX-Ara-C) 

Methotrexate: 200 mg/m^ IV over 2 hours, followed by 

800 mg/m^ IV over 24 hours on day 1 

Leucovorin: 15 mg IV every 6 hours for 8 doses, starting 24 hours after 

the completion of methotrexate infusion 

Cytarabine: 3000 mg/m^ IV over 2 hours every 12 hours for 4 doses on 

days 2-3 

Methylprednisolone: 50 mg IV bid on days 1-3 

Alternate four cycles of hyper-CVAD with four cycles of high-dose 

methotrexate and cytarabine therapy (HD-MTX-Ara-C) every three to 

four weeks. 



300 Acute Lymphocytic Leukemia 

CNS Prophylaxis 

Hyper-CVAD Regimen...312 

Methotrexate: 12 mg IT on day 2 

Cytarabine: 100 mg IT on day 8 

Repeat with each cycle of chemotherapy, depending on the risk of CNS 

disease. 

Supportive Care 

Throughout treatment 

Ciprofloxacin; 500 mg PO bid 

Fluconazole; 200 mg/day PO 

Acyclovir: 200 mg PO bid 

G-CSF: 10 ptg/kg/day starting 24 hours after the end of chemotherapy 

(i.e., on day 5 of hyper-CVAD therapy and on day 4 of high-dose 

methotrexate and cytarabine therapy) 

Single-Agent Regimens 

Clofarabine ......314 

Clofarabine: 52 mg/m^ IV for 5 days 

Repeat cycle every 2-6 weeks. 



Acute Lymphocytic Leukemia 301 

Induction Therapy 

Linker Regimen: ALL 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Administer: 

Administer: 

Major Side Effects 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement, EKG, and MUGA if cardiac changes with 

induction therapy. Doses reduce with impaired functions. 

NS. Consider central line. 

5-HT3 and dexamethasone 20 mg IV 

Daunorubicin_50 mg/m^ IV on day 1,2, and 3 

• Vesicant 

• Given through the side port of a free-flowing IV Infuse over 1 hour only if patient has a 
central line. Maximum lifetime dose 550 mg/m^. 

• Available in 20 mg/5 mL or 50 mg/10 mL preservative-free vial. Further dilute with 

10—15 mL of 0.9% sodium chloride before administration. 

• Diluted solution stable for 24 hours protected from light. 

• Incompatible with heparin and dexamethasone. 

Vincristine_2 mg IV on days 1, 8, 15, and 22 

• Vesicant 

• Given through the side port of a free-flowing IV 

• Available in 1 mg or 2 mg/mL vials. Keep refrigerated until ready to use. 

Prednisone_60 mg/m^ PO divided into three doses on days 1-28 

• Available in 1-, 5-, 20-, and 50-mg tablets. 

• Take in the morning with food. 

L-Asparaginase_6000 U/m^ IM on days 17-28 

• Available in 10,000 IU/10 mL. 

• Reconstituted solution is stable for 8 hours at room temperature. Do NOT administer 
more than 2 mL per IM injection. 

If bone marrow on day 14 is positive for residual leukemia: 

Daunorubicin_50 mg/m^ IV on day 15 

If bone marrow on day 28 is positive for residual leukemia: 

Daunorubicin_50 mg/m^ IV on days 29 and 30 

Vincristine_2 mg IV on days 29 and 36 

Prednisone_60 mg/m^ PO on days 29-42 

L-Asparaginase_6000 U/m^ m^ IM on days 29-35 

• Anaphylactic Reaction: Occurs in 20—30 of patients receiving L-asparaginase, incidence 

increases with subsequent doses. Occurs less often with IM doses. 

• Bone Marrow Depression: Nadir at 10-14 days; leukopenia more common than throm¬ 

bocytopenia. Teach self-care measures to minimize risk of infection and bleeding. 

• Gastrointestinal (GI) Toxicides: Nausea and vomiting, anorexia, and mucositis. Auto¬ 

nomic neuropathy resulting in constipation and can lead to paralytic ileus. 

• Cardiotoxicity: Irreversible congestive heart failure (CHF). Acute toxicity can occur 

within hours after administration. Have patients report dyspnea, shortness of breath, 

edema, or orthopnea. Daily weights. 

• Mental Status: Lethargy, drowsiness, and somnolence with the L-asparaginase. 

• Peripheral Neuropathy: Absent deep tendon reflexes, numbness, weakness, myalgias, jaw 

pain, diplopia, vocal cord paralysis, and metallic taste. 

• GU Toxicity: Causes discoloration of urine (pink to red, red orange for up to 48 hours 
after administration). 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment. 

• Skin Alterations: Total alopecia, radiation recall, and sun sensitivity. 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Sexual dysfunction: mutagenic and potentially teratogenic, discuss contraception and 
sperm banking. 

Highly to moderately emetogenic protocol 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle until remission (usually two to three cycles). 

Chair time two hours on days 1, 2, 3, 8, 15, 22 and 17-28, 29, 30, 31, 32, 33, 34, 35, 
and 36. 

Five to seven days first week, daily, or every other day for CBC, may require 
hospitalization. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 
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Consolidation Therapy 

Linker Regimen; ALL 

Treatment A (Cycles 1, 3, 5, and 7) Alternating with Treatment B (Cycles 2, 4, 6, and 8) Followed by Treatment C 

(Cycle 9) 

Baseline laboratory tests: CBC: Chemistry, renal and liver functions 

Baseline procedures or tests: Bone marrow biopsy, central line placement, EKG, and MUGA if cardiac changes with in¬ 

duction therapy. Doses reduce with impaired liver or renal functions. 

Initiate IV: 

Premedicate: 

Administer: 

Treatment Cycle A (Cycles 1, 3, 5, and 7) 

NS ~~ 

5-HT3 and dexamethasone 20 mg IV 

Daunorubicin_50 mg/m^ IV on days 1 and 2 

• Given through the side port of a free-flowing IV 

• Infuse over 1 hour only if patient has a central line. 

• Vesicant 

• A maximum lifetime dose of 550 mg/m^. 

• Add 4-mL sterile water to vial for concentration of 5 mg/niL. 

• Further dilute with 10-15 mL of 0.9% sodium chloride. 

• Incompatible with heparin and dexamethasone. 

Vincristine_2 mg IV on days 1 and 8 

• Given through the side port of a free-flowing IV 

• Vesicant 

Prednisone_60 mg/m^ divided into three doses on days 1-14 

L-Asparaginase:_ _ 12,000 U/m^ IM on days 2, 4, 7, 9, 11, and 14 

• Available in 10,000 IU/10 mL. 

• Reconstituted solution is stable for 8 hours at room temperature. Do NOT administer 
more than 2 mL per IM injection. 

Treatment B (Cycles 2, 4, 6, and 8) 

Administer: Teniposide (Vumon)_165 mg/m^ IV over at least 30-60 minutes on days 1, 4, 
8, and 11 

• 50-mg ampule, further dilute with NS or D5W for final concentration of 0.1-0.4 mg/mL. 

Concentrations of 1 mg/mL may precipitate faster and must be infused within 4 hours. 

Infuse over 30-60 minutes to avoid hypotension. 

• Stable for 24 hours. Requires non-DLHP containers and tubing. Do not give if precipitate 

is seen. Not compatible with heparin, flush line well with NS or D5W. 

Cytarabine (Ara-C)_300 mg/m^ IV on days 1, 4, 8, and 11 

• Dilute in sterile water with benzyl alcohol and then further dilute in 50-100 mL of NS or 

D5W infused over 1 hour. 

• Available in 100-mg, 500-mg, 1- and 2-gram vials. Solutions are 5 mg/mL. 

• Stable for up to 192 days at room temperature. 

Treatment C (Cycle 9) 

Methotrexate_690 mg/m^ IV over 42 hours 

• 250-mg vial, 25 mg/mL further diluted in NS. 

• Reconstituted solution stable for 24 hours at room temperature. 

• High-dose methotrexate requires leucovorin rescue. 

• Drug interactions include aspirin, penicillins, NSAlDs, cephalosporins, and phenytoin; 

warfarin, 5-fluorouracil, thymidine, folic acid, and omeprazole. 

Administer: 

t t 
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Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Leucovorin_15 mg/m^ IV over 15 minutes every 6 hours for 12 doses beginning 
at 42 hours. 

• Reconstitute vials with sterile water and further with NS or D5W beginning at 42 hours. 

• Continue until MIX levels fall below 5 X 10“®. 

• Hypersensitivity/anaphylactic Reactions: Occurs in 20-30 of patients receiving 

L-asparaginase; incidence increases with subsequent doses and may result in death. 

Occurs less often with IM doses. Can also occur with teniposide infusion. Symptoms 

include chills, fever, flushing, and urticaria. Severe include tachycardia, bronchospasm, 

facial and tongue swelling, and hypotension. 

• Myelosuppression dose limiting, onset 3—7 days. Teach self-care measures to minimize 
risk of infection and bleeding. 

• GI Toxicides; Nausea and vomiting, anorexia; mucositis and stomatitis. Autonomic 

neuropathy resulting in constipation and can lead to paralytic ileus secondary to 
vincristine. 

• Cardiotoxicity: Irreversible CHE Acute toxicity can occur within hours after administra¬ 

tion. Have patients report dyspnea, shortness of breath, edema, or orthopnea. Daily 
weights. 

• CNS Changes: Lethargy, drowsiness, and somnolence with the L-asparaginase. Acute cere¬ 

bral dysfunction with paresis, aphasia, behavioral abnormalities, and seizures in 5%-15% 
receiving high-dose therapy. 

• Peripheral Neuropathy: Absent deep tendon reflexes, numbness, weakness, myalgias, jaw 

pain, diplopia, vocal cord paralysis, and metallic taste. 

• GU Toxicity: Causes discoloration of urine (pink to red, red orange for up to 48 hours 

after administration). Acute renal failure, azotemia, urinary retention, and uric acid 

nephropathy can be seen with high-dose methotrexate. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment. 

• Skin Alterations: Total alopecia, radiation recall, and sun sensitivity. 

• Reproduction: mutagenic and potentially teratogenic, discuss contraception, and sperm 
banking. 

Highly to moderately emetogenic protocol 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Visits for Treatment A, cycles 1, 3, 5, and 7 

2 hours on days 1, 2, 4, 6, 8, 11, and 14 

Visits for Treatment B, cycles 2, 4, 6, and 8 

3 hours on days 1, 4, 8, and 11 followed by maintenance and CNS prophylaxis protocols 

Five to seven days first week, daily, or every other day for CBC, may require 
hospitalization. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 
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Maintenance Therapy 

Linker Regimen: ALL 

Baseline laboratory and tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

CBC: Chemistry, renal and liver functions 

Bone marrow 

Methotrexate_20 mg/m^ PO weekly 

• Available in 5-mg, 7.5-mg, 10-mg, 12.5-mg, and 15-mg tablets. 

• Take at the same time each week. 

6-Mercaptopurine:_75 mg/m^ PO daily (50-mg tablets) 

• Take on an empty stomach; continue for a total of 30 months for complete response. 

• Drug interactions—Anticoagulant effects of coumadin are inhibited. Monitor PT/INR. 

Allopurinol inhibits xantinine oxidase resulting in increased toxicides. 

• Myelosuppression. Dose limiting. 

• GI Toxicides: Nausea and vomiting, anorexia, mucositis, and stomatitis. Autonomic neu¬ 

ropathy resulting in constipation and can lead to paralytic ileus secondary to vincristine. 

• CNS changes due to IT MTX: Dizziness, malaise, and blurred vision. May increase CSF 

pressure. Keep patient supine for at least 1 hour after IT injection to prevent headache. 

Brain XRT after MTX can result in neurologic changes. Liver function tests should be 
monitored while on oral methotrexate. 

• Sensory Neuropathy: Loss of vibratory sensation, unsteady gate may occur. 

• Reproduction: mutagenic and potentially teratogenic, discuss contraception, and sperm 
banking. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 
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CNS Prophylaxis 

Linker Regimen 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Cranial irradiation_ 1800 rad in 10 fractions over 12-14 days 

Methotrexate_12 mg IT weekly for 6 weeks 

• Begin within 1 week of complete response. 

• In patients with documented CNS involvement at time of diagnosis, intrathecal 

chemotherapy should begin during induction chemotherapy. 

Cranial irradiation_2800 rad 

Methotrexate_12 mg IT weekly for 10 doses 

• Myelosuppression. Dose limiting. 

• GI Toxicities: Nausea and vomiting, anorexia, mucositis, and stomatitis. Autonomic neu¬ 

ropathy resulting in constipation and can lead to paralytic ileus secondary to vincristine. 

• CNS changes due to IT MTX: Dizziness, malaise, and blurred vision. May increase CSF 

pressure. Keep patient supine for at least 1 hour after IT injection to prevent headache. 

Brain XRT after MTX can result in neurologic changes. Liver function tests should be 

monitored while on oral methotrexate. 

• Sensory Neuropathy: Loss of vibratory sensation, unsteady gate may occur. 

• Reproduction; mutagenic and potentially teratogenic, discuss contraception, and sperm 
banking. 

Mildly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Weekly to monthly. 

One to four visits per month for CBC, weekly X 10 for IT methotrexate 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 
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Larson Regimen: ALL 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement, EKG, and MUGA if cardiac changes with in¬ 
duction therapy. Doses reduce with impaired liver or renal functions. 

Induction: fWeeks 1-4) 
NS ^ ^ 

5-HT3 and dexamethasone 20 mg IV 

Cyclophosphamide_ 1200 mg/m^ IV over 2 hours on day 1 

Available in 500-mg, 1-, and 2-gram vials. Dilute with sterile water or bacteriostatic 

water for injection (sterile water or paraben preserved); shake well until solution is clear. 

• Final concentration of 20 mg/mL. 

• Further dilute into 250-500 mF of NS or D5W. 

• Reconstituted solution is stable for 24 hours at room temperature and 6 days upon 
refrigeration. 

Daunoruhicin_45 mg/m^ IV on days 1-3 

• Given through the side port of a free-flowing IV 

• Infuse over 1 hour only if patient has a central line. 

• Vesicant 

• Maximum lifetime dose of 550 mg/m^. 

• Add 4-mF sterile water to vial for concentration of 5 mg/mF. 

• Further dilute with 10-15 mF of 0.9% sodium chloride. Incompatible with heparin and 
dexamethasone. 

• Reconstituted solution is stable for 24 hours at room temperature and 48 hours upon 
refrigeration. 

Vincristine_2 mg IV on days 1, 8, 15, and 22 

• Vesicant 

• Given through the side port of a free-flowing IV. 

• Available in 1-mg or 2-mg/mF vials. Keep refrigerated until ready to use. 

• Vesicant 

Prednisone_60 mg/m^ PO on days 1-21 

• Available in 5-, 10-, 20-, and 50-mg tablets. Take in the morning with food. 

L-Asparaginase_6000 U/m^ SC on days 15, 18, 22, and 25 

• Available in 10,000 IU/10 mF. 

• Reconstituted solution is stable for 8 hours at room temperature. Do NOT administer 
more than 2 mF per IM injection. 

_ Larson Early Intensification (Weeks 5-12) 

Methotrexate preservative-free solution_15 mg IT on day 1 

• Preservative-free solution or preservative-free power reconstituted with sterile NS ONFY. 

Available in preservative-free solutions in 50-mg/2-mF, lOO-mg/4-mF, 200-mg/8-mF, and 
250-mg/10-mF vials. 

Cyclophosphamide_ 1000 mg/m^/day over 2 hours on day 1 

• Available in 500-mg, 1-, and 2-gram vials. Dilute with sterile water or bacteriostatic 

water for injection (sterile water or paraben preserved); shake well until solution is clear. 

• Final concentration of 20 mg/mF. 

• Further dilute into 250-500 mF of NS or D5W. 

6-Mercaptopurine_60 mg/mVday PO on days 1-4 and 8-11 

• Available in 50-mg tablets. Take on an empty stomach; continue for a total of 30 months 
for complete response. 

Cytarahine (Ara-C)_75 mg/m^ IV on days 1-14 
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Administer: 

Administer: 

• Dilute in sterile water with benzyl alcohol and then further dilute in 50-100 mL of NS 

or D5W infused over 1 hour. 

• Available in 100-mg, 500-mg, 1-, and 2-gram vials. Solutions are 5 mg/mL. 

• Stable for up to 192 days at room temperature. 

Vincristine_2 mg IV on days 15 and 22 

• Vesicant 

• Given through the side port of a free-flowing IV 

• Available in 1-mg or 2-mg/mL vials. Keep refrigerated until ready to use. 

L-Asparaginase;_6000 U/m^ SC on days 15, 18, 22, and 25 

• Available in 10,000 IU/10 mL. 

• Reconstituted solution is stable for 8 hours at room temperature. Do NOT administer 

more than 2 mL per IM injection. 

Repeat the early intensification cycle once. 

Larson CNS Prophylaxis and Interim Maintenance (Weeks 13-25) 

Cranial irradiation_2400 cGy on days 1-12 

Methotrexate_15 mg IT on days 1, 8, 15, 22, and 29 

• Preservative-free solution or preservative-free power reconstituted with sterile NS ONLY. 

Available in preservative free solutions in 50-mg/2-mL, lOO-mg/4-mL, 200-mg/8-mL, and 

250-mg/10-mL vials. 

6-Mercaptopurine_60 mg/mVday PO on days 1-70 

• Available in 50-mg tablets. Take on an empty stomach; continue for a total of 30 months 

for complete response. 

Methotrexate_20 mg/m^ PO on days 36, 43, 50, 57, and 64 

• Available in 5-mg, 7.5-mg, 10-mg, 12.5-mg, and 15-mg tablets. 

• Take at the same time each week. 

Larson Late Intensification (Weeks 26-33) 

Doxoruhicin_30 mg/m^ IV on days 1, 8, and 15 

• Potent vesicant 

• Available as a 2-mg/mL solution. Given IV push through side port of free-flowing IV of 

NS or D5W. 

• Doxorubicin will form a precipitate if mixed with heparin or 5-FU. 

• Given IV push through the side port of a free-flowing IV 

Vincristine_2 mg IV on days 1,8, and 15 

• Vesicant 

• Given through the side port of a free-flowing IV. 

• Available in 1-mg or 2-mg/mL vials. Keep refrigerated until ready to use. 

Dexamethasone_10 mg/m^ PO on days 1-14. 

• Available in 4-mg tablets. Take in the morning with food. 

Cyclophosphamide_1000 mg/m^/day over 2 hours on day 29 

• Available in 500-mg, 1-, and 2-gram vials. Dilute with sterile water or bacteriostatic 

water for injection (sterile water or paraben preserved); shake well until solution is clear. 

• Final concentration of 20 mg/mL. 

• Further dilute into 250-500 mL of NS or D5W. 

6-Thioguanine_60 mg/mVday PO on days 29-42. 

• Available in 40-mg tablets. Take on an empty stomach. 

Cytarahine (Ara-C)_75 mg/m^lV on days 29, 32, and 36-39 

• Dilute in sterile water with benzyl alcohol and then further dilute in 50-100 mL of NS or 

D5W infused over 1 hour. 

• Available in 100-mg, 500-mg, 1-, and 2-gram vials. Solutions are 5 mg/mL. 

• Stable for up to 192 days at room temperature. 
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Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Larson Prolonged Maintenance (Continue Until 24 Months after Diagnosis) 

Vincristine_2 mg IV on day 1 

• Vesicant 

• Given through the side port of a free-flowing IV. 

• Available in 1-mg or 2-mg/mL vials. Keep refrigerated until ready to use. 

Prednisone_60 mg/m^ PO on days 1-5 

• Available in 5-, 10-, 20-, and 50-mg tablets. Take in the morning with food. 

Methotrexate_20 mg/m^ PO on days 1, 8, 15, and 22 

• Available in 5-mg, 7.5-mg, 10-mg, 12.5-mg, and 15-mg tablets. 

• Take at the same time each week. 

6-Mereaptopurine_80 mg/m^/day PO on days 1-28 

• Take on an empty stomach; continue for a total of 30 months for complete response 
(50-mg tablets). 

Repeat maintenance cycle every 28 days. 

• Hypersensitivity/anaphylactic Reactions: Occurs in 20—30 of patients receiving L-asparag- 
inase; the incidence increases with subsequent doses. Occurs less often with IM doses. 
Symptoms include chills, fever, flushing, and urticaria. Severe include tachycardia, bron- 
chospasm, facial and tongue swelling, and hypotension and death. 

• Myelosuppression: Dose limiting, onset 3-7 days. Teach self-care measures to minimize 
risk of infection and bleeding. 

• GI Toxicides; Nausea and vomiting, anorexia, mucositis, and stomatitis. Autonomic 
neuropathy resulting in constipation and can lead to paralytic ileus secondary to vin¬ 
cristine. Reversible cholestatic jaundice may develop after 2-5 months of treatment with 
6-MP 

• Cardiotoxicity: Irreversible CHT Acute toxicity can occur within hours after administra¬ 
tion. Have patients report dyspnea, shortness of breath, edema, or orthopnea with 
daunorubicin. Evaluate cardiac function at baseline, before each course, at 550-mg/m^ 
cumulative dose and every 160 mg/m^ dose thereafter. Risk of cardiac toxicity increased 
with prior anthracycline use, pre-existing cardiac disease, or radiotherapy encompassing 
heart. Cardiac toxicity with doxorubicin as well, cumulative dose 550 mg/m^. Daily 
weights. 

• CNS Changes: Tethargy drowsiness, and somnolence with the L-asparaginase. Acute cere¬ 
bral dysfunction with paresis, aphasia, behavioral abnormalities, confusion, and seizures 
in 5%-15% receiving cytarabine high-dose therapy. 

• CNS Changes Due to IT MTX: Dizziness, malaise, and blurred vision. May increase CSF 
pressure. Keep patient supine for at least 1 hour after IT injection to prevent headache. 
Brain XRT after MTX can result in neurologic changes. 

• Peripheral Neuropathy: Absent deep tendon reflexes, numbness, weakness, myalgias, jaw 
pain, diplopia, vocal cord paralysis, and metallic taste. 

• GU Toxicity: Doxorubicin and daunorubicin cause discoloration of urine (pink to red, 
red orange for up to 48 hours after administration). Hemorrhagic cystitis, dysuria, and 
frequency can be seen with cyclophosphamide. Tumor lysis syndrome can occur 1—5 
days after initiation of treatment. 

• Skin Alterations: Total alopecia, radiation recall, and sun sensitivity. 

• Reproduction: Mutagenic and potentially teratogenic, discuss contraception, and sperm 
banking. 

Moderately to highly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Induction therapy: Visits days 1, 2, 3, 8, 15, 18, 22, and 25 

Early intensification: Visits days 1-14, 15, 18, 22, and 25 

Treatment schedule: 
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CNS prophylaxis: Visits days 1, 8, 15, 22, and 29 

Late intensification: Visits days 1, 8, 15, 29, 32, 36-39 

Prolonged maintenance for 24 months: Visits day 1 every 28 days 

Estimated number of visits: Five to seven days first week, daily, or every other day for CBC, may require 

hospitalization. 

Dose Calculation by: 1. _ 2. _ 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 
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Hyper-CVAD Regimen: ALL 

Baseline laboratory tests: 

Baseline procedures or tests: 

Posttreatment: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marro\v biopsy with cytogenetics, immunophenotyping, or cytochemistry; HLA typ¬ 

ing (in patients considering BMT) and donor search if indicated; FLT3 mutation evalua¬ 

tion; lumbar puncture, if symptomatic; central line placement 

Bone marrow biopsy 7-14 days after chemotherapy (7 days after last dose of G-CSF 7 to 
document remission). 

Induction Therapy 

NS ~ 

5-HT3 and dexamethasone 20-mg IVPB over 10 minutes 

Cyclophosphamide_300 mg/m^ IV over 3 hours every 12 hours for 6 doses on 
days 1-3 

• Available in 500-mg, 1-, and 2-gram vials. Dilute with sterile water or bacteriostatic 

water for injection (sterile water or paraben preserved); shake well until solution is clear. 

• Final concentration of 20 mg/mL. 

• Further dilute into 250-500 mL of NS or D5W. 

• Reconstituted solution is stable for 24 hours at room temperature and 6 days upon 
refrigeration. 

Mesna-600 mg/m^ IV over 24 hours on days 1—3 ending 6 hours after the last 
dose of cyclophosphamide 

• Available in 100-mg/mL 1000-mg vials. 

• May further dilute in 250-1000 cc NS or D5W. 

• Diluted solution is stable for 24 hours at room temperature. 

• Refrigerate and use reconstituted solution within 6 hours. 

Vincristine_2 mg on days 4 and 11; IV push through side arm of free-flowing 
IV 

• Vesicant 

• Given through the side port of a free-flowing IV 

• Available in 1-mg or 2-mg/mL vials. Keep refrigerated until ready to use. 

Doxorubicin_50 mg/m^ IV on day 4 

• Potent vesicant 

• Available as a 2-mg/mL solution. Given IV push through side port of free-flowing IV of 
NS or D5W 

• Doxorubicin will form a precipitate if mixed with heparin or 5-FU. 

• Given IV push through the side port of a free-flowing IV. 

Dexamethasone_40 mg PO or IV on days 1-4 and 11-14 

• Available in 5-, 10-, 20-, and 50-mg tablets. Take in the morning with food. 

• Available IV as 4-mg or 10-mg/mL vials. Further dilute in 50-100 cc NS, as IV push 

dexamethasone causes peritoneal burning while drug is injected. 

Alternate cycles every 21 days with the following: 

Methotrexate_200 mg/m^ IV over 2 hours, followed by 

Methotrexate_800 mg/m^ IV over 24 hours on day 1 

• May further dilute in D5W or NS for infusion. 

• Preservative-free solution or preservative-free power reconstituted with sterile NS ONLY. 

'' Available in preservative-free solutions in 50-mg/2-mL, lOO-mg/4-mL, 200-mg/8-mL, and 
250-mg/10-mL vials. 

Leucovorin 15 mg_IV every 6 hours for 8 doses, starting 24 hours after the 
completion of methotrexate infusion 

• Available in 10-mg/ml, 50-ml, lOO-mg/20-mL, and 350-mg/30-mL vials. 
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CNS Prophylaxis 

Hyper-CVAD Regimen: ALL 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

• Maybe given IV push or IV infusion and can be further diluted in 100 to 250 cc NS. 

Cytarabine_3000 mg/m^ IV over 2 hours every 12 hours for 4 doses on days 

2-3 

• Reconstitute with water with benzyl alcohol and then dilute with 0.9% sodium chloride 

or D5W. 

• Reconstituted drug is stable for 48 hours at room temperature, 7 days refrigerated (fill 

pump for no more than 48-hour infusion and refill) 

Methylprednisolone_50-mg IV bid on days 1-3 

• Available in 20-mg/mL, 40-mg/mL, and 80-mg/mL vials. 

Alternate four cycles of hyper-CVAD with four cycles of high-dose methotrexate and 

cytarabine therapy. 

Methotrexate_12 mg IT on day 2 

• Preservative-free solution or preservative-free power reconstituted with sterile NS ONLY. 

Available in preservative-free solutions in 50-mg/2-mL, lOO-mg/4-mL, 200-mg/8-mL, and 

250-mg/10-mL vials. 

Cytarabine_IT on day 8 

• Dilute in sterile water without preservative for intrathecal treatment. 

• Available in 100-mg vial, dilute with sterile saline. 

Repeat with each cycle of chemotherapy, depending on the risk of CNS disease. 

• Bone Marrow Depression: Dose-limiting toxicity. 

• GI Toxicides: Nausea and vomiting, anorexia; impaired skin/mucosal changes including 

maculopapular rash, 6-12 hours after infusion, stomatitis at days 7-10. Total alopecia at 

days 10-14. 

• Cardiotoxicity: Dose limit 450-550 mg/m^; arrhythmias and/or EKG changes, 

pericarditis or myocarditis. Usually transient and asymptomatic. 

• GU Toxicides: Discoloration of urine from pink to red up to 48 hours. 

• Neurotoxicity: At high doses includes cerebellar toxicity, including nystagmus, 

dysarthria, ataxia, slurred speech, or difficulty with fine-motor coordination, lethargy, or 

somnolence. Patients with rapidly rising creatinine caused by tumor lysis syndrome or 

neurotoxicity should discontinue the high-dose cytarabine. 

• Saline or steroid drops to both eyes may be indicated for 24 hours after completion of 

high cytarabine. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment; treat with hydra¬ 

tion and allopurinol. 

• Reproduction: mutagenic and potentially teratogenic. 

Supportive Care 

Recommended as part of treatment plan 

□ Ciprofloxacin: 500 mg PO bid □ Fluconazole: 200 mg/day PO 

□ Acyclovir: 200 mg PO bid □ G-CSF: 10 p.g/kg/day starting 24 hours after the 

end of chemotherapy (i.e., on day 5 of hyper-CVAD 

therapy and on day 4 of high-dose methotrexate and 

cytarabine therapy) 

Moderately to highly emetogenic protocol. 

4-5 hours on days 1-3 and 2 hours on day 4 

May require hospitalization; daily CBC. 
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Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 
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314 Acute Lymphocytic Leukemia 

Single-Agent Regimens 

Clofarabine: 52 mg/m2 IV for 5 days 

Baseline laboratory test: 

Monitor: 

Baseline procedures or tests: 

Posttreatment: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry, renal and liver functions 

CBC, renal and liver functions throughout 5-day therapy 

Bone marrow biopsy 

Bone marrow biopsy 

NS 

5-HT^ and dexamethasone 20-mg IV 

Clofarabine_52 mg/m^ IV over 2 hours daily for 5 days with continuous IV fluids 

throughout the dosing course 

• Available in 20-mL vial, I mg/mL. 

• Withdraw drug using sterile 0.2 p,m syringe filter. 

• Dilute with NS or D5W or NS prior to infusion. 

• Stable for 24 hours. 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Bone Marrow Depression: Dose-limiting toxicity. Febrile neutropenia 

occurs in 57% of patients, pyrexia in 41%. Infections include bacteremia, cellulites, 

herpes simplex, oral candidiasis, pneumonia, sepsis, and staphylococcal infections. 

• Potential for dehydration, hypotension, and capillary leak syndrome 

• GU Toxicides: Rapid lysis of tumor cells. Use allopurinol and adequate hydration to 

prevent renal toxicides. 

• GI Toxicides: Nausea and vomiting occur in 75% and 83% of patients respectively, can be 

controlled with combination antiemetics. Anorexia occurs in 1/3 of patients and diarrhea 

is frequent, affecting 50% of patients. Constipation affects 21%. Hepatotoxicity and 

jaundice occur in 15% of patients. 

• Skin Integrity: maculopapular rash, with or without fever, myalgias, bone pain, occa¬ 

sional chest pain, conjunctivitis, and malaise (cytarabine syndrome) may occur 6-12 

hours after administration; corticosteroids used to treat/prevent syndrome. Mucosal 

inflammation and ulceration of anus/rectum may occur. Alopecia occurs. 

• Edema, Fatigue, Lethargy and Pain: Edema 20%, fatigue 36%, injection site pain 14%, 

pain 19%, arthralgias 11%, pruritis 47%, pain in limbs and plantar erythrodysesthesia 

syndrome 13%. 

• Reproduction: Drug is fetotoxic. All patients should be instructed on proper birth con¬ 

trol and female patients should not breast feed. 

Moderately to highly emetogenic protocol. 

□ neupogen_ □ filgrastim_ 

□ aranesp_ □ procrit_ 

□ Allopurinol_ □ Antibiotic_ 

□ Antifungal_ 

Chair time 3 hour on days 1-5 and continuous hydration over 24 hours, may require 

hospitalization 

5 days in the first week; daily for blood counts. 

Repeat cycle every 2-6 weeks after recovery of all baseline organ functions. 
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LEUKEMIA 

Acute Myelogenous Leukemia 
' 

Induction Regimens 

Ara-C + Daunorubidn (7 + 3)^'^°®... 

Cytarabine: 100 mg/mVday IV continuous infusion on days 1-7 

Daunorubicin: 45 mg/m^ IV on days 1-3 

Ara-C + Idarubidni'209 . 

Cytarabine: 100 mg/m^/day IV continuous infusion on days 1-7 

Idarubicin: 12 mg/m^ IV on days 1-3 

Ara-C + Doxorubidn^'^^® . 

Cytarabine: 100 mg/m^/day IV continuous infusion on days 1-7 

Doxorubicin: 30 mg/m^ IV on days 1-3 

Consolidation Regimens 

Ara-C + Daunorubidn (5 + 2)12^5.324 

Cytarabine: 100 mg/mVday IV continuous infusion on days 1-5 

Daunorubicin: 45 mg/m^ IV on days 1 and 2 

Ara-C + Idarubidn^'^^® .326 

Cytarabine: 100-mg/m^ IV continuous infusion on days 1-5 

Idarubicin: 13-mg/m^ IV on days 1 and 2 

Repeat cycle every 21-28 days. 

Single-Agent Regimens 

Claclribine^'2i®.327 

Cladribine: 0.1-mg/kg/day IV continuous infusion on days 1-7 

High-Dose Cytarabine ..328 

Cytarabine: 3,000-mg/m^ IV over 3 hours, every 12 hours on days 1,3, and 5 

Repeat cycle every 28 days.^’^^^ 

316 



Acute Myelogenous Leukemia 317 

Gemtuzumab (Mylotarg).... 

Gemtuzumab: 9-mg/m^ IV as a 2-hour infusion 

Repeat with a second dose 14 days after administration of the first dose.^’^^^ 

Premedicate with diphenhydramine 50-mg PO and acetaminophen 

650-1000 mg PO at 1 hour before drug infusion. After the infusion is 

completed, give two additional doses of acetaminophen 650-1000 mg 

PO every 4 hours. 

Relapsed AML 

MV (Mitoxantrone + Etoposide)^’^^^...331 

Mitoxantrone: 10 mg/m^/day IV push over 3 minutes on days 1-5 

Etoposide: 100 mg/m^/day IV over 1-2 hours on days 1-5 

FLAGE2i«.. 

Fludarabine: 30 mg/m^/day IV over 30 minutes on days 1-5 

Cytarabine; 2000 mg/m^/day over 4 hours after completion of fludarabine 
on days 1-5 

Neupogen: 5 mcg/kg/d day 0 (24 hours prior to starting chemotherapy 

until ANC recovery). 



318 Acute Myelogenous Leukemia 

Induction Regimens 

Ara-C + Daunorubicin (7 + 3) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement, MUGA if indicated 

NS 

5-HT3 and dexamethasone 20-mg IVPB over 10 minutes 

Cytarabine_100-mg/m^/day IV continuous infusion on days 1-7 

• Available in 100-, 500-, 1000-, and 5000-mg multidose vials. 

• Dilute in sterile water with benzyl alcohol and then further dilute with 50-100 mL of NS 
or D5W 

• For IT use or high dose, use preservative-free NS and use immediately. 

• Stable 48 hours at room temperature and 7 days refrigerated. 

• IV hydration at 150 per mL per hour with or without alkalinization, oral allopurinol, 

strict I & O, and daily weights. 

Daunorubicin_45-mg/m^ IV on days 1-3. 

• Given through the side port of a free-flowing IV Infuse over 1 hour only if the patient 
has a central line. 

• Vesicant 

• Available in 20-mg vials with 100-mg mannitol for IV use. Add 4-mL sterile water to vial 

for concentration of 5 mg/mL. Reconstituted solution is stable for 24 hours at room tem¬ 

perature and 48 hours with refrigeration. Should protect from sunlight. 

• Further dilute with 10-15 mL of NS. 

• Incompatible with heparin and dexamethasone. 

• Bone Marrow Depression: Dose-limiting toxicity. 

• G1 Toxicides; Nausea and vomiting in moderately emetogenic, anorexia; mucositis and 

diarrhea common within the first week, but not dose limiting. 

• Skin Alteration: Hyperpigmentation of nails, rarely skin rash and urticaria. Radiation 

recall. Photosensitivity. Alopecia. 

• Cardiotoxicity: Similar to but less severe than doxorubicin. EKG changes, pericarditis, 

and/or myocarditis. Usually transient and asymptomatic. Risk increases with dose of 
more than 550 mg/m^. 

• GU Toxicity: Red-orange discoloration of urine for 1-2 days after administration of 
daunorubicin. 

• Neurotoxicity: At high doses includes cerebellar toxicity, including seizures, nystagmus, 

dysarthria, ataxia, slurred speech, or difficulty with fine-motor coordination, lethargy, 

or somnolence. Observe neurologic status, handwriting, or gait before and during 
cytarabine therapy. 

• Ocular: Conjunctivitis can occur. Treat with corticosteroid eye drops. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment. Allopurinol and 

vigorous hydration recommended. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ G-CSF_  □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on days 1-3, 30 minutes for pump refill days. Cycle does not repeat. 

5-7 days first week, daily or every other day for blood counts. Request 21 days per treat¬ 

ment; may require hospitalization. 
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320 Acute Myelogenous Leukemia 

Ara-C + Idarubidn 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement, MUG A if indiated 

NS 

5-HT3 and dexamethasone 20-mg IVPB over 10 minutes 

Idarubidn_12-mg/m^ slow IV push on days 1-3 

• Vesicant 

• Reconstitute with sodium chloride; final concentration 1 mg/1 mL. 

• Further dilute in 100-250 cc of NS. Reconstituted solution stable for 3 days at room 

temperature. 

• If patient has central line, infusion over 1 hour may cause less nausea and vomiting. 

Cytarabine_100-mg/mVday IV continuous infusion on days 1-7 

OR 

Cytarabine_25-mg/m^ IV push, followed by 

Cytarabine_200- mg/m^/day IV continuous infusion on days 1-5. Irritant. 

• Reconstitute with water with benzyl alcohol and then dilute with 0.9% sodium chloride 

or 5% dextrose. 

• Reconstituted drug is stable for 48 hours at room temperature, 7 days refrigerated 

(fill pump for no more than 48-hour infusion and refill). 

• Incompatible with heparin. 

• Bone Marrow Depression: Dose-limiting toxicity. 

• G1 Toxicities: Nausea and vomiting moderately emetogenic. Anorexia, stomatitis, 

mucositis, and diarrhea common. 

• Skin Alterations: Alopecia 77%; maculopapular rash 6-12 hours after infusion. 

• Cardiotoxicity similar to but less severe than doxorubicin and daunorubicin. Idarubicin 

cummulative doses of > 150 mg/m^ associated with decreased LVEE 

• GU Toxicity: Red-orange discoloration of urine for 1-2 days after administration of 

daunorubicin. 

• Neurotoxicity: At high doses includes cerebellar toxicity, including seizures, nystagmus, 

dysarthria, ataxia, slurred speech, or difficulty with fine-motor coordination, lethargy, or 

somnolence. 

• Tumor lysis syndrome occurring 1-5 days after the initiation of treatment. Allopurinol 

and vigorous hydration recommended. 

• Reproduction: Mutagenic and potentially teratogenic. 

Moderately to highly emetogenic protocol. 

□ Neulasta_ □ Neupogen_ 

□ Procrit/Aranesp_ □ Allopurinol_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1-2 hours on days 1-3, 30 minutes for pump refill days. Repeat cycle until 

remission (usually two to three cycles). 

Five to seven days first week, daily or every other day for blood counts. Request 21 days 

per treatment; may require hospitalization. 
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322 Acute Myelogenous Leukemia 

Ara-C + Doxorubicin 

Baseline laboratory and tests: 

Baseline procedures or tests: 

Posttreatment: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy with cytogenetics, immunophenotyping, or cytochemistry; HLA 

typing (in patients considering BMT) and donor search 

if indicated; FLT3 mutation evaluation; lumbar puncture, if symptomatic; central line 

placement, MUGA 

Bone marrow biopsy 7-14 days after chemotherapy (patient should be off G-CSF 7 days 

before bone marrow biopsy to document remission). 

NS 

5-HT3 and dexamethasone 20-mg IVPB over 10 minutes 

Cytarabine_100-mg/m^/day IV continuous infusion on days 1-7 

• Dilute in sterile water with benzyl alcohol and then further dilute with 50-100 mL of 

0.9% sodium. Stable 48 hours at room temperature and 7 days refrigerated chloride or 

D5W. 

• IV hydration at 150 per mL per hour with or without alkalinization, oral allopurinol, 

strict I & O, and daily weights. 

Doxorubicin_30-mg/m^ IV on days 1-3. 

• Given through side port of free-flowing IV 

• Vesicant 

• Available in 10-, 20-, 50-, 100-, and 150-mg vials and 200-mg multidose solution. Final 

concentration 2 mg/mL. May be further diluted in NS for prolonged infusions. 

• Bone Marrow Depression: Dose-limiting toxicity. Daily CBC during chemotherapy and 

then every other day until WBCs are more than 500 per mcl, platelet transfusions as 

indicated. 

• Chemistry Profile: Flectrolytes, Cr, BUN, uric acid, and PO4 daily to evaluate tumor lysis. 

• GI Toxicities: Nausea and vomiting, anorexia; stomatitis, mucositis, and diarrhea. 

• Skin Alterations: Total alopecia. Hyperpigmentation of nails, rarely skin rash and 

urticaria. Radiation recall. 

• Cardiotoxicity: Dose limit 550 mg/m^; EKG changes, pericarditis, and or myocarditis. 

Usually transient and mostly asymptomatic. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis: Irritation of bladder wall capillaries occurs; preventable with appropriate hydration. 

• Neurotoxicity: At high doses includes cerebellar toxicity, including nystagmus, 

dysarthria, ataxia, slurred speech, or difficulty with fine-motor coordination, lethargy, or 

somnolence. Patients with rapidly rising creatinine caused by tumor lysis syndrome or 

neurotoxicity should discontinue the high-dose cytarabine. Assess handwriting or gait 

before and during treatment. 

• Ocular: Saline or steroid drops to both eyes may be indicated for 24 hours after comple¬ 

tion of high cytarabine. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment; treat with hydra¬ 

tion and allopurinol. 

• Reproduction: mutagenic and potentially teratogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp) 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on days 1-3 and 30 minutes for pump refill days 

3-5 days on the first week, daily or every other day for blood counts 



Acute Myelogenous Leukemia 323 

Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

/ / 

Ht Wt m2 



324 Acute Myelogenous Leukemia 

Consolidation Regimens 

Ara-C + Daunorubicin (5 + 2) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Pre medicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement, MUGA if cardiac changes with induction 
therapy. Dose reductions with impaired hepatic functions. 

NS 

5-HT3 and dexamethasone 20-mg IVPB over 10 minutes 

Cytarabine_100-mg/m^/day IV continuous infusion on days 1-5 

• Available in 100-, 500-, 1000-, and 5000-mg multidose vials. Dilute in sterile water with 

benzyl alcohol and then further dilute with 50-100 mL of NS or D5W. For IT use or high 

dose, immediately use preservative-free NS. Stable 48 hours at room temperature and 
7 days refrigerated. 

• IV hydration at 150/mL per hour with or without alkalinization. Oral allopurinol, strict 
I & O, and daily weights. 

Daunorubicin-45-mg/m^ IV on days 1 and 2. Given through the side port of a 
free-flowing IV Infuse over 1 hour only if the patient has a central line. 

• Vesicant 

• Available in 20-mg vials with 100-mg mannitol for IV use. Add 4 mL of sterile water to 

vial for concentration of 5 mg/mL. Reconstituted solution is stable for 24 hours at room 

temperature and 48 hours with refrigeration. Should protect from sunlight. 

• Further dilute with 10-15 mL of NS. 

• Incompatible with heparin and dexamethasone. 

• Bone Marrow Depression: Dose-limiting toxicity 

• G1 Toxicities; Nausea and vomiting in moderately emetogenic, anorexia; mucositis and 

diarrhea common within the first week, but not dose limiting. 

• Skin Alteration; Hyperpigmentation of nails, rarely skin rash and urticaria. Radiation 
recall. Photosensitivity. Alopecia. 

• Cardiotoxicity. Similar to but less severe than doxorubicin. EKG changes, pericarditis, 

and/or myocarditis. Usually transient and asymptomatic. Risk increases with dose > 550 
mg/m^. 

• GU Toxicity: Red-orange discoloration of urine for 1-2 days after administration of 
daunorubicin. 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

• Neurotoxicity: At high doses includes cerebellar toxicity, including nystagmus, 

dysarthria, ataxia, slurred speech, or difficulty with fine-motor coordination, lethargy, or 

somnolence. Observe neurologic status, handwriting, or gait before and during 
cytarabine therapy. 

• Ocular: Conjunctivitis can occur. Treat with corticosteroid eye drops. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment. Allopurinol and 
vigorous hydration recommended. 

• Reproduction: Mutagenic and potentially teratogenic. 

Moderately to highly emetogenic protocol. 

□ Neulasta_ DNeupogen_ 

□ Procrit/Aranesp_ □ Allopurinol_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 2 hours on days 1-2 and 30 minutes for pump refill days; given once after an 
induction regimen has been used. 
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326 Acute Myelogenous Leukemia 

Ara-C + Idarubidn 

Baseline laboratories: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

5-HT3 and dexamethasone 20-mg IVPB over 10 minutes. 

Idarubicin_13 mg/m^ slow IV push on days 1 and 2. 

• Vesicant 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Reconstitute with sodium chloride, final concentration 1 mg/1 mL. 

• If patient has central line, infusion over 1 hour may cause less nausea and vomiting. 
Further dilute in 100-250 cc of NS. 

Cytarabine_100-mg/m^/day IV continuous infusion on days 1-5 

• IV continuous infusion days 1-5 (irritant). 

• Reconstitute with water with benzyl alcohol and then dilute with NS or D5W. 

• Reconstituted drug is stable for 48 hours at room temperature or 7 days refrigerated (fill 
pump for no more than 48 hour infusion and refill). 

• Bone Marrow Depression: Dose limiting. 

• GI Toxicides; Nausea and vomiting moderate to highly emetogenic, anorexia. 

• Cardiotoxicity similar to but less severe than doxorubicin and daunorubicin. Idarubicin 
cumulative dose >150 mg/m^. 

• GU Toxicities: Red-orange discoloration of urine for 1-2 days after administration of 
daunorubicin. 

• Neurotoxicity: At high doses includes cerebellar toxicity, including seizures, nystagmus, 

dysarthria, ataxia, slurred speech, or difficulty with fine-motor coordination, lethargy, or 
somnolence. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment. 

• Reproduction: Mutagenic and potentially teratogenic; discuss contraception and sperm 
banking. 

Moderately to highly emetogenic protocol 

□ G-CSF_ □ Peg G-CSF_ 

□ Procrit/Aranesp_ □ Allopurinol_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1-2 hours on days 1-3, 30 minutes for pump refill days. Repeat cycle until 
remission (usually two to three cycles). 

Five days in the first week and then daily or every other day for blood counts. Request 

21-28 days per treatment, may require hospitalization. 
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Single-Agent Regimens 

Cladribine (Leustatin) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

Cladribine_0.1 mg/kg/day continuous infusion on days 1-7, one course 

• Dilute 1;1 concentrated liquid in 500 mL of 0.9% NS per day. Unstable in D5W. 

• Use a 22-pLm filter when preparing the solution. Stable when diluted for 24 hours or 

refrigerated for 8 hours. 

• Bone Marrow Depression; Nadir at 7-14 days, neutropenia is more common than anemia 

or thrombocytopenia. Increased risk for opportunistic infections, including fungal, 

herpes, and Pneumocystis carinii. Teach self-care measures to minimize risk of infection 

and bleeding. 

• Tumor fever associated with fatigue, malaise, maligns, and arthralgias and chills. 

• GI Toxicities: Nausea and vomiting mildly emetogenic, anorexia. Constipation and 

abdominal pain. 

• Neurotoxicity: Headache, insomnia, and dizziness. 

• Tumor lysis syndrome rare even with high tumor burden. 

• Reproduction; Potentially mutagenic and teratogenic, discuss contraception and sperm 

banking. 

Mildly emetogenic protocol. 

□ G-CSF_ □ Peg G-CSF_ 

□ Procrit/Aranesp_ □ Allopurinol_ 

□ Antibiotic_ □ Antifungal __ 

Chair time 1 hour on days 1-3, 30 minutes for pump refill days. Repeat cycle until 

remission (usually two to three cycles). 

Seven days in the first week and then daily or every other day for blood counts. 
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328 Acute Myelogenous Leukemia 

High-Dose Cytarabine (HiDAC) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Posttreatment: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

Bone marrow biopsy 7-14 days after chemotherapy (patient should be off 

G-CSF 7 days before bone marrow biopsy to document remission). 

NS 

5-HT3 and dexamethasone 20-mg IV 

Saline, methylcellulose, or steroid eye drops, OU q6h, with cytarabine and continuing 

48-72 hours after the last cytarabine dose is completed. 

Cytarabine_BOOO-mg/m^/day IV over 1-2 hours every 12 hours on days 1, 2, and 3 

OR 

Cytarabine_3000-mg/mVday IV over 1-2 hours every 12 hours on days 1,3, and 5 

OR 

Cytarabine_3000-mg/m^/day IV over 1-2 hours every 12 hours on days 1-6. 

OR 

Cytarabine_2000-mg/m^/day IV over 1-2 hours every 12 hours on days 1-6. 

• Dilute in sterile water with benzyl alcohol and then further dilute with 50-100 mL of NS 
or D5W 

• IV hydration at 150/mL per hour with/without alkalinization, oral allopurinol; strict I & 

O, daily weights. Stable 48 hours at room temperature and 7 days refrigerated. 

Drug interactions: Decreases efficacy of gentamicin and digoxin. 

Major Side Effects • Bone Marrow Depression; Nadir biphasic, WBCs fall within 24 hours, nadir on day 7-10, 

platelets drop by day 5, nadir on day 15-24, with recovery in 10 days. 

• Daily CBC during chemotherapy and then every other day until WBCs > 500 per mcl, 
platelet transfusions as indicated. 

• Chemistry' Profile; electrolytes, creatinine, BUN, uric acid, and PO^ daily during treat¬ 
ment to evaluate tumor lysis. 

• GI Toxicities; Nausea and vomiting, anorexia; impaired skin/mucosal changes including 

maculopapular rash, 6-12 hours after infusion, stomatitis at days 7-10, total alopecia on 
days 10-14. 

• Neurotoxicity: At high doses includes cerebellar toxicity, including seizures, nystagmus, 

dysarthria, ataxia, slurred speech, or difficulty with fine-motor coordination, lethargy, 

or somnolence. Assess baseline neurologic status and cerebellar function (coordinated 

movements such as handwriting and gait) before and during therapy. If cerebellar 
toxicity develops, treatment must be discontinued. 

• Patients with rapidly rising creatinine due to tumor lysis syndrome or neurotoxicity 

should discontinue the high-dose cytarabine. 

• Tumor Lysis Symdrome: Occurs 1-5 days after initiation of treatment. Pretreat with 
hydration and allopurinol. 

• Reproduction: Mutagenic and potentially teratogenic. Discuss contraception and sperm 
banking. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Treatment schedule: Repeat cycle every 28 days or 1 week after marrow recovery. 

Estimated number of visits: Patients usually require hospitalization. Daily or every other day for blood counts. 
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330 Acute Myelogenous Leukemia 

Gemtuzumab (Mylotarg) 

Baseline laboratory tests: 

Posttreatment: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry 

CBC at least weekly or BID 

9NS 

5-HT3 and dexamethasone 20-mg IV 

1 hour before treatment: Diphenhydramine 50-mg PO and acetaminophen 650-1000 mg 
PO 

Acetaminophen 650-1000 mg at completions of infusion and then Q 4 hours 

Gemtuzumab_9-mg/m^ IV as a 2-hour infusion 

• Available in 5-mg vials. Dilute in 5-mL sterile water to a final concentration of 1 mg/mL, 
and mix gently DO NOT SHAKE. 

• Diluted solution is stable for 8 hours with refrigeration and when protected from light. 

Further dilute into a 100-mL bag of NS, and place the bag in an ultraviolet-protected 
bag. Use the medication immediately. 

• Use a 1.2-micron filter. Do not administer by IVP or bolus. 

• Myelosuppression; dose-limiting toxicity. With neutropenia and thrombocytopenia. 

• Infusion-related Symptoms: Fever, chills, nausea, and vomiting. Urticaria, skin rash, 

fatigue, headache, diarrhea, dyspnea, and/or hypotension. Usually observed in the first 

2 hours after infusion. Transient hypotension can be observed up to 6 hours after the 
infusion. 

• Gastrointestinal Toxicities: Nausea and vomiting is mild to moderate. Mucositis and 

stomatitis mild. Transient increases in LFTs. Diarrhea seen in 38% of patients. 

• Infusion Reaction: Flushing, facial swelling, headache, dyspnea, and/or hypotension can 
be related to rate of infusion. 

• Reproduction: Pregnancy category D: Breastfeeding should be avoided. 

Moderately emetogenic. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Procrit/Aranesp_  □ Allopurinol_ 

□ Antibiotic_ □ Antifungal_ 

Repeat with a second dose 14 days after administration of the first dose. 

Two visits per week for 12 weeks. 
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Acute Myelogenous Leukemia 331 

Relapse AML 

MV (Mitoxantrone [M], Etoposide [V]) 

Baseline laboratory and test: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement, MUGA 

NS 

5-HT3 and dexamethasone 20-mg IV 

Mitoxantrone_10-mg/mVday IV days 1-5, IV push over 3 minutes 

OR 

IV infusion over 30 minutes. 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Vesicant 

• Supplied as 2-mg/mL solution. Should be diluted in at least 50 mL with either NS or 

D5W. Multimode vial stable for 7 days at room temperature 

or 14 days refrigerated. Mitoxantrone is not a vesicant, but rare cases of extravasation 
have been reported. 

Etoposide_100-mg/m^/day IV over 1 hour on days 1-5 

• (VePesid) 5 cc/100 mg; Etopophos reconstitute with 5-10 mL on NS, D5W, sterile water 

or bacteriostatic sterile water, or bacteriostatic NS with benzyl alcohol to 20 or 10 

mg/mL, respectively. Further dilute to a final concentration NS or D5W to 0.1 mg/mL. 

Reconstituted solution is stable for 24 hours at room temperature or refrigerated. 

• Myelosuppression: Dose-limiting toxicity. 

• Hypersensitivity Reaction: Etoposide can result in chills, fever bronchospasm, tachycar¬ 
dia, facial and tongue swelling, and hypotension 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea 

• Cardiotoxicity: CHE with decreased LVEF (less than 3%), increased cardiotoxicity with 

cumulative dose > 180 mg/m^. 

• GU Toxicity: Urine will be green blue for 24 hours; sclera may become discolored blue. 

• Skin Alterations: Radiation recall. Blue discoloration of fingernails and sclera for 1-2 
days after treatment. 

• Alopecia: Total hair loss. 

• Tumor lysis syndrome, consider treating with hydration and allopurinol. 

• Reproduction: mutagenic and potentially teratogenic, discuss contraception and sperm 
banking. 

Moderately to highly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol __ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 2 hours on days 1-5; second cycle may be given if remission is not achieved 

Days 1-4 in the first week, daily or every other day for blood counts; request 21 days per 

treatment, may require hospitalization. 



332 Acute Myelogenous Leukemia 

Dose Calculation by: 1. _ 2 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 



Acute Myelogenous Leukemia 333 

FLAG; Fludarabine, Cytarabine(Ara-C), G-CSF 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

S-HT^ and dexamethasone 20-mg IV 

Fludarabine_30-mg/m^/day IV on days 1-5 over 30 minutes 

• Dilute with 2 mL of sterile water for a final concentration of 25 mg/mL. 

• Further dilute in 100 mL of NS or D5W Drug should be used within 8 hours, 

Cytarabine_2000-mg/m^/day IV on days 1-5 over 4 hours, given 3.5 hours after 
the end of the fludarabine infusion. 

• Dilute in sterile water with benzyl alcohol and then further dilute with 50-100 mL of 

0.9% sodium chloride or D5W. IV hydration at 150 mL per hour with or without alkalin- 

ization, oral allopurinol, strict I & O, daily weights. Stable 48 hours at room temperature 
and 7 days refrigerated. 

G-CSF_5-mcg/kg SQ on day 0 and then 300-mcg SQ until ANC recovery 

• Myelosuppression; Dose-limiting toxicity 

• Neurotoxicity: Observed with high doses. Presents as weakness, agitation, confusion, 

progressive encephalopathy cortecal blindness, seizures and/or coma. 

• Pulmonary Toxicities; Pneumonia occurs in 16%-22% of patients. Pulmonary hypersen¬ 

sitivity reaction characterized by dyspnea, cough, and interstitial pulmonary infiltrates. 

• Immunosuppression: Decrease in CD4+ and CD8+, increasing risk for opportunistic 

infections (fungus, herpes, and Pneumocystis carinii). 

• Patients with rapidly rising creatinine caused by tumor lysis syndrome or neurotoxicity 

should discontinue the high-dose cytarabine, tumor lysis syndrome consider treating 
with hydration and allopurinol. 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Alopecia: Total hair loss. Maculopapular rash, erythema, and pruritus. 

• Reproduction: mutagenic and potentially teratogenic, discuss contraception and sperm 
banking. 

Highly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1-2 hours on days 1-3; the second cycle may be given if remission is not 

achieved. 

Days 1-4 in the first week and daily or every other day for blood counts. Request 21 days 

per treatment, may require hospitalization. 



334 Acute Myelogenous Leukemia 

Dose Calculation by: 1. _ 2 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 



LEUKEMIA 

Acute Promyelocytic Leukemia (APL) 

Single Agents 

Arsenic Trioxide (Trisenox) i9-20.220.33g 

Induction: 0.15-mg/kg/d IV until bone marrow remission, not to exceed 

60 doses 

Consolidation: 0.15 mg/kg/d for 25 doses over a period of up to 5 weeks 

ATRA.338 

ATRA: 45-mg/m^ PO daily in one to two divided doses 

AIDA (Acute Promyelocytic Leukemia)^-^^^ ...340 

ATRA: 45 mg/m^ PO daily 

Idarubicin: 12 mg/m^ IV on days 2, 4, 6, and 8 

335 



336 Acute Promyelocytic Leukemia 

Single Agents 

Arsenic Trioxide (Trisenox) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects: 

CBC: Chemistry panel (including Mg^+) and LFTs, 

12-lead EKG 

Normal saline 

Oral 5HT3 or phenothiazine if nausea occurs. 

Induction: 

Arsenic Trioxide_(0.15 mg/kg/d) IV daily until bone marrow remission, not to 
exceed 60 doses 

Consolidation: 

Arsenic Trioxide_(0.15 mg/kg/d) IV daily for 25 doses over a period of up to 
5 weeks 

• Available in 10-mL, single-use ampules containing 10 mg of arsenic trioxide, at a con¬ 
centration of 1 mg/mL. 

• Further dilute in 100-250 cc D5W or 0.9% sodium chloride injection, USE 

• Give IV over 1-2 hours (or up to 4 hours if acute vasomotor reactions occur). 

• Drug is chemically and physically stable for 24 hours at room temperature and 48 hours 

when refrigerated. However, does not contain any preservatives, so unused portions 
should be discarded. 

• Vasomotor Reactions: Symptoms include flushing, tachycardia, dizziness, and lighthead- 

edness. Increasing the infusion time to 4 hours usually resolves these symptoms. Stop 

infusion for tachycardia and/or hypotension. Resume at decreased rate after resolution. 

Headaches can also occur, treat with acetaminophen as needed. 

• APL Differentiation Syndrome: Characterized by fever, dyspnea, weight gain, pulmonary 

infiltrates, and pleural or pericardial effusions, with or without leukocytosis. Can be 

fatal. At the first suggestion, high-dose steroids should be instituted (dexamethasone 10- 

mg IV bid) for at least 3 days or longer until signs and symptoms abate. Most patients do 

not require termination of arsenic trioxide therapy during treatment of the syndrome. 

• Cardiotoxicities: Drug can cause QT interval prolongation and complete atrioventricular 

block. Prolonged QT interval can progress to a torsade de pointes-type fatal ventricular 

arrhythmia. Patients with history of QT prolongation, concomitant administration of 

drugs that prolong the QT interval, CHF, administration of potassium-wasting diuretics, 

and conditions resulting in hypokalemia or hypomagnesemia such as concurrent admin¬ 

istration of amphotericin B. EKGs should be done weekly, more often if abnormal. 

• Fluid/electrolyte Imbalance: Hypokalemia occurs in about 50% of patients, hypomagne¬ 

semia and hyperglycemia also commonly occur. Edema seen in 40% of patients. Less 

commonly, hyperkalemia, hypocalcemia, hypoglycemia, and acidosis occur. Potassium 

levels should be kept > 4.0 mEq/dL and magnesium >1.8 mg/dL during arsenic 
trioxide therapy. 

• Hematologic Effects: Leukocytosis seen in 50%-60% of patients with a gradual increase 

in WBC that peaks between 2 and 3 weeks after starting therapy. Usually resolves 

spontaneously without treatment and/or complications. Anemia (14%), thrombo¬ 

cytopenia (19%), and neutropenia (10%). Disseminated intravascular coagulation (DIG) 
occurred in 8% of patients. 

• GI Toxicities: Nausea is most common (75%) and is usually mild, followed by vomiting 

(58%), abdominal pain (58%), diarrhea (53%), constipation (28%), anorexia (23%), 

dyspepsia (10%), abdominal tenderness or distention (8%), and dry mouth (8%). 

• Hepatic Toxicities: Increased hepatic transaminases ALT and AST seen. 

• Renal Toxicities: Use with caution in patients with renal impairment. Kidney is the main 
route of elimination of arsenic. 

• Respiratory Toxicities: Cough is common. Other symptoms include dyspnea, epistaxis, 

hypoxia, pleural effusion, postnasal drip, wheezing, decreased breath sounds, crepita¬ 

tions, rales/crackles, hemoptysis, tachypnea, and rhonchi. 



Acute Promyelocytic Leukemia 337 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Musculoskeletal: Arthralgias (33%), myalgias (25%), bone pain (23%), back pain (18%), 
neck pain, and pain in limbs (13%). 

• Sensory/perception: Fatigue was reported by 63% of patients. Headache, insomnia, and 

pareshtesias common. Dizziness, tremors, seizures, somnolence, and (rarely) coma can 
occur. 

• Skin: Dermatitis common. Pruritis, ecchymosis, dry skin, erythema, hyperpigmentation, 

and urticaria also reported. Injection site reactions (pain, erythema, and edema) can 
occur. 

• Reproduction: Pregnancy category D. 

Mildly emetogenic protocol. 

□ Neulasta DNeupogen 

□ Imodium □ Procrit 

□ Aranesp □ Lomotil 

Chair time 2 hours daily until bone marrow remission, then 2 hours daily for 25 doses. 

Maximum of 85 visits per complete treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



338 Acute PromyeLocytic Leukemia 

ATRA (AU-Trans-Retinoic Add, Vesanoid, Tretinoin) 

Baseline laboratory tests: 

Monitor: 

Baseline procedures or tests: 

Posttreatment: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

CBC: Chemistry, renal and liver functions 

CBC, coagulation studies, liver functions, triglyceride, and cholesterol levels frequently 
throughout therapy 

Bone marrow biopsy 

Bone marrow biopsy at 5-6 weeks from the start of induction therapy 

ATRA (Tretinoin)_45 mg/m^ PO daily in one to two divided doses. 

• (10-mg tablets) Protect from light. 

• Absorption enhanced when taken with food. 

• Use with caution in patients with caution in patients with pre-existing hypertriglyc¬ 

eridemia, diabetes mellitus, obesity, or predisposition to excessive alcohol intake. 

Drug interactions: Drugs that induce cytochrome P450 hepatic enzyme system; rifampin 

glucocorticoids, phenobarbital, and pentobarbital. 

Drugs that inhibit the enzyme system: ketoconazole, cimetidine, erythromycin, verapamil, 
diltiazem, and cyclosporin 

• Alteration in oxygenation occurs in approximately 25% of patients, varies in severity, but 

has resulted in death. More commonly seen with WBC > 10,000 per mm^. Usually seen 

with the first treatment. Signs and symptoms include fever, dyspnea, weight gain, 

pulmonary infiltrates, pleural, and/or pericardial effusions. Access VS, weight and pul¬ 

monary exam at each visit. Give high-dose steroids (e.g., dexamethasone 10-mg IV every 

12 hours X 3 days). 

• Bone Marrow Depression: Dose-limiting toxicity. 

• Vitamin A Toxicity: Headache, benign intracranial hypertension with papilledema can 

occur, earache or ear “fullness,” fever, skin/mucous membrane dryness, pruritus, 

increased sweating, and visual disturbances. 

• CNS Toxicity: Dizziness, anxiety, paresthesias, depression, confusion, and agitation. 

• GI Toxicities: Nausea and vomiting, anorexia; stomatitis is usually mild; diarrhea 

infrequent and mild. Gastrointestinal bleeding/hemorrhage in up to 34% of patients, 

abdominal pain, diarrhea, and constipation may also occur. 

• Skin Integrity: Alopecia about 30% in about 3 weeks, darkening of nail beds, skin 

ulcer/necrosis, sensitivity to light, and radiation recall. 

• Circulatory disturbances include arrhythmia, flushing, hypotension, and phlebitis. 

Cardiotoxicity is similar characteristically but less severe than with daunorubicin and 

doxorubicin. Access cardiac status before treatment. 

• Reproduction: Teratogenic. Discuss contraception and sperm banking. 

Mild to moderately emetogenic protocol 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Three to five days first week, daily or every other day for blood counts Estimated number of visits: 
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Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



340 Acute Promyelocytic Leukemia 

AIDA (All-Trans-Retinok Add, Idarubidn): Acute Promyelocytic Leukemia Only 

Baseline laboratory test: 

Monitor: 

Baseline procedures or tests: 

Posttreatment: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects: 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

CBC; Coagulation studies, LFTs, triglyceride, and cholesterol levels frequently throughout 

therapy 

Bone marrow biopsy 

Bone marrow biopsy 5-6 weeks from the start of induction therapy 

NS 

5-HT3 and dexamethasone 20-mg IV 

ATRA_45-mg/m^ PO daily (10-mg tablets); protect from light. 

• Absorption enhanced when taken with food. 

Idarubicin_12-mg/m^ slow IV push through side port of free-flowing IV on days 

2, 4, 6, and 8 

• Vesicant. If patient has a central line, a slower infusion over 1 hour may cause less N 

and V 

• Available in 20-mg lyophilized vials for IV use only. Reconstitute with 20 mL of water for 

injection, final concentration 1 mg/1 mL, for central line infusion; further dilute in 

100-250 cc of NS. Reconstituted solution is stable for 3 days at room temperature. 

• Dose reduced for renal dysfunction. For hepatic dysfunction, give 50% of dose, if serum 

bili is 2.5 mg/dL; do not give if serum bili is > 5 mg/dL. 

Drug interactions: Drugs that induce cytochrome P450 hepatic enzyme system include 

rifampin, glucocorticoids, phenobarbital, and pentobarbital. Drugs that inhibit the enzyme 

system include ketoconazole, cimetidine, erythromycin, verapamil, diltiazem, and 

cyclosporin. 

• Bone Marrow Depression; Dose-limiting toxicity. 

• Alteration in oxygenation occurs in approximately 25% of patients; varies in severity but 

has resulted in death. Signs and symptoms include fever, dyspnea, weight gain, pul¬ 

monary infiltrates, and pleural and/or pericardial effusions. Access VS, weight, and 

pulmonary exam at each visit. Give high-dose steroids (e.g., dexamethasone 10-mg IV 

every 12 hours X 3 days). 

• Vitamin A Toxicity: Headache, benign intracranial hypertension with papilledema can 

occur, earache or ear “fullness,” fever, skin/mucous membrane dryness, pruritus, in¬ 

creased sweating, and visual disturbances. 

• CNS Toxicity: Dizziness, anxiety, paresthesias, depression, confusion, and agitation. 

• GI Toxicities: Nausea and vomiting mild to moderate. Anorexia; stomatitis and diarrhea 

are common but not severe. Gastrointestinal bleeding/hemorrhage in up to 34% of 

patients, abdominal pain, diarrhea, or constipation. 

• Skin Integrity: Alopecia about 30% in about 3 weeks, darkening of nail beds, skin 

ulcer/necrosis, sensitivity to light, and radiation recall. 

• Circulatory disturbances include arrhythmia, flushing, hypotension, and phlebitis. 

Cardiotoxicity is similar characteristically but less severe than with daunorubicin and 

doxorubicin. Assess cardiac status before treatment. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. 

• Reproduction: Gonadal and fertility may be permanent or transient. Discuss contracep¬ 

tion and sperm banking. 

Mild to moderately emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 

Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on days 1-3 and 30 minutes for pump refill days. 

Three to five days in the first week; daily or every other day for blood counts. 
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Dose Calculation bv: 1. 2. 
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LEUKEMIA 
Chronic Lymphocytic Leukemia 

Combination Regimens 

CVP.344 

Cyclophosphamide; 400-mg/m^ PO on days 1-5 (or 800-mg/m^ IV on day 1) 

Vincristine; 1.4-mg/m^ IV on day 1 (maximum dose, 2 mg) 

Prednisone; 100-mg/m^ PO on days 1-5 

Repeat cycle every 21 days.^-^^^ 

Cyclophosphamide; 1000-mg/m^ IV on day 1 

Fludarabine; 20-mg/m^ IV on days 1-5 

Bactrim DS; One tablet PO bid 

Repeat cycle every 21-28 days.'^’^^^ 

FP.346 

Fludarabine; 30-mg/m^ IV on days 1-5 

Prednisone; 30-mg/m^ PO on days 1-5 

Repeat cycle every 28 days.^’^^^ 

Chlorambucil; 30-mg/m^ PO on day 1 

Prednisone; 80-mg PO on days 1-5 

Repeat cycle every 2 -weeks. 

Fludarabine + Rituxan.348 

Fludarabine; 25-mg/m^ IV on days 1-5 

Rituxan; 375-mg/m^ IV on day 5. 

Repeat cycle every 28 days.^-^^"^ 

Fludarabine + Rituxan + Cyclophosphamide...350 

Fludarabine; 25-mg/m^ IV on days 1-3 

Rituxan; 375-mg/m^ IV on day 1 first cycle only 

Rituxan; 500-mg/m^ IV on day 5 all subsequent cycles 

Cyclophosphamide; 250-mg/m^ IV on days 1-3 

Repeat cycle every 28 days.^-^^^ 
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Chronic Lymphocytic Leukemia 343 

Single-Agent Regimens 

Alemtuzumab .. 

Alemtuzumab: 30-mg/day ly three times per week 

Repeat weekly for up to a maximum of 23 weeks. 

Premedicate with diphenhydramine 50-mg PO and 

Acetaminophen 625-mg PO 30 minutes before drug infusion. 

Patients should be placed on Bactrim DS PO bid and 

Famciclovir 250-mg PO bid from day 8 through 2 months after 

completion of therapy. 

Chlorambucil.. 

Chlorambucil: 6-14 mg/day PO as induction therapy and then 0.7-mg/kg 
PO for 2-4 days 

Repeat cycle every 21 days.h227 

Cladiibine.. 

Cladribine: 0.09-mg/kg/day IV continuous infusion on days 1-7 

Repeat cycle every 28-35 days.^’^^® 

Fludarabine.. 

Fludarabine: 20-30 mg/m^ IV on days 1-5 

Repeat cycle every 28 days.^’^^® 

Prednisone .... 

Prednisone: 20-30 mg/m^/day PO for 1-3 weeks. 



344 Chronic Lymphocytic Leukemia 

Combination Regimens 

CVP (Cyclophosphamide, Vincristine, Prednisone) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Posttreatment: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

Bone marrow biopsy (stop G-CSF 7 days before bone marrow biopsy) 

NS 

5-HT3 and dexamethasone 20-mg IVPB over 10 minutes 

Cyclophosphamide_400-mg/m^ PO on days 1-5 

OR 

Cyclophosphamide_800-mg/m^ IV over 1 hour on day 1 

• Available in 500-mg, 1-, and 2-gram vials. Dilute with sterile water or bacteriostatic 

water for injection (sterile water or paraben preserved); shake well until solution is clear. 

• Final concentration of 20 mg/mL. 

• Further dilute into 250-500 mL of NS or D5W. 

• Reconstituted solution is stable for 24 hours at room temperature and 6 days upon 

refrigeration. 

Vincristine_2 mg on days 4 and 11; IV push through side arm of free-flowing 

IV 

Prednisone __100-mg PO or IV on days 1-5 (taper prednisone dose) 

• Bone Marrow Depression: Dose-limiting toxicity. 

• GI Toxicities: Nausea and vomiting, anorexia, stomatitis, and gastric irritation. 

• Hemorrhagic Cystitis: Irritation of bladder wall capillaries; preventable with hydration. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. 

• Neurotoxicites: Peripheral neuropathy including numbness, weakness, myalgias, and 

cramping. Jaw pain and paralytic ileus may also occur. May require discontinuation of 

vincristine. Impotency may also occur. 

• Alopecia: Complete hair loss is possible. 

• Tumor lysis syndrome can occur if WBC is elevated. Prevent with allopurinol and 

hydration. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, behavioral changes, 

including emotional lability, insomnia, mood swings, and euphoria. Muscle weakness 

and loss with prolonged use. May increase glucose and sodium and decrease potassium 

and affect warfarin dose. 

• Reproduction: Mutagenic and potentially teratogenic. 

Moderately emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 2 hours on day 1. Repeat cycle every 21 days. 

Weekly until remission. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 



Chronic Lymphocytic Leukemia 345 

CF-Cyclophosphamide, Fludarabine, Bactrim DS 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

5-HT3 and dexamethasone 20-mg IV 

Cyclophosphamide_1000-mg/m^ IV over 1 hour on day 1 

• Available in 500-mg, 1-, and 2-gram vials. Dilute with sterile water or bacteriostatic 

water for injection (sterile water or paraben preserved); shake well until solution is clear. 

• Final concentration of 20 mg/mL. 

• Further dilute into 250-500 mL of NS or D5W. 

• Reconstituted solution is stable for 24 hours at room temperature and 6 days upon 
refrigeration. 

Fludarahine _lO-mg/m^/daj IV on days 1-5 over 30 minutes 

• Dilute with 2 niL of sterile water for final concentration of 25 mg/mL. 

• Further dilute in 100 mL NS or D5W. The drug should be used within 8 hours. 

Bactrim DS: One tablet PO BID 

• Myelosuppression: Nadir occurs in 7-14 days and includes red blood cells. 

• Neurotoxicity: Agitation, confusion, and visual disturbances have occurred. 

• Immunosuppression: Decrease in CD4+ and CD8+, increasing risk for opportunistic 
infections (fungus, herpes, and Pneumocystis carinii). 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea 

• Hemorrhagic Cystitis: Irritation of bladder wall capillaries; preventable with hydration. 

• Skin Alterations: Alopecia. Total hair loss. Maculopapular skin rash, erythema and 
pruritis. 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Tumor lysis syndrome can occur if WBC is elevated. Prevent with allopurinol and 
hydration. 

• Reproduction: Mutagenic and potentially teratogenic, discuss contraception and sperm 
banking. 

Moderately emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 2 hours on day 1 and 1 hour on days 2-5. 

Daily for five days and then weekly. Repeat the schedule every 21-28 days. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



346 Chronic Lymphocytic Leukemia 

FP-Fludarabine, Prednisone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

5-HT3 IV 

Fludarabine_30-mg/m^/day IV on days 1-5 over 30 minutes 

• Dilute with 2-mL sterile water for final concentration of 25 mg/mL. 

• Further dilute in 100-mL NS or D5W The drug should be used within 8 hours. 

Prednisone:_30-mg PO on days 1-5 

• Myelosuppression: Nadir occurs in 7-14 days and includes red blood cells. 

• Neurotoxicity: Agitation, confusion, and visual disturbances have occurred. 

• Immunosuppression: Decrease in CD4+ and CD8+, increasing risk for opportunistic 

infections (fungus, herpes, and Pneumocystis carinii). 

• Pulmonary Toxicides: Pneumonia occurs in 16%-22% of patients. Pulmonary hypersen¬ 

sitivity reaction characterized by dyspnea, cough, and interstitial pulmonary infiltrates. 

• Steroid Toxicides: Sodium and water retention, Cushingoid changes, and behavioral 

changes, including emotional lability, insomnia, mood swings, and euphoria. Muscle 

weakness and loss with prolonged use. May increase glucose and sodium and decrease 

potassium and affect warfarin dose. 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Skin Alterations, Alopecia. Total hair loss. Maculapapular skin rash, erythema, and 

pruritis. 

• Reproduction: Mutagenic and potentially teratogenic, discuss contraception and sperm 
banking. 

Mildly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1-2 hours on days 1-5 

Daily for five days and then weekly. Repeat the schedule every 28 days. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Chronic Lymphocytic Leukemia 347 

CP Pulse—Chlorambudl, Prednisone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy 

Chlorambucil:_BO-mg/m^ PO on day 1 every 2 weeks 

• Available 2 mg brown film-coated tablets. 

Prednisone:_80-mg PO on days 1—5 every 2 weeks 

• Bone Marrow Depression; Neutropenia after the third week, teach self-care measures to 

minimize risk of infection and bleeding, 

• GI Toxicides: Nausea and vomiting are rare. Anorexia and weight loss may occur. 

• Pulmonary Toxicides: Pulmonary fibrosis and pneumonitus dose related and potentially 
life threatening. 

• Skin Alteration: Skin rash on face, scalp, and trunk seen in early stage of therapy. 

• Tumor lysis syndrome can occur if WBCs are elevated. 

• Steroid Toxicides: Sodium and water retention, Cushingoid changes, and behavioral 

changes, including emotional lability, insomnia, mood swings, and euphoria. Muscle 

weakness and loss with prolonged use. May increase glucose and sodium and decrease 
potassium and affect warfarin dose. 

• Reproduction: Mutagenic and potentially teratogenic. 

Mildly emetogenic protocol. 

Repeat the cycle every 2 weeks. 

None 

Weekly or every other week for CBC. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



348 Chronic Lymphocytic Leukemia 

Fludarabine + Rituxan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Restage: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

5-HT3 and dexamethasone 10-20 mg IV in 100 cc of NS over 20 minutes. 

Diphenhydramine 25-50 mg and cimetidine 300-mg IV in 100 cc of NS over 20 minutes 

Fludarabine_25-mg/m^/day IV on days 1-5 

• Dilute with 2-mL sterile water for a final concentration of 25 mg/mL. 

• Further dilute in 100 mL of NS or D5W. The drug should be used within 8 hours. 

Rituximab_50-mg/m^/day IV over 4 hours without rate escalation, day 1 
(first cycle only) 

Rituximab_325-mg/m^/day IV on day 3 (first cycle only) 

• Use rate escalation: start at 50-mg/hr, increasing to maximum of 400 mg/hr. 

Rituximab_375-mg/m^/day IV, day 5 and day 1 on cycles 2-6 

• Start rate escalation with 100 mg/hr up to 400 mg/hr. 

• Dilute with NS or D5W to a final concentration of 1—4 mg/mL (infusion rates are easier 

to calculate if solution is 1:1 concentration). Antibodies are fragile; do not shake vial or 

bag. Do not use a filter. Stable at room temperature for 24 hours, 

• Myelosuppression: Severe and cumulative, nadir day 13 

• Hypersensitivity Reactions: Occur within 30 minutes to 2 hours; most commonly seen 

with first infusion of Rituxan and patients with high tumor burden characterized by 

fever, chills, rigors, back pain, flushing, bronchospasms, angioedema, and hypotension. 

Usually resolves when infused stopped. Premedicate with acetaminophen, diphenhy¬ 

dramine, and corticosteroids. Ensure emergency medications are available (antihista¬ 

mines, corticosteroids, epinephrine, and bronchodilators). When symptoms resolve, 

resume infusion at 50% of the previous infusion rate. Monitor vital signs frequently. 

• Immunosuppression: Decrease in CD4+ and CD8 + , increasing risk for opportunistic 

infections (fungus, herpes, and Pneumocystis carinii). 

• Tumor lysis syndrome can occur if WBC is elevated or large tumor burden. Prevent with 

allopurinol and hydration 150 mL/hr with or without alkalinization. 

• Fatigue: Secondary to anemia. 

• Neurotoxicity: Agitation, confusion, and visual disturbances have occurred. 

• Pulmonary Toxicities: Pneumonia occurs in 16%-22% of patients. Pulmonary hypersen¬ 

sitivity reaction characterized by dyspnea, cough, and interstitial pulmonary infiltrates. 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Reproduction: Mutagenic and potentially teratogenic, discuss contraception and sperm 
banking. 

Mildly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on day on fludarabine only days and 5-8 hours for rituxan days 

Daily for five days. Repeat schedule every 28 days for six cycles. 

If a CR, PR, or Sable disease is obtained, give the following: 

Rituximab_375-mg/mVday IV every week X 4 weeks 

• Start rate escalation with 100 mg/hr up to 400 mg/hr. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
Diagnosis Ht Wt 



350 Chronic Lymphocytic Leukemia 

Fludarabine + Cyclophosphamide + Rituxan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

5-HT3 IV with dexamethasone 10-20 mg in 100 cc of NS over 20 minutes 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc NS over 20 minutes 

Fludarabine_25-mg/m^/day IV on days 2-4 of cycle 1 

Fludarabine_25-mg/m^/day IV on days 1-3 of cycles 2-6 

• Dilute with 2 mL of sterile water for a final concentration of 25 mg/mL. 

• Further dilute in 100 mL of NS or D5W. The drug should be used within 8 hours. 

Cyclophosphamide_250 mg/m^ on days 2-4 of cycle 1 

Cyclophosphamide_250 mg/m^ on days 1-3 of cycles 2-6 

Rituximab_375-mg/m^/day ly day 1 of cycle 1 

• Start at 50 mg/hr with rate escalation 50 mg/hr up to 400 mg/hr. 

Rituximab_500-mg/m^/day IV on day 1 on cycles 2-6 

• Start rate escalation with 100 mg/hr up to 400 mg/hr. 

• Dilute with NS or D^W to a final concentration of 1^ mg/mL (infusion rates easier to 

calculate if solution is 1:1 concentration). 

• Antibodies are fragile; do not shake vial or bag. Do not use a filter. Stable at room tem¬ 
perature for 24 hours. 

• Myelosuppression: Severe and cumulative, nadir day 13. 

• Hypersensitivity Reactions: Occur within 30 minutes to 2 hours, most commonly seen 

with the first infusion of Rituxan, and patients with high tumor burden characterized by 

fever, chills, rigors, back pain, flushing, bronchospasms, angioedema, and hypotension. 

Usually resolves when infused stopped. Premedicate with acetaminophen, diphenhy¬ 

dramine, and corticosteroids. Ensure that emergency medications are available 

(antihistamines, corticosteroids, epinephrine, and bronchodilators). When symptoms 

resolve, resume infusion at 50% of the previous infusion rate. Monitor vital signs 
frequently. 

• Immunosuppression: Decrease in CD4+ and CD8+, increasing risk for opportunistic 

infections (fungus, herpes, and Pneumocystis carinii). 

• Tumor lysis syndrome can occur if WBC is elevated or large tumor burden. Prevent with 

allopurinol and hydration 150 mL/hr with or without alkalinization. 

• Fatigue: Secondary to anemia. 

• Hemorrhagic cystitis: Irritation of bladder wall capillaries; preventable with hydration. 

• Neurotoxicity: Agitation, confusion, and visual disturbances have occurred. 

• Pulmonary Toxicides: Pneumonia occurs in 16%-22% of patients. Pulmonary hypersen¬ 

sitivity reaction characterized by dyspnea, cough, and interstitial pulmonary infiltrates. 

• G1 Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Reproduction: Mutagenic and potentially teratogenic, discuss contraception and sperm 
banking. 

Mildly emetogenic protocol. 

Allopurinol 300 mg daily X 7 days for cycle 1 

Septa DS twice weekly for patients at high risk of myelosuppression 

Famciclovir 500 mg daily 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/Darbepoetin Alfa_ 

Chair time 1 hour for fludarabine; 5-8 hours on rituxan days. 

Daily for three to four days. Repeat schedule every 28 days for six cycles. 
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352 Chronic Lymphocytic Leukemia 

Single-Agent Regimens 

Alemtuzumab (Campath) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

5-HT3 and dexamethasone 10-mg IV 

Acetaminophen 650 mg and diphenhydramine 50 mg 

Alemtuzumab_30-mg IV over 2 hours three times a week 

• Initiate dosing at 3-mg IV daily. 

• When tolerated (infusion-related toxicides are less than grade 2), 

• Increase to 10-mg IV three times per week. 

• When tolerated (infusion-related toxicities are less than grade 2), increase to the 

maintenance dose of 30-mg IV three times per week. 

• Available in 30-mg ampule, draw up with filtered needle and dilute in 100 mL of NS or 
D5W 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

• Use within 8 hours. 

Contraindications: Patients with active systemic infections, HIV-positive, AIDS, or known 

type 1 hypersensitivity or anaphylactic reactions 

Supportive drugs recommended starting on day 8: 

Anti-infective prophylaxis: Bactrim DS and trimethoprim 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allourinol_ 
Darbepoetin Alfa_ □ Antifungal_ 

□ Antibiotic Bactrim and Trimethoprim recommended 

• Hypersensitivity Reactions: Most often seen in the first week of therapy. Fever, chills, 

rigors, nausea and vomiting, urticaria, skin rash, fatigue, headache, diarrhea, dyspnea, 

and/or hypotension. Stop the drug if reaction occurs; may treat with steroids; meperidine 

for rigors. Usually resolves in 20 minutes. 

• Myelosuppression: Dose-limiting toxicity. Dramatic drop in WBCs during the first week. 

Opportunistic infections common, including Pneumocystis carinii pneumonia, 

pulmonary aspergillus, and herpes simplex infections. 

• Tumor Lysis Syndrome: May occur with high WBCs or high tumor burden. Prevent with 
allopurinol and hydration. 

• Alteration in Comfort: Pain, headache, asthenia, dysphasias, and dizziness. 

• Reproduction: Not studied in pregnant women, but IgG can cross the placental barrier 

and may cause B- and T-cell depletion in the fetus. Breastfeeding should be avoided. 

Mildly emetogenic protocol. 

Chair time 2-3 hours on days 1-3-5. 

Daily for 3 days per week for 8—12 weeks, weekly CBC and CD4+. CBC more frequent if 
counts are low. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Chronic Lymphocytic Leukemia 353 

Chlorambudl 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Chlorambucil_0.1-0.2 mg/kg/day (equals 4-8 mg/mVday) for 3-6 weeks as 
required 

Then intermittent therapy: 

Chlorambucil_0.4 mg/kg/day for 5 days PO; repeat every 14-28 days, increasing 

dose by 0.1 mg/kg until control of lymphocytosis or toxicity is observed. 

• Available in 2-mg tablets. 

OR 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

Chlorambucil _6-14 mg/day PO as induction therapy and then 0.7-mg/kg PO 
for 2-4 days (repeat every 28-35 days). 

• Bone Marrow Depression: Neutropenia after third week, teach self-care measures to 

minimize risk of infection and bleeding. Myelosuppression dose limiting. 

• Pulmonary Toxicities: Pulmonary fibrosis and pneumonitis dose related-rare. 

• G1 Toxicities: Nausea and vomiting are rare. Anorexia and weight loss may occur. 

• Reproduction: Mutagenic and potentially teratogenic. 

Mildly emetogenic protocol if necessary. 

Repeat cycle every 28 days. 

None 

Weekly or every other week for CBC. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 



354 Chronic Lymphocytic Leukemia 

Cladribine (Leustatin, 2-CdA); CLL 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

Cladribine_0.09-mg/kg/day IV continuous infusion on days 1-7 

• Use 22-dilute with NS, dilute in minimum of 100 mL, stable for 24 hours. 

• DO NOT use D5W 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Myelosuppression: Nadir occurs in 7-14 days, recovery by weeks 3-5. Increased risk of 

opportunistic infections. 

• Immunosuppression: Decrease in CD4+ and CD8+, increasing risk for opportunistic 

infections (fungus, herpes, and Pneumocystis carinii). 

• Tumor lysis syndrome can occur if WBC is elevated or large tumor burden. Prevent with 

allopurinol and hydration 150 mL/hr with or without alkalinization. 

• Fatigue; Secondary to anemia. 

• GI Toxicides: Mild nausea and vomiting, anorexia; constipation, diarrhea. 

• Neurotoxicites: Headache, insomnia, and dizziness. 

• Skin Integrity: Rash, pruritus, or injection site reactions. 

• Reproduction: Mutagenic and potentially teratogenic, discuss contraception and sperm 
banking. 

Mildly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ O Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on day 1, pump dc day 8. Repeat cycle every 28-35 days. 

Daily for seven days and then weekly CBC. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Chronic Lymphocytic Leukemia 355 

Fludarabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

5-HT3 IV 

Fludarabine_20-30 mg/m^/day IV on days 1-5 

• Available 30 mg vial. 

• Dilute with 2 mL of sterile water for final concentration of 25 mg/mL. 

• Further dilute in 100 mL of NS or D5W. The drug should be used within 8 hours, 

• Myelosuppression: Severe and cumulative, nadir day 13. 

• Immunosuppression: Decrease in CD4+ and CD8+, increasing risk for opportunistic 

infections (fungus, herpes, and Pneumocystis carinii). 

• Fatigue: Secondary to anemia. 

• Neurotoxicity: Agitation, confusion, and visual disturbances have occurred. 

• Pulmonary Toxicities: Pneumonia occurs in 16%-22% of patients. Pulmonary hypersen¬ 

sitivity reaction characterized by dyspnea, cough, and interstitial pulmonary infiltrates. 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Reproduction: Mutagenic and potentially teratogenic, discuss contraception and sperm 

banking. 

Mildly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on days 1-5. 

Daily for 5 days and then weekly. Repeat schedule every 28 days. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



356 Chronic Lymphocytic Leukemia 

Prednisone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy 

Prednisone_20-30 mg/m^/day PO for 1-3 weeks 

OR 

Major Side Effects 

Prednisone_60-100 mg/mVday PO for 3-6 weeks 

• Take with food. 

• G1 Toxicides; Gastric irritation, increased appetite. 

Steroid Toxicides: Sodium and water retention, Cushingoid changes, behavioral changes, 

including emotional lability, insomnia, mood swings, and euphoria. May increase glucose 
and sodium and decrease potassium and affect warfarin dose. 

• Musculoskeletal Changes; Muscle weakness, loss of muscle mass, osteoporosis, and 
pathologic fractures with prolonged use. 

Chair time: 

Estimated number of visits: 

Dose Calculation by: 1. 

• Perceptual Alterations: Cataracts or glaucoma may develop. 

None 

Weekly or every other week for CBC. 

2. 

Physician Date 

Patient Name ID Number 

/ / 
Diagnosis Ht Wt M^ 



LEUKEMIA 
Chronic Myelogenous Leukemia 

l::L 

Combination Regimens 

Interferon + Cytarabine.358 

Interferon a-2h: 5X10® lU/m^ SC daily 

Cytabarabine: 20-mg/m- SC daily for 10 days 

Repeat cytarabine on a monthly basis. 

The dose of interferon should be reduced by 50% when the neutrophil 

count drops below 1500/mm^, the platelet count drops below 

100,000/m3, or both. 

Interferon and cytarabine should both be discontinued when the neu¬ 

trophil count drops below 1000/mm^, the platelet count drops below' 

50,000/mm^, or both. 

Single-Agent Regimens 

Imatinib (Gleevec).359 

Imatinib; 400-mg/day PO (chronic phase) 600-mg/day PO (accelerated 

phase blast crisis) 

Continue treatment until disease progression. 

Busulfan (Myleran) . .360 

Busulfan: 1.8-mg/m^/day 

Hydroxyurea . .361 

Hydroxyurea: 1-5 g/day 

Interferon a-2b... .362 

Interferon 9 million units SQ per day, three times per \ veek for up to 1-1.5 

years. 

Dasatinib . 

Spr)'cel; 70 mg PO twice daily. 

357 



358 Chronic Myelogenous Leukemia 

Combination Regimens 

Interferon + Cytarabine (Ara-C) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Interferon a-2b_5X10® lU/m^ SQ daily 

• Available in single dose prefilled syringes 3, 6, and 9 million units. 

• Do not freeze or shake. 

• Stable for 1 month refrigerated. 

Cytarabine_20-mg/m^ SQ daily for 10 

• Dilute in sterile water with benzyl alcohol and then further dilute with 50-100 mL of 

0.9% sodium. Stable 48 hours at room temperature and 7 days refrigerated chloride 
or D5W. 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

• IV hydration at 150 per mL per hour with or without alkalinization, oral allopurinol, 
strict I & O, and daily weights. 

• Reconstitute with water with benzyl alcohol; stable for 48 hours at room temperature. 

• Bone Marrow Depression: Interferon should be reduced by 50% when neutrophil count 

drops below 1500 per mm^, the platelet count drops below 100,000 per m^ or both. 

Both drugs should be discontinued with neutrophils less than 1000 mm^, platelets less 

than 50,000 mm^, or both. Teach self-care measures to minimize risk of infection and 
bleeding. 

• Flulike Syndrome. Chills 3—6 hours after interferon. Fatigue, malaise, headache, and 
myalgias are cumulative and dose limiting. 

Thrombophlebitis, pain at the injection site, should be treated with warm compresses. 

• GI Toxicides; Nausea and vomiting, anorexia, xerostomia, and mild diarrhea. 

• Partial alopecia. 

• Tumor lysis syndrome occurring 1-5 days after the initiation of treatment. 

• Reproduction: Mutagenic and potentially teratogenic. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ Procrit/Aranesp_□ Allopurinol_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 28 days. 

May be administered in the office or self-administered. 

Weekly or every other week for CBC. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ _/ __ 
m2 

Diagnosis Ht Wt 



Chronic Myelogenous Leukemia 359 

Single-Agent Regimens 

Imatinib (Gleevec); CML 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Imatinib_400-800 mg per day 

• 400-mg/day single dose for patients in chronic phase CML. 

• 600-mg/day single dose for patients in accelerated phase or blast crisis. 

• Treatment continues as long as patient derives benefit from drug. 

• If disease progression, failure of hematologic response after 3 months, or loss of 
hematologic remission, increase dose to 600-mg/day (chronic CML) or to 800-mg/day 
given as 400-mg BID (accelerated or blast crisis). 

• Available in 100- and 400-mg tablets. 

Drug interactions; Ketoconazole, itraconazole, erythromycin, and clarithromycin may 
increase imatinib plasma concentrations, dexamethasone, phenytoin, carbamazepine, 
rifampicin, phenobarbital, and St. John’s Wort. Do not coadminister ketoconazole. 

Cyclosporine, pimozide plasma levels may increase; triazolo-benzadiazepines, dihydropyri- 
dine calcium channel blockers, HMG-CoA reductase inhibitors may also have increased 
serum levels. 

Warfarin metabolism is inhibited with imitinab. Use low molecular weight heparin. 

• Bone Marrow Depression: Median duration 2-3 weeks and thrombocytopenia 3-4 weeks. 
Teach self-care measures to minimize risk of infection and bleeding. 

• GI Toxicides: Nausea and vomiting are mild to moderate. Diarrhea and dyspepsia may 
also occur. 

• Fluid Retention: Common, especially in the older and primarily periorbital and lower 
extremity edema. May require diuretics. Pleural effusions, ascites, pulmonary edema and 
weight gain. More common in accelerated phase. 

• Alteration in Comfort: Muscle cramps, musculoskeletal pain, headaches, fatigue, 
arthralgias, and abdominal pain. 

• Rash may occur with pruritus. 

• Reproduction: Mutagenic and potentially teratogenic. 

Mildly to moderately emetogenic protocol. 

Daily 

None 

Weekly or every other week for CBC and then monthly. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 

I 



360 Chronic Myelogenous Leukemia 

Busulfan (Myleran) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Maintenance: 

Major Side Effects 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy 

Busulfan-4-8 mg or 1.8 mg/m^ per day for 2-3 weeks remission induction 

Busulfan-1—3 mg/m^ PO daily or 0.05-mg/kg PO daily for maintenance 

• Hold when leukocyte count reaches 15,000 per p.L; resume when total leukocyte count 

is 50,000 per p,L; maintenance dose of 1—3 mg qd used if remission lasts less than 
3 months. 

• Available in 2-mg scored tablets. 

• Bone Marrow Depression; Dose-limiting toxicity. 

Tumor lysis syndrome can occur if WBC is elevated. Prevent with allopurinol and 
hydration. 

Initiate antiemetic protocol: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

• GI Toxicities: Nausea and vomiting are common but mild. Mucositis dose related and 
may require interruption of therapy. 

• Skin Alterations: Hyperpigmentation of skin, especially increases on the hands and nail 
beds. Skin rash and pruritis also observed. 

• Pulmonary Toxicities; Cough, dyspnea and fever can be seen after long-term therapy. 

• Neurotoxicities: Insomnia, anxiety, dizziness, and depression are most common. 

• Reproduction: Mutagenic and potentially teratogenic. 

Mildly emetogenic protocol. 

Daily 

None 

Weekly for CBC and then monthly. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ 
Diagnosis Ht Wt 



Chronic Myelogenous Leukemia 361 

Hydroxyurea 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Hydroxyurea_1-5 g/day PO, adjusted to keep WBC about 20-30 X 10^/L 

• Available in 500-mg caplets 

• Bone Marrow Depression: Median duration 2-3 weeks and thrombocytopenia 3-4 

weeks. Teach self-care measures to minimize risk of infection and bleeding. 

• GI Toxicities: Nausea and vomiting are mild to moderate. Diarrhea and dyspepsia may 

also occur. Dose limiting toxicity. 

• Fluid Retention: Common, especially in the older population and primarily periorbital 

and lower extremity edema. May require diuretics. 

• Alteration in Comfort: Muscle cramps, musculoskeletal pain, headaches, fatigue, 

arthralgias, and abdominal pain. Drowsiness and confusion. 

• Skin Alterations: Maculopopular rash, facial, and acral erythemia, hyperpigmentation, 

dry skin with atrophy and pruritis. Radiation recall. 

• Reproduction: Mutagenic and potentially teratogenic. 

Mildly to moderately emetogenic protocol. 

Daily 

None 

Weekly or every other week for CBC and then monthly. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



362 Chronic Myelogenous Leukemia 

Interferon a-2b 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Interferon 0!-2b_9-million units SQ per day 

• Available in single dose prefilled syringes 3, 6, and 9 million units. 

• Bone Marrow Depression; Teach self-care measures to minimize the risk of infection and 
bleeding. 

• Flulike Syndrome: Chills 3-6 hours after interferon. Fatigue, malaise, headache, and 
myalgias are cumulative and dose limiting. 

• CNS Effects. Dizziness, confusion, and decreased mental status and depression. 

• Thrombophlebitis, pain at the injection site, should be treated with warm compresses. 

• GI Toxicities: Nausea and vomiting, anorexia, xerostomia, and mild diarrhea. 

• Partial alopecia. 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Reproduction: Mutagenic and potentially teratogenic. 

Mildly to moderately emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Continue SQ injections 3 days per week for up to 1-1.5 years. 

Weekly or every other week for CBC. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

Diagnosis 
M^ 



Chronic Myelogenous Leukemia 363 

Dasatinib (Sprycel): CML 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Drug interactions: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Sprycel_70 mg PO twice per day with or without food 

• Treatment continues as long as patient derives benefit from drug. 

• Available in 20-, 50-, and 70-mg tablets. 

• Do not take within 2 hours of antacids, do not crush or cut tablets. 

Ketoconazole, itraconazole, erythromycin, and clarithromycin, ritonavir, atazanavir, 

indinavir, nefazondone, nelfinavir, saquinavir and telithromycin may increase plasma 

concentrations. 

Dexamethasone, phenytoin, carbamazepine, rifampicin, and phenobarbital may decrease 

plasma levels. Antacids should be avoided or taken 2 hours after administration of Sprycel. 

Proton pump inhibitors should be avoided. Drugs that may have their plasma concentra¬ 

tion include; alfentanil, astemizole, terfenadine, cisapride, cyclosporine, fentanyl, pimoside, 

quinidine, sirolims, tacrolimus or ergot alkaloids and should be administered with caution. 

• Bone Marrow Depression: Severe (grade 3 & 4) thrombocytopenia, neutropenia and 

anemia. Monitor CBC weekly X 2 months, then monthly. 

• Bleeding Related Events: CNS bleed seen in 1%, GI bleed seen in 7% of patients. 

• GI Toxicides: Nausea and vomiting are mild to moderate. Diarrhea and dyspepsia may 
also occur. 

• Fluid Retention: Severe in 9% of patients including pleural effusion and pericardial 

effusion. May require diuretics. 

• Cardiac: Prolongation of QT interval. Monitor potassium and magnesemium levels. 

• Rash may occur with pruritus. 

• Reproductive; Pregnancy Category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

Daily 

None 

Weekly for CBC for 2 months then monthly. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



LEUKEMIA 

Hairy Cell Leukemia 
c-' 

Cladribine (Leustatin 2-CdA) .. 

Cladribine: 0.09-mg/kg/day IV continuous infusion on days 1-7 

Administer one cycle. 

Pentostatin.. 

Pentostatin: 4-mg/m^ IV on day 1 

Repeat cycle every 14 days for 6 cycles. 

Interferon a-2a. 

Interferon a-2a: 3-million units SC or IM, three times per week 

Continue treatment for up to 1 to 1.5 years. 

.367 
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Hairy Cell Leukemia 365 

Cladribine (Leustatin, 2-CdA) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy, central line placement 

NS 

Cladribine_0.09-mg/kg/day IV continuous infusion on days 1-7 

• Use 22-dilute with NS, dilute in minimum of 100 mL, stable for 24 hours. 

• DO NOT USE D5W. 

• Myelosuppression; Nadir occurs in 7-14 days, recovery by weeks 3-5. Increased risk of 

opportunistic infections. 

• Immunosuppression: Decrease in CD4+ and CDS+, increasing risk for opportunistic 

infections (fungus, herpes, and Pneumocystis carinii). 

• Fatigue: Secondary to anemia. 

• GI Toxicities: Mild nausea and vomiting, anorexia; constipation, diarrhea. 

• Neurotoxicites: Headache, insomnia, and dizziness. 

• Flulike Symptoms: Fever, fatigue, malaise, myalgias, arthralgias, and chills. Incidence 

decreases with continued therapy. 

• Skin Integrity: Rash, pruritus, or injection site reactions. 

• Reproduction: Mutagenic and potentially teratogenic, discuss contraception and sperm 

banking. 

Mildly emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on day 1, pump dc day 8 one cycle. 

Daily for seven days, then weekly CBC. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt M^ 



366 Hairy Cell Leukemia 

Pentostatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

NS 

Pentostatin_4-mg/m^ IV on day 1 

• Available in single dose vials of 10 mg. 

• Dilute with 5 mL of sterile water for a concentration of 2 mg/mL. May be given IV push 

or as bolus diluted in 25-50 mL of NS or D5W over 30 minutes. Solution is stable at 
room temperature for 8 hours. 

• Myelosuppression: Increased risk of opportunistic infections. Dose limiting toxicity. 

• Fatigue: Secondary to anemia. 

• GI Toxicides; Moderate nausea and vomiting, anorexia. 

• Allergic Hypersensitivity Reaction; Fever, chills, myalgias, and arthralgias. 

• Neurologic Toxicides: Headache, lethargy, and fatigue. 

• Immunosuppression: Decrease in CD4+ and CD8 + , increasing risk for opportunistic 
infections (fungus, herpes, and Pneumocystis carinii). 

• Reproduction; Mutagenic and potentially teratogenic, discuss contraception and sperm 
banking. 

Moderately emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ Epoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on day 1; treat every other week for six cycles or two cycles beyond 
complete remission. Do not treat for more than 1 year. 

Every other week until remission. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



Hairy Cell Leukemia 367 

Interferon 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Interferon tx-la._3-million units SQ per day 3 days per week 

• Available in single dose prefilled syringes 3, 6, and 9 million units. 

• Do not freeze or shake. 

• Stable for 1 month refrigerated. 

• Bone Marrow Depression: Teach self-care measures to minimize risk of infection and 
bleeding. 

• Flulike Syndrome; Chills 3-6 hours after interferon. Fatigue, malaise, headache, and 

myalgias are cumulative and dose limiting. 

• CNS Effects: Dizziness, confusion, and decreased mental status and depression. 

• Thrombophlebitis, pain at the injection site, should be treated with warm compresses. 

• GI Toxicides: Nausea and vomiting, anorexia, xerostomia, and mild diarrhea. 

• Partial alopecia. 

• Reproduction: Mutagenic and potentially teratogenic. 

Mildly to moderately emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF 

□ Fpoetin Alfa/ □ Allopurinol_ 
Darbepoetin Alfa_ 

□ Antibiotic_ □ Antifungal_ 

Continue SQ injections 3 days per week for up to 1-1.5 years. 

Weekly or every other week for CBC. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



LUNG CANCER [;j 

Non-Small Cell Lung Cancer [| 

ADJUVANT THERAPY 

Combination Therapy 

Paclitaxel + Carboplatin. ^77 

Paclitaxel: 175-mg/m^ IV over 3 hours on day 1 

Carboplatin; Area under the curve (AUC) of 6, IV on day 1 

Repeat cycle every 21 days for 4 cycles. ^239 

^ Vinorelbine + Cisplatin... 

Vinorelbine; 25-mg/m^ IV weekly for 16 weeks 

Cisplatin: 50-mg/m^ IV on days 1 and 8. 

Repeat cisplatin every 28 days for 4 cycles. 

METASTATIC DISEASE 

Combination Regimens 

/Carboplatin + Paclitaxel... ^74 

Carboplatin: AUC of 6, IV on day 1 

Paclitaxel: 175-mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^-^"^^ 

It is important to administer paclitaxel first, followed by carboplatin. 

/ Cisplatin + Paclitaxel. nyi; 

Cisplatin: 80-mg/m^ IV on day 1 

Paclitaxel: 175-mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^’^"^^ 

Important to administer paclitaxel first, followed by cisplatin 

c 

i 

^ Docetaxel + Carboplatin. ^77 
/ 

Docetaxel: 75-mg/m^ IV on day 1 

Carboplatin: AUC of 6, IV on day 1 

Repeat cycle every 21 days.^’^'^^ 

368 



Non-Small Cell Lung Cancer 369 

^/^ Docetaxel + Cisplatin .. 

Docetaxel: 75-mg/m^ IV on day 1 

Cisplatin: 75-mg/m^ IV on day 1 

Repeat cycle every 21 days.^-^'^'^ 

.379 

Docetaxel + Gemcitabine...381 

Docetaxel: 100-mg/m^ IV on day 8 

Gemcitabine: 1100-mg/m^ IV on days 1 and 8 

Repeat cycle every 21 days.^’^"^^ 

Granulocyte colony stimulating factor (G-CSF) support is required from 

days 9 to 15. 

Gemcitabine + Cisplatin . 

Gemcitabine: 1250-mg/m^ IV on days 1 and 8 

Cisplatin: 100-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^'^^ 

.383 

.384 /^Gemdtabine + Carboplatin. 

Gemcitabine: 1000-mg/m^ IV on days 1 and 8 

Carboplatin: AUC of 5, IV on day 1 

Repeat cycle every 21 days.^-^"^^ 

'Gemcitabine + Vinorelbine ...386 

Gemcitabine: 1200-mg/m^ IV on days 1 and 8 

Vinorelbine: 30-mg/m^ IV on days 1 and 8 

Repeat cycle every 21 days.^-^"'^^ 

Vinorelbine + Cisplatin. 

Vinorelbine: 30-mg/m^ IV on days 1, 8, and 15 

Cisplatin: 120-mg/m^ IV on day 1 

Repeat cycle every 28 days.^’^^^ 

.387 

Vinorelbine + Carboplatin .388 

Vinorelbine: 25-mg/m^ IV on days 1 and 8 

Carboplatin: AUC of 6, IV on day 1 

Repeat cycle every 28 days.^’^^° 



Etoposide + Cisplatin (EP)..... 

Etoposide (VP-16): 120-mg/m^ IV on days 1-3 

Cisplatin: 60-mg/m^ IV on day 1 

Repeat cycle every 21-28 days.^’^^^ 

Etoposide + Cisplatin + Docetaxel. 

Cisplatin; SO-mg/m^ IV on days 1, 8, 29, and 36 

Etoposide: 50-mg/m^ IV on days 1-5 and 29-33 

Administer concurrent thoracic radiation therapy, followed 4-6 weeks 

after the completion of combined modality therapy by 

Docetaxel: 75-mg/m^ IV on day 1 

Repeat cycle every 21 days for three cycles.i’252 jhe dose of docetaxel can be 

escalated to 100-mg/m^ IV on subsequent cycles in the absence of toxicity. 

Single-Agent Regimens 

Paclitaxel . 

Paclitaxel: 225-mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.'^’^^^ 

OR 

Paclitaxel: 80—100-mg/m^ IV weekly for 3 weeks 

Repeat cycle every 28 days after a 1-week rest.^’^^'^ 

Docetaxel. 

Docetaxel: 75-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^^^ 

OR 

Docetaxel: 36-mg/m^ IV weekly for 6 weeks 

Repeat cycle every 8 weeks after 2-week rest.^’^^® 

Premedicate with dexamethasone 8 mg PO at 12 hours and immediately 

before docetaxel infusion and 12 hours after each dose. 

Pemetrexed (AUmta) . 

Pemetrexed: 500-mg/m2 IV over 10-30 minutes every 21 days.^’^^y 

Gemdtabine . 

Gemcitabine: 1000-mg/m^ IV on days 1, 8, and 15 

Repeat cycle every 28 days.^-^^® 



Non-SmaLL Celt Lung Cancer 371 

Topotecan.. 

Topotecan: 1.5-mg/m^ IV on days 1-5 

Repeat cycle every 21 days.^-^^® 

Vinorelbine.. 

Vinorelbine; 25-mg/m^ IV every 7 days 

Repeat every 7 daysd’^^° 

Gefitfnib (Iressa).. 

Gefitinib: 250 mg/day PO 

Continue treatment until disease progressiond’^^^ 

Erlotim'b (Tarceva).. 

Erotinib: 150-mg PO 

Continue until disease progression.^ 



372 Non-Small Cell Lung Cancer 

ADJUVANT THERAPY 

Combination Therapy 

Paclitaxel + Carboplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of normal saline (NS) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in 30 mL, 6 mg/mL; 100 mL, 16.7 mg/mL and 300. 

• Final concentration is ± 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with a 0.22-micron inline filter to administer. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in 50, 150, and 450 lyophilized powder or 450 and 600 premixed vial. 

• Do not use aluminum needles, because precipitate will form. 

• Give carboplatin after paclitaxel to decrease toxicities. 

• Reconstitute with D5W or 0.9% sodium chloride to final concentration of 1-4 mg/mL. 

• Reconstituted solution stable for 8 hours at room temperature. 

• Hypersensitivity Reaction: Paclitaxel (30%-40%). Premedicate as described. Increased 

risk of hypersensitivity reactions in patients receiving more than seven courses of carbo¬ 

platin therapy. Characterized by dyspnea, hypotension, angiodema, usticoria, skin rash, 

pruritis, tachycardim, wheezing, and facial edema. Patients with mild reactions can be 

rechallenged. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• Gastrointestinal (GI) Toxicities: Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and/or diarrhea occur in 30%-40% of patients. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. More 

frequent with longer infusions and at doses of > 175 mg/m^. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat cycle every 21 days for 4 cycles. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Non-Small Cell Lung Cancer 373 

Vinorelbine + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Vinorelbine_mg (25 mg/m^) IV on weekly for 16 weeks 

• Vesicant. 

• Available in 10 mg/mL in 1- or 5-mL single use vials. 

• Further dilute to a final concentration in syringe 1.5-3.0 or IV bag of 0.5-3.0 mg/mL. 

• Infuse diluted drug IV over 6-10 minutes into sidearm port of a freely flowing IV, either 

peripherally or via central line (preferred). Use port closest to the IV bag. Not the 
patient. 

• Flush vein with at least 75-125 mL of IV solution after infusion. 

• Reconstituted solution is stable for 24 hours refrigerated. 

Cisplatin_mg (50 mg/m^) IV on days 1 and 8. 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 
and can be dose limiting. 

• GI Toxicities: Moderate to severe nausea and vomiting may be acute or delayed. Consti¬ 

pation, diarrhea, stomatitis, and anorexia may be seen. Metallic taste to foods. 

• Neurotoxicity; Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. 

Paresthesias are dose related and can be severe, requiring pain medication or neurontin. 

Ototoxicity occurs in > 30% beginning with high-frequency hearing. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules preventing reabsorption of 

Mg^^, Ca^***, and K^. Can be avoided with adequate hydration, diuresis as well as 
slower infusion time. 

• Skin; Extravasation of vinorelbine may cause local tissue injury and inflammation. 
Alopecia likely. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1 and 1 hour on days 8 and 15. Repeat cisplatin every 28 days 

for 4 cycles (1 hour for vinorelbine weekly for 16 weeks). 

Weekly. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ __ 
M^ Diagnosis Ht Wt 



374 Non-Small Cell Lung Cancer 

METASTATIC DISEASE 
Combination Regimens 

Carboplatin + Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of normal saline (NS) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in 30 mL, 6 mg/mL; 100 mL, 16.7 mg/mL and 300. 

• Final concentration is ± 1.2 mg/mL. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Use non-PVC containers and tubing with a 0.22-micron inline filter to administer. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in 50, 150, and 450 lyophilized powder or 450 and 600 premixed vial. 

• Do not use aluminum needles, because precipitate will form. 

• Give carboplatin after paclitaxel to decrease toxicities. 

• Reconstitute with D5W or 0.9% sodium chloride to final concentration of 1-4 mg/mL. 

• Reconstituted solution stable for 8 hours at room temperature. 

• Hypersensitivity Reaction: Paclitaxel (30%-40%). Premedicate as described. Increased 

risk of hypersensitivity reactions in patients receiving more than seven courses of 

carboplatin therapy. Characterized by dyspnea, hypotension, angiodema, usticoria, skin 

rash, pruritis, tachycardim, wheezing, and facial edema. Patients with mild reactions can 

be rechallenged. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• Gastrointestinal (GI) Toxicities: Moderate to severe nausea and vomiting may be acute or 

delayed. Mucositis and/or diarrhea occur in 30%-40% of patients. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Non-Small Cell Lung Cancer 375 

Cisplatin + Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone in 100 cc of NS (days 1 and 2) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS (day 1 only) 

Paclitaxel_mg (175 mg/m^) IV over 3 hours on day 1 

• Available in 30 mg (6 mg/mL), 100 mg (16.7 mg/mL) and 300 mg (6 mg/ mL) vials. 

• Stable for up to 27 hours at room temperature in 0.3-1.2 mg/mL solutions. 

• Further dilute in 250-500 cc NS or D5W Final concentration is ± 1.2 mg/mL. 

• Use non-PVC tubing and containers and a 0.22-micron inline filter to administer. 

Cisplatin_mg (80 mg/m^) IV on day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Paclitaxel must be administered first, followed by cisplatin. 

Repeat the cycle every 21 days. 

• Hypersensitivity Reaction: Paclitaxel and cisplatin, with anaphylaxis and severe hyper¬ 

sensitivity reactions in 2%-4%. Characterized by dyspnea, hypotension, andioedema, 

and generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients 

with mild reactions can be rechallenged after 24 hour corticosteroid prophylaxis. Pa¬ 

tients with severe reactions should not be rechallenged. Monitor vitals signs every 15 

minutes for the first hour. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• GI Toxicities: Nausea and vomiting may be severe and will occur in 100% of patients if 

antiemetics are not given. May be acute (within 1 or more hours, lasting for 8-24 hours 

or delayed occurring 24—72 hours after cisplatin). Taste alterations and anorexia occur 
with long-term use. Metallic taste to food. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules preventing reabsorption of 

Mg^^, Ca^"'', and K'^. Gan be avoided with adequate hydration, diuresis as well as 
slower infusion time. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. 

Paresthesias are dose related and can be severe, requiring pain medication or neurontin. 

Ototoxicity occurs in >30% beginning with high-frequency hearing. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Ghair time 5 hours on day 1. Repeat every 21 days. 

Two visits per cycle. 
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Dose Calculation by: 1. 

Physician 

Patient Name 

Diagnosis 

_ 2. _ 

Date 
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Non-Small Cell Lung Cancer 377 

Docetaxel + Carboplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^+) and CEA 

N/A 

0.9% sodium chloride 

Dexamethasone 8-mg PO bid for 3 days, starting the day before treatment; 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS on day of treatment 

Docetaxel_mg (75 mg/m^) IV on day 1 

• Available in 20- or 80-mg doses; comes with own diluent. Do not shake. 

• Reconstituted vials stable at room temperature or refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubings to administer. No filter needed. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in 50-mg, 150-mg, and 450-mg lyophilized powder; dilute with sterile water. 

Also available in 50-mg and 150-mg 10-mg/mLg/mL solution; 450-mg and 600-mg 

10-mg/mL multidose vials stable for 15 days after first use. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute in 250-1000 cc 0.9% sodium chloride. 

• Chemically stable for 24 hours, discard after 8 hours because of lack of bacteriostatic 
perservative. 

• Give carboplatin after paclitaxel to decrease toxicides. 

• Hypersensitivity Reaction: Docetaxel and carboplatin, with anaphylaxis and severe hy¬ 

persensitivity reactions in 2%-4%. Characterized by dyspnea, hypotension, andioedema, 

and generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients 

with mild reactions can be rechallenged after 24-hour corticosteroid prophylaxis. 

Patients with severe reactions should not be rechallenged. Monitor vitals signs every 15 

minutes for the first hour. Carboplatin can cause rash, flushing, urticaria, erythema, and 

pruritus. Bronchospasm and hypotension are uncommon, but risk increases from 1% to 

27% in patients receiving more than seven courses of carboplatin-based therapy. Premed¬ 

icate as indicated. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 

and can be dose limiting. Risk of thrombocytopenia is severe. 

• GI Toxicities: Moderate to severe nausea and vomiting within first 6-24 hours. 

Reversible hepatic dysfunction mild to moderate. Monitor SGOT, SGPT, and bili. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic, 

especially when well hydrated. Decreases Mg^"*", K’*', Ca^'*', and Na"*". 

• Fluid Balance: Fluid retention is a cumulative toxicity that may occur with docetaxel. 

Characterized by peripheral edema, pleural effusions, dyspnea at rest, cardiac 

tamponade, or ascites. Pre-treatment with dexamethasone as above may minimize the 
effect. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients (severe 5.5%). 

Sensory alterations are paresthesias in a glove-and-stocking distribution and numbness. 

There is an increased risk in patients > 65 years old or in those previously treated with 

cisplatin and receiving prolonged carboplatin treatment. 

• Skin: Alopecia is common. Maculopapular, violaceous/erythematous and pruritic rash 

may occur with docetaxel. Changes in nails may occur in ll%-40% of patients and may 

include onycholysis (loss of nail). Keep nails clean, use nail hardeners or Tea Tree Oil. 
Fotrimin if indicated. 

• Reproduction: Drugs are mutagenic and teratogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request four cycles worth of visits. 



378 Non-Small Cell Lung Cancer 

Dose Calculation by: 1. _ 2. 
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Patient Name ID Number 

Diagnosis Ht 



Non-Small Cell Lung Cancer 379 

Docetaxel + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

I 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry' (including and CEA 

Central line placement 

0.9% sodium chloride 

Dexamethasone 8-mg PO bid for 3 days, starting the day before treatment; 5-HT3 and 

dexamethasone 10-20 mg in 100 cc of NS day of treatment 

Docetaxel_mg (75 mg/m^) IV on day 1 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Final concentra¬ 
tion 10 mg/mL. 

• Reconstituted vials stable at room temperature or refrigerate for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. Thoroughly mix by manual 
rotation. 

• Use non-PVC containers and tubing to administer. Filter NOT necessary. 

Cisplatin_mg (75 mg/m^) IV on day 1 

• Available in 100-mF vials. 1-mg/l-mF concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mF vial stable for 28 days protected from light, 7 days under florescent light. 

• Hypersensitivity Reaction: Docetaxel and cisplatin, with anaphylaxis and severe hyper¬ 

sensitivity reactions in 2%-4%.Characterized by dyspnea, hypotension, andioedema, and 

generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients with 

mild reactions can be rechallenged after 24-hour corticosteroid prophylaxis. Patients 

with severe reactions should not be rechallenged. Monitor vitals signs every' 15 minutes 

for the first hour. Premedicate as described. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 
and can be dose limiting. Nadir at day 7. 

• GI Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. Metallic 
taste to food. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. Paresthe¬ 

sias are dose related and can be severe, requiring pain medication or neurontin. Ototoxi¬ 

city occurs in > 30% beginning with high-frequency hearing. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules preventing reabsorption of 

Mg^^, Ca^'*', and K’*'. Can be avoided with adequate hydration, diuresis as well as 
slower infusion time. 

• Fluid Balance: Fluid retention is a cumulative toxicity that may occur with docetaxel. 

Characterized by peripheral edema, pleural effusions, dyspnea at rest, cardiac 

tamponade, or ascites. Pre-treatment with dexamethasone as above may minimize the 
effect. 

• Skin: Alopecia is common. Maculopapular, violaceous/erythematous and pruritic rash 

may occur with docetaxel. Changes in nails may occur in ll%-40% of patients and may 

include onycholysis (loss of nail). Keep nails clean, use nail hardeners or Tea Tree Oil. 
Fotrimin if indicated. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request four cycles worth of visits. May require extra visits for 
hydration. 
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Non-Small Cell Lung Cancer 381 

Docetaxel + Gemcitabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC: Chemistry panel, and liver function tests (LFTs) 

N/A 

0.9% sodium chloride 

Oral phenothiazine 

OR 

5-HT3 and dexamethasone 10 mg in 100 cc of NS and dexamethasone 8-mg PO bid for 
3 days, starting the day before treatment 

Docetaxel_mg (100 mg/m^) IV on day 8 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Thoroughly mix 

by manual rotation. Final concentration 10 ing/mL. 

• Reconstituted vials stable at room temperature or refrigerate for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubing to administer. No filter needed. 

Gemcitabine_mg (1100 mg/m^) IV on days 1 and 8 over 30 minutes 

• Available in 200-mg/10-mL or l-g/50-mL vials (20-mg/mL). 

• Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. Do NOT refrigerate, be¬ 
cause precipitate will form. 

• Hypersensitivity Reaction; Docetaxel with anaphylaxis and severe hypersensitivity 

reactions in 2%-4%. Characterized by dyspnea, hypotension, andioedema, and general¬ 

ized urticaria. May also see tachycardia, wheezing, and facial edema. Patients with mild 

reactions can be rechallenged after 24-hour corticosteroid prophylaxis. Patients with 

severe reactions should not be rechallenged. Monitor vitals signs every 15 minutes for 

the first hour. Premedicate as described. 

• Hematologic: Myelosuppression is dose limiting. G-CSF support required from days 

9-15. Thrombocytopenia grades 3-4 are more common in the elderly. 

• GI Symptoms: Mild to moderate nausea and vomiting, diarrhea, and mucositis. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. Paresthe¬ 

sias are dose related and can be severe, requiring pain medication or neurontin. Ototoxi¬ 

city occurs in > 30% beginning with high-frequency hearing. 

• Flulike Syndrome (20%) with fever 6-12 hours after treatment. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Fluid Balance: Fluid retention is a cumulative toxicity that may occur with docetaxel. 

Characterized by peripheral edema, pleural effusions, dyspnea at rest, cardiac 

tamponade, or ascites. Pre-treatment with dexamethasone as above may minimize the 
effect. 

• Skin: Alopecia is common. Maculopapular, violaceous/erythematous and pruritic rash 

may occur with docetaxel. Changes in nails may occur in ll%-40% of patients and may 

include onycholysis (loss of nail). Keep nails clean, use nail hardeners or Tea Tree Oil. 
Lotrimin if indicated. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1 and 2 hours on day 8. Repeat cycle every 

21 days. 

Three visits per cycle. Request four cycles worth of visits. Estimated number of visits: 



382 Non-Smatl Cell Lung Cancer 

Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

' V 
/ / 

Diagnosis Ht Wt 



Non-Small Cell Lung Cancer 383 

Gemcitabine + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel (including and LFTs 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine_mg (1250 mg/m^) IV over 30 minutes on days 1 and 8 

• Available in 200-mg/10-mL or l-g/50-mL vials (20-mg/mL). 

• Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. Do NOT refrigerate, be¬ 
cause precipitate will form. 

Cisplatin_mg (100 mg/m^) IV on day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in older patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicities. 

• G1 Symptoms: Moderate-to-severe nausea and vomiting that may be acute or delayed. 

Diarrhea and/or mucositis (15%-20%). Metallic taste to food. 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 
(40%). 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. Paresthe¬ 

sias are dose related and can be severe, requiring pain medication or neurontin. Ototoxi¬ 

city occurs in > 30% beginning with high-frequency hearing. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules, preventing reabsorption of 

Mg^*^, Ca^’*', and Can be avoided with adequate hydration, diuresis as well as 

slower infusion time. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities, occurs 

in 30% of patients. Alopecia. 

• Use in pregnancy: Embryotoxic; women of childbearing potential should avoid becom¬ 

ing pregnant during treatment. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, and 1 hour on day 8. Repeat cycle every 

21 days. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 
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384 Non-Small Cell Lung Cancer 

Gem dta bine + Carboplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

CBC: Chemistry panel (with LFTs) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV on days 1 and 8 over 30 minutes 

• Available in 200-mg/10-mL or l-g/50-mL vials (20-mg/mL). 

• Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. Do NOT refrigerate, 
because precipitate will form. 

Carboplatin_ _mg (AUC 5) IV on day 1 

• Available in 50-mg, 150-mg, and 430-mg lyophilized powder; dilute with sterile water. 
Also available in 50-mg and 150-mg 10-mg/mLg/mL solution; 450-mg and 600-mg 
10-mg/mL multidose vials stable for 15 days after first use. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute in 250-1000 cc 0.9% sodium chloride. 

• Chemically stable for 24 hours, discard after 8 hours because of lack of bacteriostatic 
perservative. 

• Give carboplatin after paclitaxel to decrease toxicities. 

• Hypersensitivity Reaction: Anaphylaxis and severe hypersensitivity reactions in 2%-4%. 
Characterized by dyspnea, hypotension, andioedema, and generalized urticaria. May also 
see tachycardia, wheezing, and facial edema. Patients with mild reactions can be 

rechallenged after 24-hour corticosteroid prophylaxis. Patients with severe reactions 
should not be rechallenged. Monitor vitals signs every 15 minutes for the first hour. 
Premedicate as described. The risk increases in patients receiving more than seven 
courses of carboplatin therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 
and dose related. Can be dose limiting. G-CSF recommended. Thrombocytopenia grades 
3-4 are more common in the elderly. 

• GI Toxicities: Moderate to severe nausea and vomiting, acute or delayed. Mucositis and 
diarrhea seen. Elevation of serum transaminase and bilimbin levels. 

• Flulike Syndrome: Flulike symptoms with fever in absence of infection 6-12 hours after 
treatment. 

• Fluid Balance: Fluid retention is a cumulative toxicity that may occur with docetaxel. 
Characterized by peripheral edema, pleural effusions, dyspnea at rest, cardiac 
tamponade, or ascites. Pre-treatment with dexamethasone as above may minimize the 
effect. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 
legs. Proprioception and vibratory sense and loss of motor function can occur. Paresthe¬ 
sias are dose related and can be severe, requiring pain medication or neurontin. Ototoxi¬ 
city occurs in > 30% beginning with high-frequency hearing. 

• Renal: Not as severe as with cisplatin. Altered renal function preventing reabsorption of 
, Ca^"^, and K"''.. Can be avoided with adequate hydration, diuresis as well as slower 

infusion time. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. 
Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 three hours on day 1 and 1 hour on day 8. Repeat cycle every 21 days. Treatment schedule: 
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386 Non-Small Cell Lung Cancer 

Gemcitabine + Vinorelbine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry panel, and LFTs 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Gemcitabine-mg (1200 mg/m^) IV on days 1 and 8 over 30 minutes 

• Available in 200-mg/10-mL or l-g/50-mL vials (20-mg/mL). 

• Further dilute in 0.9% sodium chloride. 

Major Side Effects 

• Reconstituted solution is stable 24 hours at room temperature. Do NOT refrigerate, 
because precipitate will form. 

Vinorelbine_mg (30 mg/m^) IV on days 1 and 8 

• Vesicant 

• Available in 10 mg/mL in 1- or 5-mL single-use vials. 

• Further dilute to a final concentration in syringe 1.5-3.0 or IV bag of 0.5-3.0 mg/mL 

• Infuse diluted drug IV over 6-10 minutes into sidearm port of a freely flowing IV, either 

peripherally or via central line (preferred). Use port closest to the IV bag, not the patient. 

• Flush vein with at least 75—125 mL of IV solution after infusion. 

• Reconstituted solution is stable for 24 hours refrigerated, 

• Hematologic; Myelosuppression is dose limiting. Prolonged infusion time 

(> 60 minutes) with gemcitabine is associated with higher toxicities. 

• GI Symptoms: Mild-to-moderate nausea and vomiting. Constipation, diarrhea, and 
mucositis seen. 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 
(40%). 

• Neurotoxicity: Usually mild to moderate neuropathy is 25% but incidence increased if 

patient had prior vinca alkaloids. Constipation may occur in 29% of patients. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Extravasation of vinorelbine may cause local tissue injury and inflammation. 

Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema is 
seen in 30% of patients. Alopecia is rare. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on days 1 and 8. Repeat cycle every 21 days. 

Three visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 
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Non-SmaLl Cell Lung Cancer 387 

Vinorelbine + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^+) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Vinorelbine_mg (30 mg/m^) IV on days 1,8, and 15 

• Vesicant 

• Available in 10 mg/mL in 1- or 5-mL single-use vials. 

• Further dilute to a final concentration in syringe 1.5-3.0 or IV bag of 0.5-3.0 mg/mL. 

• Infuse diluted drug IV over 6-10 minutes into sidearm port of a freely flowing IV, either 

peripherally or via central line (preferred). Use port closest to the IV hag, not the patient. 

• Flush vein with at least 75-125 mL of IV solution after infusion. 

• Reconstituted solution is stable for 24 hours refrigerated. 

Cisplatin_mg (120 mg/m^) IV on day 1 

Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 

and can be dose limiting. 

• GI Toxicities; Moderate to severe nausea and vomiting may be acute or delayed. Consti¬ 

pation, diarrhea, stomatitis, and anorexia may be seen. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. Paresthe¬ 

sias are dose related and can be severe, requiring pain medication or neurontin. Ototoxi¬ 

city occurs in > 30% beginning with high-frequency hearing. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules preventing reabsorption of 

Mg^+, Ca^"*", and K'^. Can be avoided with adequate hydration, diuresis as well as 

slower infusion time. 

• Skin: Extravasation of vinorelbine may cause local tissue injury and inflammation. 

Alopecia likely 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1 and 1 hour on days 8 and 15. Repeat cycle every 28 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 
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388 Non-SmalL Cell Lung Cancer 

Vinorelbine + Carboplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^+) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Vinorelbine_mg (25 mg/m^) IV on days 1 and 8. 

• Vesicant 

• Available in 10 mg/mL in 1- or 5-mL single-use vials. 

• Further dilute to a final concentration in syringe 1.5-3.0 or IV bag of 0.5-3.0 mg/mL. 

Infuse diluted drug IV over 6-10 minutes into sidearm port of a freely flowing IV, either 

peripherally or via central line (preferred). Use port closest to the IV bag, not the patient, 

• Flush vein with at least 75-125 mL of IV solution after infusion. 

• Reconstituted solution is stable for 24 hours refrigerated. 

Carboplatin_(AUC 6) IV on day 1 

Available in 50-mg, 150-mg, and 450-mg lyophilized powder; dilute with sterile water. 

Also available in 50-mg and 150-mg 10-mg/mLg/mL solution; 450-mg and 600-mg 
10-mg/mL multidose vials stable for 15 days after first use. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute in 250-1000 cc 0.9% sodium chloride. 

• Chemically stable for 24 hours, discard after 8 hours because of lack of bacteriostatic 
perservative. 

• Give carboplatin after paclitaxel to decrease toxicities. 

• Hypersensitivity Reaction; Carboplatin with anaphylaxis and severe hypersensitivity re¬ 

actions m 2%-4%. Characterized by dyspnea, hypotension, andioedema, and generalized 

urticaria. May also see tachycardia, wheezing, and facial edema. Patients with mild 

reactions can be rechallenged after 24-hour corticosteroid prophylaxis. Patients with 

severe reactions should not be rechallenged. Monitor vitals signs every 15 minutes for 

the first hour. Premedicate as described. Risk increases from 1% to 27% in patients 

receiving more than seven courses of carboplatin-based therapy. 

Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 
and can be dose limiting. 

• GI Toxicities: Moderate-to-severe nausea and vomiting within first 24 hours. Constipa¬ 
tion, diarrhea, stomatitis, and anorexia may be seen. 

• Renal. Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg2+, K+, Ca^^, and Na+. 

Skin: Extravasation of vinorelbine may cause local tissue injury and inflammation 
Alopecia likely. 

Neurotoxicity: Usually mild to moderate neuropathy is 25% but incidence increased if 

patient had prior vinca alkaloids. Constipation may occur in 29% of patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1 and 1 hour on day 8. Repeat cycle every 28 days. 

Three visits per cycle. Request three cycles worth of visits. 
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390 Non-Small Cell Lung Cancer 

Etoposide + Cisplatin 

Baseline laboratory tests; 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including Mg^+) and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Etoposide_mg (120 mg/m^) IV on days 1-3 

• Available in 100-mg vials; when reconstituted with 5 or 10 mL of NS, D5W, or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 
as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to final concentration of 0.1 mg/mL. 

Diluted drug is stable 96 hours in glass and 48 hours in plastic containers at room tem¬ 
perature. 

Cisplatin_mg (60 mg/m^) IV on day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Allergic reaction. Bronchospasm, with or without fever, chills. Hypotension may occur 

during rapid infusion of etoposide. Anaphylaxis may occur but is rare. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicities: Moderate to severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. Metallic taste to food. 

• Neurotoxicity; Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. Paresthe¬ 

sias are dose related and can be severe, requiring pain medication or neurontin. Ototoxi¬ 
city occurs in > 30% beginning with high-frequency hearing. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules, preventing reabsorption of 

Mg Ca2+, and K+. Can be avaoided with adequate hydration, diuresis as well as 
slower infusion time. 

Skin; Alopecia. Etoposide is a radiosensitizer and an irritant. Patients receiving high-dose 

therapy may develop bullae on the skin (similar to Stevens-Johnson Syndrome). 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1 and 1 hour on days 2-3. Repeat cycle every 21-28 days. 

Four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1, 
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Non-Small Cell Lung Cancer 391 

Etoposide + Cisplatin + Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC: Chemistry (including 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Docetaxel: Dexamethasone 8-mg bid for 3 days starting the day before treatment 

Etoposide_ _mg (50 mg/m^) IV on days 1-5 and 29-33 

• Available in 100-mg vials; when reconstituted with 5 or 10 mL of NS, D5W, or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 

as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to final concentration of 0.1 mg/mL. 

• Diluted drug is stable 96 hours in glass and 48 hours in plastic containers at room 

temperature. 

Cisplatin_ _mg (50 mg/m^) IV on days 1, 8, 29, and 36 

• Available in 100-mL vials. 1-mg/l-mL concentrations. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

Administer concurrent thoracic radiotherapy, 4-6 weeks after the completion of combined 

modality therapy follow with: 

Docetaxel_mg (75 mg/m^) IV on day 1 

• Available in 20- or 80-mg blister pack with own diluent. Do not shake. 

• Reconstituted vials stable at room temperature or refrigerated for 8 hours. 

• Use non-PVC containers and tubing to administer. No filter needed. 

• Allergic Reaction: Bronchospasm, with or without fever, chills. Hy’potension may occur 

during rapid infusion of etoposide. Anaphylaxis may occur but is rare. Severe 

h)’persensitivity reactions with docetaxel in 2%-3% of patients. Premedication with 

dexamethasone recommended. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicities: Moderate-to-severe nausea and vomiting with etoposide and cisplatin. May 

be acute (first 24 hours) or delayed (> 24 hours). Mild-to-moderate nausea and 

vomiting with docetaxel. Mucositis and diarrhea are rare. Metallic taste to food. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibrator}' sense and loss of motor function can occur. Paresthe¬ 

sias are dose related and can be severe, requiring pain medication or neurontin. Ototoxi¬ 

city occurs in > 30% beginning with high-frequency hearing. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules, prev'enting reabsorption of 

Mg-"*", Ca^^, and Can be avoided with adequate hydration, diuresis as well as 

slower infusion time. 

• Fluid Balance: Fluid retention is a cumulativ'e toxicity that may occur with docetaxel. 

Characterized by peripheral edema, pleural effusions, dyspnea at rest, cardiac tampon¬ 

ade, or ascites. Pre-treatment with dexamethasone as above may minimize the effect. 

• Skin: Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1, 8, 29, and 36; 1 hour on days 4-5 and 30-33. Etoposide 

cycle 36 days, rest 4-6 weeks; then repeat docetaxel ever}' 21 days for three cycles. 

Twelve v'isits first cycle, three visits second cycle. Estimated number of visits: 



392 Non-Small Cell Lung Cancer 

Dose Calculation by: 1. 
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Patient Name 

Diagnosis 

2. 

Date 

ID Number 
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Single-Agent Regimens 

Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (225 mg/m^) IV over 3 hours on day 1 every 

3 weeks. 

OR 

Paclitaxel_mg (80-100 mg/m^) IV over 3 hours on day 1 weekly for 3 weeks. 

Repeat cycle every 28 days after 1 week rest. 

• Available in 30-mg (6 mg/mL), 100-mg (16.7 mg/mL) and 300-mg (6 mg/mL) vials. 

• Further dilute in 250-500 cc NS or D5W. Final concentration is 1.2 mg/mF. 

• Use non-PVC tubing and containers and a 0.22-micron inline filter to administer. 

• Hypersensitivity Reaction; Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and 

recovery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when 

compared with 24-hour schedule. G-CSF support recommended. 

• GI Toxicity: Nausea and vomiting occur in 52% of patients, mild and preventable with 

anitemetics. Diarrhea in 38% of patients and stomatitis in 31%. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. 

Paresthesias are dose related and can be severe, requiring pain medication or neurontin. 

More frequent with longer infusions and at doses >175 mg/m^. 

• Ototoxicity occurs in > 30% beginning with high-frequency hearing. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours every 3 weeks for 3 hour infusion and high dose. Repeat every 21 days. 

2 hour chair time for weekly dosing for 3 weeks with 1 week rest. Repeat every 28 days. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

M^ Diagnosis Ht Wt 
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Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Pre medicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^'^) 

Central line placement 

0.9% sodium chloride 

Dexamethasone 8-mg PO 12 hours and immediately before docetaxel infusion and 
12 hours after each dose. 

Oral phenothiazine or 5-HT3 

Docetaxel_mg (75 mg/m^) IV on day 1 every 3 weeks 

OR 

Docetaxel_mg (36 mg/m^) IV weekly for 6 weeks 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Reconstituted vials 
stable at room temperature or refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubing to administer. No filter needed 

• Hypersensitivity Reaction: Docetaxel with anaphylaxis and severe h)^ersensitivity 

reactions in 2%-4%. Characterized by dyspnea, hypotension, andioedema, and 

generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients with 

mild reactions can be rechallenged after 24-hour corticosteroid prophylaxis. Patients 

with severe reactions should not be rechallenged. Monitor vitals signs every 15 minutes 

for the first hour. Premedicate as described. 

• Bone Marrow Depression: Neutropenia is dose limiting with nadir at days 7-10 and 

recovery by day 14. Thrombocytopenia and anemia are also seen. 

• GI Toxicities: Nausea and vomiting is mild to moderate. Mucositis and diarrhea seen in 
40% of patients. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias; dose related. More 

frequent with longer infusions and peripheral neuropathy may affect up to 49% of 

patients. Sensory alterations are paresthesias in a glove-and-stocking distribution and 
numbness. 

• Fluid Balance: Fluid retention syndrome. Symptoms include weight gain, peripheral 

and/or generalized edema, pleural effusion, and ascites. Seen in about 50% of patients. 

Premedication with dexamethasone effective in preventing or minimizing occurrences. 

• Skin. Alopecia. Etoposide is a radiosensitizer and an irritant. Patients receiving high-dose 

therapy may develop bullae on the skin (similar to Stevens-Johnson Syndrome). 

• Hyperlacrimation: Epiphor or hyperlacrimation of tear ducts. Use aritificial tears and/or 

steroid ophthalmic solution. Severe cases may require the placement of lacrimal duct 
stents. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days. 

OR 

Chair time 2 hours on day 1. Repeat cycle every 8 weeks after 2-week rest. 

Two visits per cycle for three week protocol. Six visits per cycle for weekly protocol. 
Request three cycles worth of visits. 
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Dose Calculation bv: 1. 2. 

Physician Date 
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Diagnosis 
/ / 

Ht Wt 



396 Non-SmaU Cell Lung Cancer 

Pemetrexed (Alimta) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry panel, creatinine clearance 

N/A 

NS 

Dexamethasone 4-mg PO bid for 3 days, starting the day before treatment 

Folic acid 1-mg (350-1,000 mg) PO qd, starting 5 days before the first treatment and end¬ 

ing 21 days after the last dose of pemetrexed. 

Vitamin 1000-mcg IM during the week preceding the first dose and every three cycles 

thereafter (may be given the same day as pemetrexed second dose only). 

Oral phenothiazine or 5-HT3 

Pemetrexed_mg (500 mg/m^) IV over 10 minutes on day 1 

• Available in 500-mg single-use vials for reconstitution. 

• Reconstitute with 20 mL of 0.9% sodium chloride (preservative free) for a final 

concentration of 25 nig/mL. 

• Further dilute in 100 cc of NS. 

• Discard any unused portion. 

• Bone Marrow Toxicities: Myelosuppression is dose-limiting toxicity. Dose reductions or 

treatment delay may be necessary for subsequent doses. Instruct patient to take vitamin 

Bj2 and folic acid supplements to minimize hematologic toxicities. 

• G1 Toxicities: Nausea, vomiting, and diarrhea, usually mild to moderate. Mild anorexia, 

stomatitis, and pharyngitis seen. Instruct patient to take vitamin Bj2 and folic acid 

supplements to minimize G1 toxicities. 

• Renal/hepatic; Patients with renal or hepatic impairment may require dose adjustment. 

• Skin: Pruritus and rash in 22% of patients. Premedication with dexamethasone if effec¬ 

tive in preventing or minimizing symptoms. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request six cycles worth of treatments. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Non-Small Cell Lung Cancer 397 

Gemdtabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and LFTs 

N/A 

0.9% sodium chloride 

Oral phenothiazine 

OR 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV on days 1,8, and 15 over 

30 minutes 

• Available in 200-mg/10-mL or l-g/50-mL vials, (20-mg/mL). 

• Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. Do NOT refrigerate, 

because precipitate will form. 

• Myelosuppression: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), 

with grade 3 and 4 thrombocytopenia more common in older patients. Myelosuppres¬ 

sion is dose limiting. Nadir occurs in 10-14 days with recovery at 21 days. Prolonged 

infusion time (> 60 minutes) is associated with higher toxicities. 

• GI Symptoms: Mild-to-moderate nausea and vomiting (70%), diarrhea, and/or mucositis 

(15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Hepatic; (Transient) Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

is seen in 30% of patients. Alopecia is rare. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1, 8, and 15. Repeat cycle every 28 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Topotecan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Topotecan_mg (1.5 mg/m^) IV on days 1-5 

• Available as a 4-mg single-dose vial. 

• Reconstitute vial with 4 mL of sterile water for injection. 

• Further dilute in 0.9% sodium chloride or D5W. 

• Use immediately. 

• Myelosuppression; Severe grade 4 myelosuppression seen during the first course of 

therapy in 60% of patients. Dose-limiting toxicity. Typical nadir occurs at days 7-10, 

with full recovery by days 21-28. If severe neutropenia occurs, reduce dose by 0.25 

mg/m^ for subsequent doses or may use G-CSF to prevent neutropenia 24 hours after 

last day of topotecan therapy. 

• GI Toxicities: Mild to moderate nausea and vomiting, dose related. Occurs in 60%-80% 

of patients. Diarrhea occurs in 42% of patients, and constipation occurs in 39%. 

Abdominal pain may occur in 33% of patients. 

• Flulike Symptoms: Headache, fever, malaise, arthralgias, and myalgias. 

• Hepatic Toxicity: Evidence of increased drug toxicity in patients with low protein level 

and hepatic dysfunction. Dose reductions may be necessary. 

• Renal: Use with caution in patients with abnormal renal function. Dose reduction is 

necessary in this setting. Microscopic hematuria seen in 10% of patients. 

• Skin: Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1-5. Repeat every 21 days until disease progression. 

Six visits per course. Request three courses. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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Vinorelbine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Vinorelbine_ mg (25 mg/m^) IV weekly 

• Vesicant 

• Available in 10 mg/mL in 1- or 5-mL single-use vials. 

• Further dilute to a final concentration in syringe 1.5-3.0 or IV bag of 0.5-3.0 mg/mL. 

• Infuse diluted drug IV over 6-10 minutes into sidearm port of a freely flowing IV, either 

peripherally or via central line (preferred). Use port closest to the IV bag, not the patient. 

• Flush vein with at least 75-125 mL of IV solution after infusion. 

• Reconstituted solution is stable for 24 hours refrigerated. 

• Bone Marrow Depression: Leukopenia is dose-limiting toxicity. Nadir at 7-10 days. 

Severe thrombocytopenia and anemia are uncommon. 

• GI Toxicides: Nausea and vomiting are mild in IV dosing with an incidence of 44%. 

Stomatitis is mild to moderate with < 20% incidence. Constipation (35%), diarrhea 

(17%), and anorexia (< 20%) also seen. 

• Skin: Extravasation of vinorelbine may cause local tissue injury and inflammation. 

Alopecia observed in 10%-15% of patients. 

• Neurotoxicity: Usually mild to moderate neuropathy is 25% but incidence increased if 

patient had prior vinca alkaloids. Constipation may occur in 29% of patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour weekly. Repeat cycle every week until disease progression. 

Weekly. Request 12 cycles worth of visits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Gefitinib (Iressa) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

Oral phenothiazine or S-HT^ 

Gefitinib 250-mg/day PO 

• Available in 250-mg tablets, 30 per bottle. 

• Taken with or without food. 

• Available to patients: 

1. who are currently or have previously taken the drug and are benefiting 

2. previously enrolled patients or new patients in non-investigational (IND) clinical 

trials 

3. through the Iressa access program. 

• Interstitial Lung Disease: Seen in 1% of patients with a 33% mortality. Symptoms include 

dyspnea, sometimes with cough or low-grade fever, rapidly becoming more severe. 

• G1 Toxicides: Mild to moderate diarrhea occurred in 48% of patients. Drug may be inter¬ 

rupted for up to 14 days with severe diarrhea. Nausea and vomiting only 13%. 

• Skin Alterations: Rash occurred in 43% of patients, acne in 25%, dry skin and pruritis 

also seen. May interrupt drug for 14 days until rash resolves before resuming drug. 

• Cardiovascular: Elevations in blood pressure, especially in those with underlying 

hypertension. 

• Visual Alterations: Amblyopia occurred in 2% of patients and conjunctivitis in 1%. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

Continue treatment until disease progression.*^L262) 

One visit per cycle. Request 12 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Erlotinib (Tarceva) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

N/A 

Oral phenothiazine or S-HT^ 

Tarceva (erlotinib) 150-mg/dayPO 

• Available in 150-, 100-, and 25-mg tablets. 

• Take on an empty stomach. 

• Skin Alterations; Rash, from Maculopapular to pustular on the face, neck, chest, back, 

and arms, affecting up to 75% of patients. Most rashes are mild to moderate, beginning 

on day 8-10, maximizing in intensity by week 2, and gradually resolving by week 2. Use 

of skin treatments such as corticorsteriods, topical clindamycin, or minocycline have 

been used with varying results. 

• GI Toxicities: Diarrhea is seen in 54% of patients, and is mild to moderate, only 6% 

grade 3. 

• Visual Alterations: Conjuctivitis and dry eyes may occur and are mild to moderate 

(grade 1-2). 

• Interstitial Lung Disease; Seen in 1% of patients with a 33% mortality. Symptoms include 

dyspnea, sometimes vAth cough or low-grade fever, rapidly becoming more severe. This 

is a class effect. Drug should be stopped immediately in patients with worsening or 

unexplained pulmonary symptoms. 

• Drug Interactions: Inducers of the CYP3A4 pathway may increase metabolism of 

erlotinib and decrease plasma concentrations; and inhibitors of the CYP3A4 pathway 

may increase the metabolism of erlotinib and increase plasma concentrations. Patients 

taking coumadin should have PT/INR monitored closely. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

Erlotinib: 150-mg PO 

Continue until disease progression 

One visit per cycle. Request 12 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



LUNG CANCER 
Small-Cell Lung Cancer 

y Etoposide + Carboplatin (EC). 

Etoposide: 100-mg/m^ IV on days 1-3 

Carboplatin: AUC of 6, IV on day 1 

Repeat cycle every 28 daysd-^®'^ 

Combination Regimens 

,/^toposide + Cispiatin (EP). 

Etoposide: 80-mg/m^ IV on days 1-3 

Cispiatin: 80-mg/m^ IV on day 1 

Repeat cycle every 21 daysd’^^^ 

.404 

.405 

Irinotecan + Cispiatin. 

Irinotecan: 60-mg/m^ IV on days 1, 8, and 15 

Cispiatin: 60-mg/m^ IV on day 1 

Repeat cycle every 28 days.^’^^^ 

.406 

Carboplatin + Paclitaxel + Etoposide .... 

Carboplatin: AUC of 6, IV on day 1 

Paclitaxel: 200-mg/m^ IV over 3 hours on day 1 

Etoposide: 50 mg alternating with 100 mg PO on days 1-10 

Repeat cycle every 21 daysd’^^^ 

.407 

Cyclophosphamide + Doxorubicin + Vincristine (CAV)... 

Cyclophosphamide: 1000-mg/m^ IV on day 1 

Doxorubicin: 40-mg/m^ IV on day 1 

Vincristine: 1-mg/m^ IV on day 1 (maximum, 2 mg) 

Repeat cycle every 21 days.^’^^^ 

.409 

Cyclophosphamide + Doxorubicin + Etoposide (CAE) 

Cyclophosphamide: 1000-mg/m^ IV on day 1 

Doxorubicin: 45-mg/m^ IV on day 1 

Etoposide: 50-mg/m^ IV on days 1-5 

Repeat cycle every 21 daysd’^^® 

.411 



Small-CeLl Lung Cancer 403 

Single-Agent Regimens 

Etoposide... 

Etoposide: 160-mg/m^ PO on days 1-5 

Repeat cycle every 28 days.^’^^^ 

OR 

Etoposide: 50-mg/m^ PO bid on days 1-21 

Repeat cycle as tolerated.^ 

Paclitaxel . 

Paclitaxel: 80-100-mg/m^ IV weekly for 3 weeks 

Repeat cycle every 28 daysd’^^^^ 

Topotecan... ..414 

Topotecan: 1.5-mg/m^ IV on days 1-5 

Repeat cycle every 21 days.^’^^^ 



404 Small-Cell Lung Cancer 

Combination Regimens 

Etoposide + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (incluciing and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Etoposide__mg (80 mg/m^) IV on days 1-3 

• Available in 100-mg vials; when reconstituted with 5 or 10 mL of NS, D5W, or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. It is also available in 

solution as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to final concentration of 0.1 mg/mL. 

Cisplatin_mg (80 mg/m^) IV on day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

• Allergic Reaction; Bronchospasm, with or without fever, chills. Hypotension may occur 

during rapid infusion of etoposide. Anaphylaxis may occur but is rare. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicities: Moderate to severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. Metallic taste to food 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. 

Paresthesias are dose related and can be severe, requiring pain medication or neurontin. 

Ototoxicity occurs in > 30% beginning with high-frequency hearing. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules, preventing reabsorption of 

Mg^"*", Ca^"*", and K'^. Can be avoided with adequate hydration, diuresis as well as 

slower infusion time. 

• Skin: Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1 and 2 hours on days 2-3. Repeat cycle every 21 days. 

Four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Small-Cell Lung Cancer 405 

Etoposide + Carboplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Etoposide_mg (100 mg/m^) IV on days 1-3 

• Available in 100-mg vials; when reconstituted with 5 or 10 mL of NS, D5W, or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 

as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to final concentration of 0.1 ing/mL. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in 50-mg, 150-mg, and 450-mg lyophilized powder; dilute with sterile water. 

Also available in 50-mg and 150-mg 10-mg/mLg/mL solution; 450-mg and 600-mg 

10-mg/mL multidose vials stable for 15 days after first use. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute in 250-1000 cc 0.9% sodium chloride. 

• Chemically stable for 24 hours, discard after 8 hours because of lack of bacteriostatic 

perservative. 

• Give carboplatin after paclitaxel to decrease toxicities. 

• Allergic Reaction: Bronchospasm, with or without fever, chills. Hypotension may occur 

during rapid infusion of etoposide. Anaphylaxis may occur but is rare. Rash, urticaria, 

erythema, and pruritus with carboplatin. Bronchospasm and hypotension are uncom¬ 

mon, but risk increases in patients receiving more than seven courses of carboplatin- 

based therapy. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicities: Moderate to severe nausea and vomiting occurs within the first 24 hours. 

Mucositis and diarrhea are rare. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^"*^, K'^, Ca^'*', and Na^. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Skin: Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1 and 2 hours on days 2-3. Repeat cycle every 

28 days. 

Four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name 
I f 

ID Number 

Diagnosis Ht Wt M^ 



406 SmaLl-Cell Lung Cancer 

Irinotecan + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel 

N/A 

D5W and water 

5HT3 and dexamethasone 20 mg in 100 cc of D5W 

Atropine 0.25-1.0 mg IV unless contraindicated 

Irinotecan_mg (60 mg/m^) IV in 500 cc of D5W over 90 minutes on days 

1, 8, and 15 

• Available in 100-mg vials. 

• Store unopened vials at room temperature and protect from light. 

• Dilute and mix drug in D5W (preferred) or NS. 

• Diluted drug is stable for 24 hours at room temperature. If diluted in D5W, stable for 

48 hours if refrigerated and protected from light. 

Cisplatin_ _mg (60 mg/m^) IV in 1000 cc of NS on day 1 

• Available in 100-mL vials. 1-mg/l-mL concentrations 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute solution with 250 cc or more NS. 

• 100-mL vial stable for 28 days protected from light, 7 days under florescent light. 

• GI Toxicities: Irinotecan can cause early diarrhea, most likely a cholinergic effect, can be 

managed with atropine before therapy. Late diarrhea observed in 22% of patients; it can 

be severe and should be treated aggressively. Nausea and vomiting in 35%-60% of 

patients, with 17% experiencing grade 3-4 nausea and 13% experiencing grade 3-4 

vomiting. 

• Bone Marrow Depression: Neutropenia can be dose limiting. GCSF recommended. 

• Renal; Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules, preventing reabsorption of 

Mg^^, Ca^"*", and K"*". Can be avoided with adequate hydration, diuresis as well as 

slower infusion time. 

• Alopecia: Mild. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 4 hours weekly for 4 weeks. Repeat cycle every 28 days for 6 cycles as tolerated 

or until disease progression. 

Four visits per cycle. Request three to six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



SmaLl-Cell Lung Cancer 407 

Carboplatin + Paclitaxel + Etoposide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Oral phenothiazine or 5-HT3 before etoposide days 4-10 

Paclitaxel_mg (200 mg/m^) IV over 3 hours on day 1 

• Available in 30-mg (6 mg/mL), 100-mg (16.7 mg/mL), and 300-mg (6 mg/mL) vials. 

• Further dilute in 250-500 cc NS or D5W. Final concentration is ± 1.2 mg/mL. 

• Use non-PVC tubing and containers and a 0.22-micron inline filter to administer. 

Carboplatin_mg (AUC 6) IV on day 1 

• Available in 50-mg, 150-mg, and 450-mg lyophilized powder; dilute with sterile water. 

Also available in 50-mg and 150-mg 10-mg/mLg/mL solution; 450-mg and 600-mg 

10-mg/mL multidose vials stable for 15 days after first use. 

• Do not use aluminum needles, as precipitate will form. 

• Further dilute in 250-1000 cc 0.9% sodium chloride. 

• Chemically stable for 24 hours, discard after 8 hours because of lack of bacteriostatic 

perservative 

• Give carboplatin after paclitaxel to decrease toxicides 

Etoposide 50 mg alternating with 100 mg PO on days 1-10 

• Available in 50- and 100-mg capsules. 

• Store in refrigerator. 

• Monitor patients taking warfarin; it can elevate prothrombin time (PT)/international 

normalized ratio. 

• Hypersensitivity Reaction: Paclitaxel and carboplatin, with anaphylaxis and severe hyper¬ 

sensitivity reactions in 30%-40%. Characterized by dyspnea, hypotension, andioedema, 

and generalized urticaria. May also see tachycardia, wheezing, and facial edema. Patients 

with mild reactions can be rechallenged after 24-hour corticosteroid prophylaxis. Patients 

with severe reactions should not be rechallenged. Monitor vitals signs every 15 minutes 

for the first hour. Premedicate as described. Increased risk of hypersensitivity reactions in 

patients receiving more than seven courses of carboplatin therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• GI Toxicides: Moderate to severe nausea and vomiting may be acute or delayed. 

Mucositis and/or diarrhea seen in 30%-40% of patients. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. 

Paresthesias are dose related and can be severe, requiring pain medication or neurontin. 

Ototoxicity occurs in > 30% beginning with high-frequency hearing. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. May 

result in necrosis of proximal and distal renal tubules, preventing reabsorption of 

Mg^^, Ca^"'", and K^. Can be avoided with adequate hydration, diuresis as well as 

slower infusion time. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request three cycles worth of visits. 



408 Small-Cell Lung Cancer 
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SmaLl-CeLl Lung Cancer 409 

Cyclophosphamide + Doxorubicin + Vincristine (CAV) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and LFTs 

Multigated angiogram (MUGA) scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (1000 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water to a concentration of 20 mg/mL and shake 
solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature and 

Doxorubicin_mg (40 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 
5-fluorouracil. 

Vincristine_mg (1 mg/m^) IV on day 1 (maximum dose 2 mg) 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials, 1 mg/mL. 

• Refrigerate vials until use. 

• Given as an IV push through side port of a freely flowing IV 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia seen; may be 
severe. 

• GI Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 
Stomatitis and diarrhea incidence 10%, but is not dose limiting. Constipation, abdominal 
pain, or paralytic ileus as a result of nerve toxicity. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 
doses > 550 mg/m^, cardiomyopathy may occur. Cyclophosphamide may increase the 
risk of doxorubicin-induced cardiotoxicity. 

• Neurotoxicities: Peripheral neuropathies as a result of toxicity to nerve fibers. Cranial 
nerve dysfunction may occur (rare), as well as jaw pain, diplopia, vocal cord paresis, 
mental depression, and metallic taste. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is 
required in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency. Red-orange 
discoloration of urine; resolves by 24-48 hours. Provide adequate hydration. 

• Skin: Extravasation of vesicants causes severe tissue destruction. Hyperpigmentation, 
photosensitivity, and radiation recall occur. Complete alopecia. 

• Reproduction: Pregnancy category D. Breast feeding shoufd be avoided. Impotence may 
occur. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request four cycles worth of visits. 

well to ensure that 

6 days if refrigerated. 

/ 
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Small-CelL Lung Cancer 411 

Cyclophosphamide + Doxorubicin + Etoposide (CAE) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel (including and LFTs 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cyclophosphamide_mg (1000 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water, and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature and 6 days if refrigerated. 

Doxorubicin_(45 mg/m^) IV on day 1 

• Potent vesicant 

• Available in 2-mg/mL solution; no need to further dilute. 

• Given IV push through the sidearm port of a freely flowing IV. 

Etoposide_(50 mg/m^) IV over 30-60 minutes on days 1-5 

• Available in 20-mg/mL solution. 

• May be further diluted with NS or D5W. 

• Stability is dependent on final concentration. A concentration of 0.2 mg/ 

mL is stable for 48 hours in a plastic container at room temperature or 96 hours in a 

glass container at room temperature (under normal fluorescent light). 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia. Effects are dose 

related. GCSF support recommended. 

• GI Toxicides: Moderate to severe nausea and vomiting may be acute or delayed. 

Mucositis can occur. 

• Bladder Toxicides: Hemorrhagic cystitis, dysuria, and urinary frequency. Red-orange 

discoloration of urine; resolves by 24-48 hours. Provide adequate hydration 

• Skin: Tissue necrosis with extravasation. Hyperpigmentation, radiation recall, and nail 

changes are seen. Alopecia will occur. 

• Cardiovascular: Hypotension may occur with rapid infusion of etoposide. Cardiomyop¬ 

athy may occur with high cumulative doses of doxorubicin. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1 and 2 hours on days 2-5. Repeat cycle every 21 days. 

Six visits per cycle; request three cycles worth. May require extra visits for hydration. 

Dose Calculation by: I. 2. 

Physician Date 

Patient Name ID Number 

/ 
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412 SmaLl-CelL Lung Cancer 

Single-Agent Regimens 

Etoposide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry, LFTs, and CA 19-9 

N/A 

N/A 

Oral phenothiazine or S-HT^ 

Etoposide_mg (160 mg/mVday) PO on days 1-5 

OR 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Etoposide_mg (50 mg/m^) PO bid on days 1-21 

• Available in 50- or 100-mg capsules for oral use. 

• May give as a single dose up to 400 mg; > 400 mg, divide dose into two to four doses. 

• Store in refrigerator. 

• Bone Marrow Depression: Nadir 10-14 days after drug dose. Neutropenia may be severe. 

• G1 Toxicides: Nausea and vomiting occur in 30%-40% of patients and are generally mild 

to moderate. More commonly observed with oral administration. Metallic taste to food. 

• Skin: Alopecia observed in nearly two thirds of patients. 

• Neurotoxicities: Peripheral neuropathies may occur but are uncommon and mild. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

No chair time. Repeat cycle every 28 days as tolerated or until disease progression. 

One visit per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



SmalL-CeU Lung Cancer 413 

Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (80-100 mg/m^) IV weekly for 3 weeks 

• Available in 30-mg (6 mg/mL), 100-mg (16.7 mg/mL), and 300-mg (6 mg/ mL) vials. 

• Further dilute in 250-500 cc NS or D5W. Final concentration is ± 1.2 mg/mL. 

• Use non-PVC tubing and containers and a 0.22-micron inline filter to administer. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and 

recovery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when 

compared with 24-hour schedule. G-CSF support recommended. 

• GI Toxicity: Nausea and vomiting occur in 52% of patients, mild and preventable with 

anitemetics. Diarrhea in 38% of patients and stomatitis in 31%. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. 

Paresthesias are dose related and can be severe, requiring pain medication or neurontin. 

More frequent with longer infusions and at doses >175 mg/m^. 

• Ototoxicity occurs in > 30% beginning with high-frequency hearing. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours per week every 3 weeks. Repeat cycle every 28 days. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 
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414 SmalL-CeLl Lung Cancer 

Topotecan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Topotecan_mg (1.5 mg/m^) IV over at least 30 minutes on days 1-5 

Available as a 4-mg single-dose vial. 

• Reconstitute vial with 4 mL of sterile water for injection. 

• Further dilute in 0.9% sodium chloride or D5W. 

• Use immediately. 

• Myelosuppression: Severe grade 4 myelosuppression seen during the first course of ther¬ 

apy in 60% of patients. Dose-limiting toxicity. Typical nadir occurs at days 7-10 with full 

recovery by days 21-28. If severe neutropenia occurs, reduce dose by 0.25 mg/m^ for 

subsequent doses or may use G-CSF to prevent neutropenia 24 hours after last day of 

topotecan therapy. 

• G1 Toxicities; Mild to moderate nausea and vomiting, dose related. Occurs in 60%-80% 

of patients. Diarrhea occurs in 42% of patients, and constipation occurs in 39%. Abdomi¬ 

nal pain may occur in 33% of patients. 

• Flulike Symptoms: Headache, fever, malaise, arthralgias, and myalgias. 

• Hepatic Toxicity: Evidence of increased drug toxicity in patients with low protein level 

and hepatic dysfunction. Dose reductions may be necessary. 

• Renal: Use with caution in patients with abnormal renal function. Dose 

reduction is necessary in this setting. Microscopic hematuria seen in 10% of patients. 

• Skin: Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1-5. Repeat every 21 days until disease progression. 

Six visits per course. Request three courses. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



LYMPHOMA 

Hodgkin's Disease 

Combination Regimens 

ABVD .418 

Doxorubicin; 23-mg/m^ IV on days 1 and 15 

Bleomycin; 10-U/m^ IV on days 1 and 15 

Vinblastine; 6-mg/m^ IV on days 1 and 15 

Dacarbazine; 375-mg/m^ IV on days 1 and 15 

Repeat cycle every 28 days.^’^^^ 

MOPP .420 

Nitrogen mustard; 6-mg/m^ IV on days 1 and 8 

Vincristine; 1.4-mg/m^ IV on days 1 and 8 

Procarbazine; 100-mg/m^ PO on days 1-14 

Prednisone; 40-mg/m^ PO on days 1-14 

Repeat cycle every 28 days.^’ 

MOPP/ABVD Hybrid . 

Nitrogen mustard; 6-mg/m^ IV on days 1 and 8 

Vincristine; 1.4-mg/m^ IV on day 1 (maximum dose 2 mg) 

Procarbazine; 100-mg/m^ PO on days 1-14 

Prednisone; 40-mg/m^ PO on days 1-14 

Doxorubicin; 35-mg/m^ IV on day 8 

Bleomycin; 10-U/m^ IV on day 8 

Hydrocortisone; 100-mg IV given before bleomycin 

Vinblastine; 6-mg/m^ IV on day 8 

Repeat cycle every 28 days.^’“^^ 

.422 

MOPP Alternating with ABVD. 

See MOPP and ABVD regimens outlined earlier. 

.424 

415 



Stanford V.424 

Nitrogen mustard: 6-mg/m^ IV on day 1 

Doxorubicin: 25-mg/m^ IV on days I and 15 

Vinblastine: 6-mg/m^ IV on days 1 and 15 

Vincristine: 1.4-mg/m^ IV on days 8 and 22 (maximum 2 mg) 

Bleomycin: 5-U/m^ IV on days 8 and 22 

Etoposide: 60-mg/m^ IV on days 15 and 16 

Prednisone: 40-mg/m^ PO every other day, taper starting day 10 

Repeat cycle every 28 days.^’^^^ 

BEACOPP....426 

Bleomycin: 10-U/m^ IV on day 8 

Etoposide: 100-mg/m^ IV on days 1-3 

Doxorubicin: 25-mg/m^ IV on day 1 

Cyclophosphamide: 650-mg/m^ IV on day 1 

Vincristine: 1.4-mg/m^ IV on day 8 (maximum dose 2 mg) 

Procarbazine: 100-mg/m^ PO on days 1-7 

Prednisone: 40-mg/m^ PO on days 1-14 

Repeat cycle every 21 days.^’^^^ 

BEACOPP Escalated.428 

Bleomycin: 10-U/m^ IV on day 8 

Etoposide: 200-mg/m^ IV on days 1-3 

Doxorubicin: 35-mg/m^ IV on day 1 

Cyclophosphamide: 1200-mg/m^ IV on day 1 

Vincristine: 1.4-mg/m^ IV on day 8 (maximum dose 2 mg) 

Procarbazine: 100-mg/m^ PO on days 1-7 

Prednisone: 40-mg/m^ PO on days 1-14 

Repeat cycle every 21 days.^-^^® 

G-CSE 5 pg/kg/day SC starting on day 8 and continuing until neutrophil 

recovery. 

EVA.430 

Etoposide: 200-mg/m^ IV on days 1-5 

Vincristine: 2-mg/m^ IV on day 1 (maximum dose 2 mg) 

Doxorubicin: 50-mg/m^ IV on day 2 

Repeat cycle every 28 days.^’^^^ 



Hodgkin's Disease 417 

Etoposide: 120-mg/m^ IV on days 1, 8, and 15 

Vinblastine: 4-mg/m^ IV on days 1, 8, and 15 

Cytarabine; 30-mg/m^ IV on days 1, 8, and 15 

Cisplatin: 40-mg/m^ IV on days 1, 8, and 15 

Repeat cycle every 28 days.^’^^° 

Mini-BEAM. 

BCNU; 60-mg/m^ IV on day 1 

Etoposide; 75-mg/m^ IV on days 2-5 

Cytarabine: 100-mg/m^ IV every 12 hours on days 2-5 

Melphalan; 30-mg/m^ IV on day 6 

Repeat cycle every 4-6 weeks. 

Single-Agent Regimen 

Gemcitabine ... 

Gemcitabine: 1250-mg/m^ IV on days 1, 8, and 15 

Repeat cycle every 28 days.'^’^®^ 



418 Hodgkin's Disease 

Combination Regimens 

Doxorubicin, Bleomycin, Vinblastine, Dacarbazine (ABVD) 

Baseline laboratory tests: CBC: Chemistry, sedimentation rate, and MUGA 

Laboratory tests: CBC before each treatment, central line placement 

Premedicate: 5-HT3, dexamethasone, and acetaminophen 

Administer: Doxorubicin:_25-mg/m^ IV push on days 1 and 15 

• Available as 2 mg/mL. Refrigerated. Given IV push through a free-flowing IV 

Bleomycin:_10-U/m^ IV push on days 1 and 15 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes. 

• Reduce dose -with impaired renal function. 

Vinblastine_6-mg/m^ IV push days 1 and 15. 

• Vesicant 

• Available in 1-mg/mL, 10-mg vials, refrigerated. 

• Dilute with 10 mL of bacteriostatic water NS with benzyl alcohol. 

• Should be clear and free of particulate matter. 

• Given slow IV push over 1-2 minutes through side port of freely flowing IV 

Dacarbazine_375-mg/m^ IVPB over at least 1 hour on days 1 and 15. 

• Vesicant 

• Available in 100- and 200-mg vials, refrigerated. 

• Add sterile water or NS to vial. 

• Avoid exposure to light. 

• Reconstituted solution should be yellow. Discard if solution turns pink or red. 

Major Side Effects • Myelosuppression: May be severe. Teach self-care measures to minimize risk of infection 

and bleeding. GCSF support may be needed. 

• GI Toxicities: Nausea, vomiting, and anorexia, moderately to highly emetogenic. 

Mucositis and stomatitis. Constipation and paralytic ileus secondary to autonomic 

neuropathy. 

• Flulike Symptoms: Fever, chills, malaise, myalgias, and arthralgias. May last for several 

days after treatment. 

• Cardiotoxicity: Doxorubicin dose limit 450-550 mg/m^. Arrhythmias and/or EKG 

changes, pericarditis, or myocarditis. Usually transient and asymptomatic. 

• Genitourinary (GU) toxicities: Discoloration of urine from pink to red up to 48 hours. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Pulmonary Toxicity: Pneumonitis occurs with Bleomycin in 10% of patients. Risk factors 

include age 

> 70 years, dose > 400 U. 

• Skin Alterations: Alopecia total, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Initiate antiemetic protocol: Mildly to moderately emetogenic protocol. 

Supportive drugs: □ G-CSF_neupogen □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 



Hodgkin's Disease 419 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

Repeat cycle every 28 days for four to six cycles. 

Every other \veek. 

Chair time 2-3 hours on days 1 and 15. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt 



420 Hodgkin's Disease 

Nitrogen Mustard, Vincristine, Procarbazine, Prednisone (MOPP) 

Baseline laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, sedimentation rate 

Draw blood before each chemotherapy administration 

5-HT3 and dexamethasone 

Nitrogen mustard_h-mg/m^ IV push on days 1 and 8 

• Add 10 mL of sterile water or NS for final concentration of 1 mg/1 mL. 

• Prepare immediately before administrations (within 15 minutes). 

• Powerful vesicant; avoid contact with skin or eyes or inhaling powder. 

• Given IV push through the side port of a freely flowing IV. 

Vincristine_1.4-mg/m^ IV push on days 1 and 8. Maximum dose 2 mg. 

• Available in 1-, 2-, and 5-mg vial. 1 mg/mL. Keep refrigerated. 

• Vesicant 

• Given IV push through a free-flowing IV 

Procarbazine_lOO-mg/m^ PO on days 1-14 

• Available in 50-mg tablets. 

Prednisone_40-mg/m2 PO on days 1-14 taper:_ 

• Myelosuppression: May be severe and dose-limiting toxicity. 

• GI Toxicides; Nausea, vomiting, anorexia, and taste alterations; highly emetogenic. 

Mucositis and stomatitis. Constipation and paralytic ileus secondary to autonomic 

neuropathy. Antabuse-like reaction with alcohol and procarbazine. Monoamine oxidase 

(MAO) inhibitor activity. Avoid the following foods: beer, wine, cheese, brewer’s yeast, 
chicken liver, and bananas. 

• Cardiotoxicity: Decreased bioavailability of digoxin with procarbazine. 

• Flulike Syndrome: Fever, chills, sweating, lethargy, myalgias, and arthralgias common. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. Tinnitus, deafness, and other signs of eighth cranial 

nerve damage. Central nervous system (CNS) toxicity with paresthesias, neuropathies, 
ataxia, lethargy, headache, confusion, and/or seizures. 

• Steroid Toxicides: Sodium and water retention, cushingoid changes, hyperglycemia, 

hypokalemia, and increased sodium level. Warfarin and insulin doses may need to be 

increased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Pulmonary Toxicity: Pneumonitis in 10% of patients. Risk factors include age > 70, 
dose > 400 U. 

• Skin Alterations: Alopecia total, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 
banking. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ G-CSF (neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol 
darbepoetin alfa (Aranesp) 

□ Antibiotic_ □ Antifungal 

Treatment schedule: Repeat cycle every 28 days for four to six cycles. 

Estimated number of visits: 16 

Chair time: Chair time 1 hour on days 1 and 15. 



Hodgkin's Disease 421 

Dose Calculation by: 1. 
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422 Hodgkin's Disease 

MOPP/ABVD Hybrid 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistr); sedimentation rate, MUGA 

CBC before each treatment 

5-HT3, dexamethasone, and acetaminophen 

Nitrogen mustard:_6-mg/m- IV push on days 1 and 8. 

• Powerful vesicant; avoid contact with skin and eyes or inhaling powder. 

• Add 10 mL of sterile water or NS for final concentration 1 mg/1 mL. 

• Prepare immediately before administration (within 15 minutes). Given IV push through 
the side port of a freely flowing IV 

Vincristine:_1.4-mg/m^ IV on day 1. Maximum dose 2 mg. 

• Vesicant. 

• Available in 1 mg/mL 1-, 2-, and 5-mg dal, refrigerated. Given IV push through a free- 
flowing IV. 

Procarbazine:_100-mg/m^ PO on days 1-14 

• Available in 50-mg capsules. 

Prednisone:_40-mg/m^ PO on days 1-14; take with breakfast. 

Doxorubicin: 35-mg/m- IV on day 8 

• Potent Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. Given IV push through a free-flowing IV. 

Bleomycin:_lO-units/m^ IV push day 8 

• A test dose of 2 U is recommended before the first dose to detect h)'persensiti\ity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit dal and 2-10 cc for the 30-unit dal. Should NOT be diluted in D3W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes. 

• Reduce dose with impaired renal function 

Hydrocortisone:_100-mg IV given before bleomycin (not needed if dexametha¬ 
sone given as an antiemetic) 

Vinblastine:_6-mg/m^ IV on day 8 

• Vesicant 

• 10-mg dal, 1 mg/mL. Refrigerated. 

• Rapid push through a free-flowing IV. 

• Myelosuppression: May be severe and dose limiting. 

• GI Toxicides: Nausea, vomiting, and anorexia; moderate to highly emetogenic. Mucositis 

and stomatitis. Constipation and paralytic ileus secondar)' to autonomic neuropathy. 

Antabuse-like reaction with alcohol and procarbazine. MAO inhibitor actidty. Avoid the 

following foods; beer, wine, cheese, brewers yeast, chicken liver, and bananas. 

• Cardiotoxicity: Dose limit 450-550 mg/m^; decreased bioavailability of digoxin w4th 
procarbazine. 

• Flulike S)mdrome: Fever, chills, sweating, letharg); myalgias, and arthralgias common. 

• GU Toxicides: Discoloradon of urine from pink to red up to 48 hours. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficuldes. Jaw' pain. CNS toxicity with paresthesias, neuropathies, ataxia, 

letharg); headache, confusion, and/or seizures. 

• Steroid Toxicides; Sodium and wuter retention, Cushingoid changes, h)^erglycemia, 

hc'pokalemia, and increased sodium levels. Warfarin and insulin doses may need to be 

increased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 



Hodgkin's Disease 423 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Pulmonary Toxicity: Pneumonitis in 10% of patients. Risk factors include age > 70, 

dose > 400 U. 

• Skin Alterations: Alopecia total, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Mildly to moderately emetogenic protocol. 

□ G-CSF_neupogen □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 28 days for four to six cycles. 

Every other week for six weeks. 

Chair time 2 hours on days 1 and 15. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt 



424 Hodgkin's Disease 

MOPP Alternating with ABVD (see MOPP and ABVD regimens outlined previously) 

Stanford V 

Baseline laboratory tests: CBC: Chemistry, sedimentation rate, and MUGA 

Laboratory tests: CBC before each treatment 

Premedicate: 5-HT3, dexamethasone, and acetaminophen 

Administer: Nitrogen mustard;_6-mg/m^ IV on day 1 

• Add 10 mL of sterile water or NS for final concentration of 1 mg/1 mL. 

• Prepare immediately before administrations (within 15 minutes). Given as an IV push 
through side port of freely flowing IV 

• Powerful vesicant; avoid contact with skin and eyes or inhaling powder. 

Doxorubicin:_25-mg/m^ IV on days 1 and 15 

• Potent vesicant 

• Available as 2 mg/mL. Refrigerated. Given IV push through a free-flowing IV 

Vinblastine:_6-mg/m^ IV on days 1 and 15. Reduce to 4-6 mg/m^ on weeks 
9 and 12 if age > 50 years. 

• Vesicant 

• 10-mg vial, 1 mg/mL. Refrigerated. 

• Rapid push through a free-flowing IV. 

Vincristine:_1.4-mg/m^ IV on days 8 and 22 (maximum dose 2 mg). Reduce to 

1 mg/m^ on weeks 9 and 12 if age > 50 years. 

• Available in 1 mg/mL 1-, 2-, and 5-mg vial. 

• Given IV push through sidearm of freely flowing IV 

• Keep refrigerated. 

• Vesicant 

• Given IV push through a free-flowing IV 

Bleomycin;_5 units/m^ IV push on days 8 and 22 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes. 

• Reduce dose with impaired renal function. 

Etoposide:_60-mg/m^ IV infusion on days 15 and 16 

• Available in 500- and 1000-mg vials, 20 mg/mL. 

• Further dilute with NS or D5W to 0.1-mg/mL final concentration. 

• Give over 30-60 minutes to minimize risk of hypotension. 

• Stable 48 hours at room temperature. 

• Enhances warfarin action by increasing PT. 

• Dose modification for increased bilirubin level or creatinine clearance. 

Prednisone:_40-mg/m^ PO every other day. Taper starting on week 10. 

• Take with breakfast. 

Prophylactic: Bactrim DS PO bid, acyclovir 200-mg PO tid 

Major Side Effects • Myelosuppression: May be severe. Teach self-care measures to minimize risk of infection 

and bleeding. 

• Hypersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 
may occur with bleomycin and etoposide. 

• GI Toxicides: Nausea, vomiting, and anorexia; moderate to highly emetogenic. Mucositis 

and stomatitis. Constipation and paralytic ileus secondary to autonomic neuropathy. 



Hodgkin's Disease 425 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, 

pericarditis, or myocarditis. Usually transient and asymptomatic. 

• Flulike Syndrome: Fever, chills, sweating, lethargy, myalgias, and arthralgias common. 

• GU Toxicides: Discoloration of urine from pink to red up to 48 hours. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Pulmonary Toxicity: Pneumonitis occurs in 10% of patients. Risk factors include age 

> 70, dose > 400 U. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Moderately to highly emetogenic protocol. 

□ G-CSF_neupogen □ pegfilgrastim (Neulasta) 4- 
G-CSF_ 

□ epoetin alfa (Procrit)/ □ Bactrim DS PO BID, 
darbepoetin alfa (Aranesp)_ □ Acyclovir 200-mg PO TID 

□ Allopurinol_ □ Antibiotic_ 

□ Antifungal_ 

Repeat cycle every 28 days for three cycles. 

Weekly chemotherapy for 16 visits. 

Chair time 1-2 hours weekly. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 



426 Hodgkin's Disease 

Bleomydn, Etoposide, Doxorubicin, Cyclophosphamide, Vincristine, Procarbazine, Prednisone 
(BEACOPP) 

Baseline laboratory tests: CBC: Chemistry, sedimentation rate, and MUGA 

Laboratory tests: CBC before each treatment 

Premedicate: 5-HT3, dexamethasone, and acetaminophen 

Administer: Bleomycin:_10-units/m^ IV push on day 8 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes. 

• Reduce dose with impaired renal function. 

Etoposide:_100-mg/m^ IV infusion on days 1-3 

• Available in lOO-mg/5-mL vials, 20 mg/mL. 

• Further dilute with NS or D5W to 0.1-mg/mL final concentration. 

• Give over 30-60 minutes to minimize the risk of hypotension. 

• Stable at 48 hours at room temperature. 

• Enhances warfarin action by increasing PT. 

• Dose modification for increased bilirubin level or creatinine clearance. 

Doxorubicin:_25-mg/m^ IV on day 1 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV 

Cyclophosphamide:_650-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection or paraben preserved; 

shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Vincristine:_1.4-mg/m^ IV on day 8 (maximum dose 2 mg) 

• Vesicant 

• Available in 1 mg/mL 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• Given IV push through a free-flowing IV 

Procarbazine_100-mg/m^ PO on days 1-7 

• Available in 50-mg tablets. 

Prednisone:_40-mg/m^ PO on days 1-14. 

• Take with breakfast. 

Major Side Effects • Myelosuppression: Dose-limiting toxicity. Teach self-care measures to minimize risk of 

infection and bleeding. 

• Hypersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 

may occur with bleomycin and etoposide. 

• GI Toxicides: Nausea, vomiting, and anorexia; moderately to highly emetogenic. 

Mucositis and stomatitis. Constipation and paralytic ileus secondary to autonomic 

neuropath. Antabuse-like reaction with alcohol and procarbazine. MAO inhibitor 

activity. Avoid the following foods: beer, wine, cheese, brewer’s yeast, chicken liver, and 

bananas. 

• Cardiotoxicity: Doxorubicin dose limit 450-550 mg/m^. Arrhythmias and/or EKG 

changes, pericarditis, or myocarditis. Usually transient and asymptomatic. 

• Flulike Syndrome: Fever, chills, sweating, lethargy, myalgias, and arthralgias common. 



Hodgkin's Disease 427 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• GU Toxicides: Discoloradon of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; it is preventable with appropriate hydration. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. CNS toxicity with paresthesias, neuropathies, ataxia, 

lethargy, headache, confusion, and/or seizures. 

• Steroid Toxicides: Sodium and water retention, cushingoid changes, hyperglycemia, 

hypokalemia, and increased sodium level. Warfarin and insulin doses may need to be 

increased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Pulmonary Toxicity: Pneumonitis occurs in 10% of patients. Risk factors include age 

> 70, dose > 400 U. 

• Skin Alterations: Alopecia total, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Moderately to highly emetogenic protocol 

□ G-CSF_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

Five visits every 3 weeks. 

Chair time 1-3 hours day 1; 2 hours days 2 and 3; 1 hour day 8. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



428 Hodgkin's Disease 

Bleomycin, Etoposide, Doxorubicin, Cyclophosphamide, Vincristine, Procarbazine, Prednisone 

(BEACOPP Escalated) 

Baseline laboratory tests: CBC: Chemistry, sedimentation rate, and MUGA. 

Laboratory tests: CBC before each treatment 

Premeditate: 5-HT3, dexamethasone, and acetaminophen 

Administer: Bleomycin:_10-units/m^ IV push day 8 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes. 

• Reduce dose with impaired renal function. 

Etoposide:_200-mg/m^ IV infusion on days 1-3 

• Available in 500- and 1000-mg vials, 20 mg/mL. 

• Further dilute with NS or D5W to 0.1-mg/mL final concentration. 

• Give over 30-60 minutes to minimize risk of hypotension. 

• Stable 48 hours at room temperature. 

• Enhances warfarin action by increasing PT. 

• Dose modification for increased bilirubin level or creatinine clearance. 

Doxorubicin:_35-mg/m^ IV on day 1 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV. 

Cyclophosphamide:_ 1200-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only). 

• Shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Vincristine:_1.4-mg/m^ IV on day 8 (maximum dose 2 mg) 

• Vesicant 

• Available in 1 mg/mL 1-, 2-, and 5-mg vial. 

• Keep refrigerated. 

• Given IV push through a free-flowing IV. 

Procarbazine_100-mg /m^ PO on days 1-7 

• Available in 50-mg tablets. 

Prednisone:_40-mg/m^ PO on days 1-14. 

• Take with breakfast. 

• Repeat cycle every 21 days. G-CSF, at 5-pg/kg/day SQ, starting at day 8 and continuing 

until neutrophil recovery. 

Major Side Effects • Myelosuppression: Dose-limiting toxicity. Teach self-care measures to minimize risk of 

infection and bleeding. GCSF recommended. 

• Hypersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 

may occur with bleomycin and etoposide. 

• GI Toxicities: Nausea, vomiting, and anorexia; moderately to highly emetogenic. 

Mucositis and stomatitis. Constipation and paralytic ileus secondary to autonomic 

neuropathy Antabuse-like reaction with alcohol and procarbazine. MAO inhibitor 

activity. Avoid the following foods: beer, wine, cheese, brewer’s yeast, chicken liver, and 

bananas. 



Hodgkin's Disease 429 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, pericardi¬ 

tis, or myocarditis. Usually transient and asymptomatic. 

• Flu-like Syndrome; Fever, chills, sweating, lethargy, myalgias, and arthralgias common. 

• GU Toxicides: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. CNS toxicity with paresthesias, neuropathies, ataxia, 

lethargy, headache, confusion, and/or seizures. 

• Steroid Toxicides; Sodium and water retention, Cushingoid changes, hyperglycemia, 

hypokalemia, and increased sodium level. Warfarin and insulin doses may need to be 

increased. Muscle weakness, loss of muscle mass, osteoporosis, and pathological 

fractures with prolonged use. Mood changes, euphoria, headache, insomnia, depression, 

and psychosis. Cataracts or glaucoma may develop. 

• Pulmonary Toxicity: Pneumonitis occurs in 10% of patients. Risk factors include age 

> 70, dose > 400 U. 

• Skin Alterations; Alopecia total, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Moderately to highly emetogenic protocol. 

□ G-CSF_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

Five visits every 3 weeks. 

Chair time 1-3 hours day 1; 2 hours days 2 and 3; 1 hour day 8. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



430 Hodgkin's Disease 

Etoposide, Vincristine, Doxorubicin (EVA) 

Baseline laboratory tests: CBC; Chemistry, sedimentation rate, and MUGA 

Laboratory tests: CBC before each treatment 

Premedicate: 5-HT3 and dexamethasone 

Administer: Etoposide:_200-mg/m^ IV infusion on days 1-5 

• Available in 500- and 1000-mg vials, 20 mg/mL. 

• Further dilute with NS or D5W to 0.1-mg/mL final concentration. 

• Give over 30-60 minutes to minimize risk of hypotension. 

• Stable 48 hours at room temperature. 

• Enhances warfarin action by increasing PT. 

• Dose modification for increased bilirubin level or creatinine clearance. 

Vincristine:_2-mg IV on day 1 (maximum dose, 2 mg) 

• Available in 1-, 2-, and 5-mg vial. 

• Keep refrigerated. 

• Vesicant 

• Given IV push through a free-flowing IV. 

Doxorubicin:_50-mg/m^ IV on day 2 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV 

• Repeat cycle every 28 days. 

Major Side Effects • Myelosuppression: May be severe. Teach self-care measures to minimize risk of infection 

and bleeding. 

• Hypersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 

may occur with etoposide. 

• GI Toxicides: Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis and stomatitis. Constipation and paralytic ileus secondary to autonomic neuropathy. 

• Cardiotoxicity: Doxorubicin dose limit 450-550 mg/m^. Arrhythmias and/or EKG 

changes, pericarditis, or myocarditis. Usually transient and asymptomatic. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)__ 

□ Antibiotic_ □ Antifungal_ 

Treatment schedule: Repeat cycle every 28 days. 

Estimated number of visits: Six visits per cycle. 

Chair time: Chair time 2-3 hours day I; 2 hours day 2-5. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 

Diagnosis Ht Wt 



432 Hodgkins Disease 

Etoposide, Vinblastine, 

Baseline laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

Cytarabine, Cisplatin (EVAP) 

CBC: Chemistry panel (especially blood urea nitrogen [BUN], Cr, Na"*", Mg^^, K), 

sedimentation rate, and MUGA. 

5-HT3 and dexamethasone 

Etoposide:_120-mg/m^ IV infusion on days 1, 8, and 15 

• Available in 500- and 1000-mg vials, 20 mg/mL. 

• Further dilute with NS or D5W to 0.1-mg/mL final concentration. 

• Give over 30-60 minutes to minimize risk of hypotension. 

• Stable 48 hours at room temperature. 

• Enhances warfarin action by increasing PT. 

• Dose modification for increased bilirubin level or creatinine clearance. 

Vinblastine:_4-mg/m^ IV on days 1,8, and 15. 

• Vesicant 

• 10-mg vial, 1 mg/mL. 

• Refrigerated. 

• Rapid push through a free-flowing IV 

Cytarabine_30-mg/m^ IV over 1-2 hours on days 1, 8, and 15. 

• Irritant. 

• Reconstitute with water with benzyl alcohol, then dilute with 0.9% sodium chloride or 

D5W. 

• Reconstituted drug is stable for 48 hours at room temperature, 7 days refrigerated (fill 

pump for no more than 48-hour infusion and refill). 

Cisplatin_40-mg/m^ IV on days 1, 8, and 15 

• Available in 100-mg vials, 1-mg/mL concentration. 

• Lurther dilute to 100-1000 mL with NS. 

• Do NOT mix with D5W. 

• Avoid aluminum needles. 

• Stable for 24 hours at room temperature. 

• Reduces renal clearance of etoposide and decreases effect of phenytoin. 

• Cisplatin is inactivated in the presence of alkaline solutions containing sodium 

bicarbonate. 

• Myelosuppression: May be severe. Teach self-care measures to minimize risk of infection 

and bleeding. 

• Hypersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 

may occur with etoposide. Hypersensitivity reactions can occur with cisplatin. 

• GI Toxicides: Nausea, vomiting and anorexia, metallic taste of foods; moderate to highly 

emetogenic. Mucositis and stomatitis. Constipation and paralytic ileus secondary to 

autonomic neuropathy can occur. 

• Potential Renal Damage: Dose-limiting toxicity with cisplatin. Can be prevented by 

adequate hydration and diuresis. 

• Neurotoxicity: Dose limiting. Effects on renal function dose related and seen in 10-20 

days after therapy. Peripheral neuropathy, including numbness, weakness, myalgias, and 

late severe motor difficulties. Jaw pain. At high doses includes cerebellar toxicity, includ¬ 

ing nystagmus, dysarthria, ataxia, slurred speech, difficulty with fine motor coordination, 

lethargy, or somnolence. Ototoxicity: High-frequency hearing loss and tinnitus. 

• Renal: Dose-limiting toxicity and may be cumulative and presents at 10-20 days. 

May result in necrosis of proximal and distal renal tubules preventing reabsorption of 

Mg^*^, Ca^"^, and K^. Can be avoided with adequate hydration, diuresis as well as 

slower infusion time. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Moderately to highly emetogenic protocol. 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 28 days. 

Weekly chemotherapy, for 16 visits. 

Chair time 2-3 hours. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 

Diagnosis Ht Wt 



434 Hodgkin's Disease 

Carmustine (BCNU), Etoposide, Cytarabine, Melphalan (Mini-BEAM) 

Baseline laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

CBC: Chemistry panel (especially BUN, Cr, Na^, Ca^"*", K), sedimentation rate, and 
pulmonary function tests 

5-HT3 and dexamethasone 

Carmustine:_60-mg/m^ IV over 1-2 hours on day 1 

• Add sterile alcohol to vial, and dilute with sterile water. 

• Further dilute with 100-250 mL of D5W or NS. 

• Reconstituted solution stable for 8 hours at room temperature and 24 hours refrigerated. 

• Cimetidine and amphotericin B increase toxicity, and carmustine decreases plasma levels 
of digoxin and phenytoin. 

Etoposide:_75-mg/m^ IV infusion on days 2-5 

• Available in 500- and 1000-mg vials, 20 mg/mL. 

• Further dilute with NS or D5W to 0.1-mg/mL final concentration. 

• Give over 30-60 minutes to minimize risk of hypotension. 

• Stable for 48 hours at room temperature. 

• Enhances warfarin action by increasing FT. 

• Dose modification for increased bilirubin level or creatinine clearance. 

Cytarabine_100-mg/m^ IV every 12 hours over 1-2 hours on days 2-5. 

• Irritant. 

• Reconstitute with water with benzyl alcohol, and then dilute with NS or D5W. 

• Reconstituted drug is stable for 48 hours at room temperature. 

Melphalan:_30-mg/m^ IV over 30-45 minutes on day 6. 

• Irritant. 

• 50-mg vial diluted with provided diluent, to a final concentration of 5 mg/mL. 

• Further dilute in 100-150 mL of NS. 

• Use 0.45-p filter. 

• Stable for 1 hour at room temperature. 

• Dose reductions for abnormal renal function. 

• Myelosuppression: May be severe, delayed, and prolonged. Teach self-care measures to 
minimize risk of infection and bleeding. 

• Hypersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 
may occur with etoposide and melphalan. Hypersensitivity reactions can occur with 
cisplatin. 

• GI Toxicities: Nausea, vomiting, and anorexia, metallic taste of foods; moderate to highly 
emetogenic. Mucositis and stomatitis. Constipation and paralytic ileus secondary to auto¬ 
nomic neuropathy can occur. Watch LET changes. 

• Neurotoxicity; Dose limiting. Effects on renal function dose related and seen 10-20 days 
after therapy. Peripheral neuropathy, including numbness, weakness, myalgias, and late 
severe motor difficulties. Jaw pain. At high doses includes cerebellar toxicity, including 
nystagmus, dysarthria, ataxia, slurred speech, difficulty with fine motor coordination, 
lethargy, or somnolence. 

• Electrolyte Imbalance: Hypomagnesemia, hypocalcemia, and hypokalemia. 

• Pulmonary Toxicity: Dose related > 1400 mg carmustine. Presents with cough and 
dyspnea. Obtain baseline pulmonary function tests. Chest x-ray study shows pulmonary 
infiltrates. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 
hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 
banking. 

Moderately to highly emetogenic protocol. 
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Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_□ Antifungal_ 

Repeat cycle every 28 days. 

Seven visits per cycle. Request 3-6 cycles of visits. 

Chair time 3 hours day 1-5; 1-2 hours day 6. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

_! _ 
Ht Wt 

/ _ 

\ 



436 Hodgkin's Disease 

Single-Agent Regimen 

Gemdtabine (Gemzar) 

Baseline laboratory tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

CBC; Chemistry, LFTs, and RFTs 

NS 

5-FIT3 and dexamethasone 

Gemcitabine_ 1250-mg/m^ IV infusion on days 1, 8, and 15 

• Available in 200- and 1000-mg \dal. 40 mg/mL. 

• Reconstitute with 5 mL of preservative-free NS for 200-mg vial and 25 mL of NS for 

1-g vial. 

• Shake vial until mixture is dissolved. 

• Concentration is 38 mg/mL. 

• Further dilute in 250-500 cc NS and infuse over 30 minutes. May cause some irritation 

with infusion. 

• Myelosuppression; Dose-limiting toxicity, with grade 3 and 4 neutropenia, 

thrombocytopenia. 

• G1 Toxicities: Nausea and vomiting, anorexia, stomatitis, and diarrhea. 

• Flulike Syndrome: Transient febrile episodes. Treat with acetaminophen. 

• Skin Alterations; Erythematous, pruritic, and/or maculopapular, appearing on neck and 

extremities. Edema mild to moderate and not related to renal, hepatic, or cardiac impair¬ 

ment. Alopecia occurs in about 15% of patients and is reversible. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat every 28 days. 

Weekly 

1 hour 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



LYMPHOMA 

Non-Hodgkin's Lymphoma 

LOW-GRADE 
Combination Regimens 

CVP. 

Cyclophosphamide: 400-mg/m^ PO on days 1-5 (or 800-mg/m^ IV on day 1) 

Vincristine: 1.4-mg/m^ IV on day 1 (maximum 2 mg) 

Prednisone: 100-mg/m^ PO on days 1-5 

Repeat cycle every 21 days.'^’^®^ 

.443 

CNOP .445 

Cyclophosphamide: 750-mg/m^ IV on day 1 

Mitoxantrone: 10-mg/m^ IV on day 1 

Vincristine: 1.4-mg/m^ IV on day 1 (maximum 2 mg) 

Prednisone: 50-mg/m^ PO on days 1-5 

Repeat cycle every 21 days.^’^®"^ 

FND . 

Fludarahine: 25-mg/m^ IV on days 1-3 

Mitoxantrone: 10-mg/m^ IV on day 1 

Dexamethasone: 20-mg PO on days 1-5 

Bactrim DS: 1 tablet PO bid, three times per week 

Repeat cycle every 21 days.^’^^^ 

.447 

FC. .449 

Fludarahine: 20-mg/m^ IV on days 1-5 

Cyclophosphamide: 1000-mg/m^ IV on day 1 

Bactrim DS: 1 tablet PO bid 

Repeat cycle every 21-28 days.^’^®^ 

CHOP .451 

Cyclophosphamide: 750-mg/m^ IV on day 1 

Doxorubicin: 50-mg/m^ IV on day 1 

Vincristine: 1.4-mg/m^ IV on day 1 (maximum 2 mg) 

Prednisone: 100-mg/m^ PO on days 1-5 

Repeat cycle every 21 days.^’-®^ 

437 
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INTERMEDIATE-GRADE 

CHOP .453 

Cyclophosphamide; 750-mg/m^ IV on day 1 

Doxoruhicin: 50-mg/m^ IV on day 1 

Vincristine: 1.4-mg/m^ IV on day 1 (maximum 2 mg) 

Prednisone: 100-mg PO on days 1-5 

Repeat cycle every 21 days.^’^®^ 

CHOP .454 

Cyclophosphamide; 750-mg/m^ IV on day 1 

Mitoxantrone; 10-mg/m^ IV on day 1 

Vincristine; 1.4-mg/m^ IV on day 1 (maximum 2 mg) 

Prednisone; 100-mg PO on days 1-5 

Repeat cycle every 21 days.^’^®® 

EPOCH.456 

Etoposide: 50-mg/m^/day IV continuous infusion on days 1-4 

Prednisone: 60-mg/m^ PO on days 1-5 

Vincristine: 0.4-mg/m^/day IV continuous infusion on days 1-4 

Cyclophosphamide: 750-mg/m^ IV on day 5; begin after infusion 

Doxoruhicin; 10-mg/m^/day IV continuous infusion on days 1-4 

Bactrim DS: One tablet PO bid three times per week 

Repeat cycle every 21 days.^>^®^ 

EPOCH -t Rituximab...458 

Etoposide: 50-mg/m^/day IV continuous infusion on days 1-4 

Prednisone: 60-mg/m^ PO bid on days 1-5 

Vincristine: 0.4-mg/m^/day IV continuous infusion on days 1-4 

Cyclophosphamide: 750-mg/m^ IV on day 5; begin after infusion 

Doxorubicin: 10-mg/m^/day IV continuous infusion on days 1-4 

Rituximab: 375-mg/m^ IV on day 0 prior to continuous infusion 

Bactrin DS; 1 tablet PO bid 3 times per week 

Repeat cycle every 21 daysd’^^° 
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MACOP-B.460 

Methotrexate: 400-mg/m^ IV on weeks 2, 6, and 10 

Leucovorin: 15-mg/m^ PO every 6 hours for 6 doses, beginning 24 hours 

after methotrexate 

Doxorubicin: 50-mg/m^ IV on weeks 1, 3, 5, 7, 9, and 11 

Cyclophosphamide: 350-mg/m^ IV on weeks 1, 3, 5, 7, 9, and 11 

Vincristine: 1.4-mg/m^ IV on weeks 2, 4, 6, 8, 10, and 12 

Prednisone: 75-mg/day PO for 12 weeks with taper over the last 2 weeks 

Bleomycin: 10-U/m^ IV on weeks 4, 8, and 12 

Bactrim DS: One tablet PO bid 

Ketoconazole: 200-mg/day PO 

Administer one cycle. 

m-BACOD.462 

Methotrexate: 200-mg/m^ IV on days 8 and 15 

Leucovorin: 10-mg/m^ PO every 6 hours for 8 doses beginning 24 hours 

after methotrexate 

Bleomycin: 4-U/m^ IV on day 1 

Doxorubicin: 45-mg/m^ IV on day 1 

Cyclophosphamide: 600-mg/m^ IV on day 1 

Vincristine: 1-mg/m^ IV on day 1 (maximum 2 mg) 

Dexamethasone: 6-mg/m“ PO on days 1-5 

Repeat cycle every 21 days.^’^^^ 

ProMACE/CytaBOM....464 

Prednisone: 60-mg/m^ PO on days 1-14 

Doxorubicin: 25-mg/m^ IV on day 1 

Cyclophospbamide: 650-mg/m^ IV on day 1 

Etoposide: 120-mg/m^ IV on day 1 

Cytarabine: 300-mg/m^ IV on day 8 

Bleomycin: 5-U/m^ IV on day 8 

Vincristine: 1.4-mg/m^ IV on day 8 

Methotrexate: 120-mg/m^ IV on day 8 

Leucovorin rescue: 25-mg/m^ PO every 6 hours for 6 doses beginning 24 

hours after methotrexate 

Bactrim DS: One tablet PO bid on days 1-21 

Repeat cycle every 21 days.^’^^^ 
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HIGH-GRADE 

Magrath Protocol (Burkitt's Lymphoma)...467 

Cyclophosphamide: 1200-mg/m^ IV on day 1 

Doxorubicin: 40-mg/m^ IV on day 1 

Vincristine: 1.4-mg/m^ IV on day 1 (maximum 2 mg) 

Prednisone: 40-mg/m^ PO on days 1-5 

Methotrexate: 300-mg/m^ IV on day 10 for 1 hour and then 60-mg/m^ IV 

on days 10 and 11 for 41 hours 

Leucovorin rescue: 15-mg/m^ IV every 6 hours for 8 doses, starting 24 

hours after methotrexate on day 12 

Intrathecal cytarabine: 30-mg/m^ IT on day 7, cycle 1 only; 45-mg/m^ IT 

on day 7 all subsequent cycles 

Intrathecal methotrexate: 12.5-mg IT on day 10, all cycles 

Repeat cycle every 28 days.^’^®"^ 

OR 

Regimen A (C0D0X-M)T295.459 

Cyclophosphamide: 800-mg/m^ IV on day 1 and 200-mg/m^ IV on 

days 2-5 

Doxorubicin: 40-mg/m^ IV on day 1 

Vincristine: 1.5-mg/m^ IV on days 1 and 8 in cycle 1 and on days 1, 8, and 

15 in cycle 3 

Methotrexate: 1200-mg/m^ IV over 1 hour, followed by 240 mg/m^/hour 

for the next 23 hours on day 10 

Leucovorin: 192-mg/m^ IV starting at hour 36 after the start of the 

methotrexate infusion and 12-mg/m^ IV every 6 hours thereafter until 

serum methotrexate (MTX) levels < 50 nM 

CNS Prophylaxis 

Cytarabine: 70-mg IT on days 1 and 3 

Methotrexate: 12-mg IT on day 15 

Alternate Regimen A with Regimen B for 4 cycles. 

Regimen B (IVAC) .470 

Ifosfamide: 1500-mg/m^ IV on days 1-5 

Etoposide: 60-mg/m^ IV on days 1-5 

Cytarabine: 2-g/m^ IV every 12 hours on days 1 and 2 for a total of four 

doses 

Methotrexate: 12-mg IT on day 5 
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Stanford Regimen (Small Non-Cleaved Cell and Burkitt's Lymphoma)...472 

Cyclophosphamide; 1200-mg/m^ IV on day 1 

Doxorubicin: 40-mg/m^ IV on day 1 

Vincristine: 1.4-mg/m^ IV on day 1 (maximum 2 mg) 

Prednisone: 40-mg/m^ PO on days 1-5 

Methotrexate: 3-g/m^ IV over 6 hours on day 10 

Leucovorin rescue: 25-mg/m^ IV or PO every 6 hours for 12 doses 

beginning 24 hours after methotrexate 

Intrathecal methotrexate: 12-mg IT on days 1 and 10 

Repeat cycle every 21 days.'^’^®® 

MANTLE CELL LYMPHOMA 

Bortezomib.474 

Bortezomib: 1.5-mg/m^ IV on days 1, 4, 8, and 11 

Repeat cycle every 21 days.^’^^^ 

CD20+, B-CELL LYMPHOMAS 

CHOP + Rituximab (GELA Study).475 

Cyclophosphamide: 750-mg/m^ IV on day 1 

Doxorubicin: 50-mg/m^ IV on day 1 

Vincristine: 1.4-mg/m^ IV on day 1 (maximum 2 mg) 

Prednisone: 40-mg/m^ PO on days 1-5 

Rituximab: 375-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^^® 

Rituximab is to be administered first, followed by cyclophosphamide, 

doxorubicin, and vincristine. 

OR 

CHOP + Rituximab (Nebraska Regimen) .477 

Cyclophosphamide: 750-mg/m^ IV on day 3 

Doxorubicin: 50-mg/m^ IV on day 3 

Vincristine: 1.4-mg/m^ IV on day 3 (maximum 2 mg) 

Prednisone: 100-mg PO on days 3-7 

Rituximab: 375-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^^^ 



Salvage Regimens 

ESHAP.479 

Etoposide: 40-mg/m^ IV on days 1-4 

Methylprednisolone: 500-mg IV on days 1-4 

Cisplatin: 25-mg/m^/day IV continuous infusion on days 1-4 

Cytarabine; 2000-mg/m^ IV on day 5 after completion of cisplatin and 

etoposide 

Repeat cycle every 21 days.^’^^^^ 

DHAP .481 

Cisplatin: 100-mg/m^ IV on day 1 

Cytarabine: 2000-mg/m^ IV over 2 hours every 12 hours for 2 doses on 

day 1 

Dexamethasone: 40-mg PO on days 1-14 

Repeat cycle every 3-4 weeks. 

ICE...483 

Ifosfamide: 5000-mg/m^ IV continuous infusion for 24 hours on day 2 

Etoposide: 100-mg/m^ IV on days 1-3 

Carboplatin: AUC of 5.0, IV on day 2 

Mesna: 5000-mg/m^ IV in combination with ifosfamide dose 

Repeat cycle every 14 days.^’^®^ 

G-CSE is administered at 5 p.g/kg on days 5-12. 

MINE.....485 

Mesna: 1330-mg/m^ IV administered at same time as ifosfamide on days 

1-3 and then 500-mg IV 4 hours after ifosfamide on days 1-3 

Ifosfamide: 1330-mg/m^ IV on days 1-3 

Mitoxantrone: 8-mg/m^ IV on day 1 

Etoposide: 65-mg/m^ IV on days 1-3 

Repeat cycle every 21 days.^’^°^ 
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LOW-GRADE 
Combination Regimens 

Cyclophosphamide, Vincristine, Prednisone (CVP) 

Baseline laboratory tests: SMAC, CBC: sedimentation rate 

NS 

5-HT3 and dexamethasone 

Cyclophosphamide_400-mg/m^ PO on days 1-5 (or 800 mg/m^ on day 1) 

• Take with breakfast. 

• Available in 25- and 50-mg tablets. 

• OR IV at same doses. 

• Dilute with sterile water or bacteriostatic water for injection (sterile water paraben pre¬ 

served); shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

• Increases effect of anticoagulants and decreases digoxin levels. 

Vincristine:_1.4-mg/m^ IV on day 1 (maximum dose 2 mg) 

• Vesicant 

• Available in 1 mg/mL 1-, 2-, and 5-mg vial. 

• Keep refrigerated. 

• Given IV push through a free-flowing IV 

Prednisone:_100-mg/m^ PO on days 1-5 

• Take with breakfast. 

Major Side Effects • Myelosuppression: Dose-limiting toxicity. Nadir day 10-14. 

• GI Toxicides: Nausea and vomiting, anorexia; mucositis, diarrhea 

• GU Toxicides; Hemorrhagic cystitis or irritation of bladder wall capillaries; preventable 

with appropriate hydration. 

• Neurotoxicity; Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Steroid Toxicides: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and psy¬ 

chosis. Cataracts or glaucoma may develop. 

• Skin Alterations: Alopecia, hyperpigmentation of nails and skin, and transverse ridging 

of nails may occur. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

Initiate antiemetic protocol after chemotherapy. 

Supportive drugs: □ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Treatment schedule: > Repeat cycle every 21-28 days for four cycles. 

Estimated number of visits: 8-12 over 4 months. Chair time 2 hours. 

Initiate IV: 

Premedicate: 

Administer: 



444 Non-Hodgkin's Lymphoma 

Dose Calculation by: 1. 
I 

2. 

Physician 

Patient Name 

Diagnosis 

Date 

ID Number 

__! _! _ 
Ht Wt 



Non-Hodgkin's Lymphoma 445 

Cyclophosphamide, Mitoxantrone (Novantrone), Vincristine (Oncovin), Prednisone (CNOP) 

Baseline laboratory tests: SMAC, CBC: sedimentation rate MUGA 

NS 

5-HT3 and dexamethasone 

Cyclophosphamide_750-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (sterile water or paraben 

preserved); shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Mitoxantrone_10-mg/m^ IV on day 1. 

• Nonvesicant. 

• IV push over 3 minutes through the side arm of a free-flovGng IV or IV infusion over 

5-30 minutes. 

• Available in 20 mg in 10-mL dark blue solution. May be diluted in D5W or NS. Stable at 

room temperature for 48 hours. Incompatible with heparin. 

Vincristine:_1.4-mg/m^ IV on day 1 (maximum dose 2 mg) 

• Available in 1-, 2-, and 5-mg vial. 

• Keep refrigerated. 

• Vesicant. 

• Given IV push through a free-flowing IV. 

Prednisone:_50-mg/m^ PO on days 1-5 

• Take with breakfast. 

Major Side Effects • Myelosuppression: Dose-limiting toxicity. 

• Cardiotoxicity: Less than that of doxorubicin or daunorubicin. Patients with cumulative 

dose 140 mg/m^ with no prior anthracycline exposure; 120 mg/m^ with prior exposure, 

at greater risk. 

• GI Toxicities; Nausea and vomiting, anorexia; mucositis, diarrhea. 

• GU Toxicities: Hemorrhagic cystitis or irritation of bladder wall capillaries; preventable 

with appropriate hydration. Urine will be green-blue for 24 hours. Sclera may become 

discolored blue. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Skin Alterations: Alopecia, hyperpigmentation of nails and skin, and transverse ridging 

of nails may occur. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Supportive drugs: □ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp) 

□ Antibiotic_ □ Antifungal_ 

Initiate antiemetic 

protocol after chemothefapy: Moderately emetogenic. 

Treatment schedule: Repeat cycle every 21 days. 

Estimated number of visits: Day 1 and at nadir for each cycle. Chair time 2 hours. 

Initiate IV: 

Premedicate: 

Administer: 
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Fludarabine, Mitoxantrone (Novantrone), Dexamethasone (FND) 

Baseline laboratory tests: SMAC, CBC: sedimentation rate, baseline MUGA 

NS 

S-HTj and dexamethasone 

Fludarabine_25-mg/m^ IV infused over 30 minutes on days 1-3 

• Mix 50-mg vial with 2 cc of sterile water for final concentration of 25 mg/mL. 

• Further dilute in at least 100 mL of D5W or NS. 

• Reconstituted solution stable for 8 hours. 

Mitoxantrone_10-mg/m^ IV on day 1. 

• Nonvesicant 

• IV push over 3 minutes through the side arm of a free-flowing IV or IV infusion over 

5-30 minutes. 

• Available in 20 mg in 10-mL dark blue solution. May be diluted in D5W or NS. Stable at 

room temperature for 48 hours. Incompatible with heparin. 

Dexamethasone:_20-mg PO on days 1-5 

• Take with breakfast. 

Bactrim DS: 1 tablet PO bid, 3 time per week 

Major Side Effects • Myelosuppression: Dose-limiting toxicity. Severe and cumulative. 

• Cardiotoxicity: Less than that of doxorubicin or daunorubicin. Patients with cumulative 

dose 140 mg/m^ with no prior anthracycline exposure; 120 mg/m^ with prior exposure, 

at greater risk. 

• Fatigue: Secondary to anemia, appropriate iron diet, red blood cell growth factor, and/or 

transfusions may be necessary. 

• GI Toxicides: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment; treat with hydra¬ 

tion and allopurinol. Metallic taste during infusion of Fludarabine. 

• GU Toxicides: Urine will be green-blue for 24 hours. Sclera may become discolored blue. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. Agitation, confusion, visual disturbances have also 

occurred. 

• Pulmonary Toxicides: Pneumonia and pulmonary hypersensitivity reactions character¬ 

ized by cough, dyspnea, and interstitial infiltrate. 

• Steroid Toxicities: Sodium and water retention, cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Skin Alterations: Alopecia, hyperpigmentation of nails and skin, and transverse ridging 

of nails may occur. Dry skin, photosensitivity, and hyperpigmentation of infused vein. 

• Reproduction: Pregnancy category D. Breastfeeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Supportive drugs: □ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/darbepoetin alfa (Aranesp)_ 

□ Allopurinol_ □ Antibiotic_ 

□ Antifungal_ 

Initiate antiemetic protocol 

after chemotherapy: , Moderately emetogenic 

Treatment schedule: Repeat cycle every 21 days. 

Estimated number of visits: Four visits per cycle. Ask for 3-6 cycles worth of visits. Chair time 1-2 hours. 

Initiate IV: 

Premedicate: 

Administer: 
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Fludarabine, Cyclophosphamide (FC) 

Baseline laboratory tests: SMAC, CBC: sedimentation rate 

NS 

5-HT3 and dexamethasone 

Fludarabine_20-mg/m^ IV infused over 30 minutes on days 1-5 

• Mix 50-mg vial with 2 cc of sterile water for final concentration of 25 mg/mL. 

• Further dilute in at least 100 mL of D5W or NS. 

• Reconstituted solution stable for 8 hours. 

Cyclophosphamide_ 

• Dilute with sterile water or bacteriostatic water for injection (sterile water orparaben 

preserved); shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Bactrim DS: 1 tablet PO bid 

Major Side Effects • Myelosuppression: Dose-limiting toxicity. Severe and cumulative. 

• Fatigue: Secondary to anemia; appropriate iron diet, red blood cell growth factor, and/or 

transfusions may be necessary. 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment; treat with hydra¬ 

tion and allopurinol. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

• Neurotoxicity: Objective weakness and paresthesias as well as agitation, confusion, and 

visual disturbances have occurred. 

• Pulmonary Toxicities: Pneumonia and pulmonary hypersensitivity reactions character¬ 

ized by cough, dyspnea, and interstitial infiltrate. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Skin Alterations: Alopecia, hyperpigmentation of nails and skin, and transverse ridging 

of nails may occur. Dry skin, photosensitivity, and hyperpigmentation of infused vein. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Supportive drugs: □ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp) _____ 

□ Antibiotic_ □ Antifungal_ 

Initiate antiemetic protocol 

after chemotherapy: Moderately emetogenic. 

Treatment schedule: Repeat cycle every 21-28 days. 

Estimated number of visits: Days 1-5 and weekly to monitor CBC each cycle. Request 3 cycles worth of visits. Chair 

time 2 hours. 

Initiate IV: 

Premedicate: 

Administer: 

I 
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Cyclophosphamide, Doxorubicin, Vincristine, Prednisone (CHOP) 

Baseline laboratory tests: 

Premedicate: 

Initiate IV: 

Administer: 

Major Side Effects 

Supportive Drugs: 

CBC: Chemistry, sedimentation rate, and MUGA 

5-HT3 and dexamethasone 

NS 

Cyclophosphamide:_750-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Doxoruhicin:_50-mg/m^ IV on day 1 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV. 

Vincristine:_1.4-mg/m^ IV push on day 1 (maximum dose 2 mg) 

• Vesicant 

• Available in 1 mg/mL 1-, 2-, and 5-nig vials. 

• Refrigerated. 

• Given IV push through a free-flowing IV. 

Prednisone:_lOO-mg PO on days 1 through 5; then taper to 0 

• Take with breakfast. 

• Myelosuppression: Moderate to severe. GCSF recommended. 

• GI Toxicities; Nausea and vomiting, anorexia; mucositis, diarrhea. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

• Cardiotoxicity: Doxorubicin dose limit 450-550 mg/m^. Arrhythmias and/or EKG 

changes, pericarditis, or myocarditis. Usually transient and asymptomatic. 

• Neurotoxicity; Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Steroid Toxicities; Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

□ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)- 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Initiate antiemetic protocol 

after chemotherapy: 

Treatment schedule: 

Estimated number of visits: 

Moderately to highly emetogenic protocol. 

Repeat every 21 days for six cycles. 

Two visits per cycle. Request 4-6 months of visits. Chair time 2 hours. 
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Non-Hodgkin's Lymphoma 453 

INTERMEDIATE-GRADE 

Cyclophosphamide, Doxorubidn, Vincristine, Prednisone (CHOP) 

Baseline laboratory tests: CBC: Chemistry, sedimentation rate, and MUGA 

Premedicate: 

Initiate IV: 

Administer: 

5-HT3 and dexamethasone 

NS 

r.vrlophosphamide: 750-me/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250—500 mL. 

Doxoruhicin: 50-me/m^ IV on day 1 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV. 

Vincristine: 1.4-me/m^ IV push on day 1 (maximum dose 2 mg) 

• Vesicant 

• Ayailable in 1 mg/mL 1-, 2-, and 5-mg vials. 

• Refrigerated. 

• Given IV push through a free-flowing IV 

Prednisone: 100-me PO on days 1 through 5; then taper to 0 

• Take with breakfast. 

Major Side Effects • Myelosuppression: Moderate to severe. GCSF recommended. 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

Supportive Drugs: 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

• Cardiotoxicity: Doxorubicin dose limit 450—550 mg/m^. Arrhythmias and/or EKG 

changes, pericarditis, or myocarditis. Usually transient and asymptomatic. 

• Neurotoxicity; Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Steroid Toxicities: Sodium and water retention, cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

n ppcjfilvrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit)/ □ Allopurinol 
darbepoetin alfa (Aranesp) 

n Antibiotic □ Antifungal 

Initiate antiemetic protocol 

after chemotherapy: 

Treatment schedule: 

Estimated number of visits: 

Moderately to highly emetogenic protocol. 

Repeat every 21 days for six cycles. 

Two visits per cycle. Request 4—6 months of visits. Chair time 2 hours. 



454 Non-Hodgkin's Lymphoma 

Dose Calculation by: 1. _ 2 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 



Non-Hodgkin's Lymphoma 455 

Cyclophosphamide, Mitoxantrone (Novantrone), Vincristine (Oncovin), Prednisone (CNOP) 

Baseline laboratory tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Supportive drugs: 

Initiate antiemetic 

protocol after chemotherapy: 

Treatment schedule: 

Estimated number of visits: 

SMAC, CBC; sedimentation rate 

NS 

5-HT3 and dexamethasone 

Cyclophosphamide_750-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (sterile water or paraben 

preserved); shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Mitoxantrone_10-mg/m^ IV on day 1. 

• Nonvesicant. 

• IV push over 3 minutes through the side arm of a free-flowing IV or IV infusion over 

5-30 minutes. 

• Available in 20 mg in 10-mL dark blue solution. May be diluted in D5W or NS. Stable at 

room temperature for 48 hours. Incompatible with heparin. 

Vincristine:_l.d-mg/m^ IV on day 1 (maximum dose 2 mg) 

• Available in 1-, 2-, and 5-mg vial. 

• Keep refrigerated. 

• Vesicant 

• Given IV push through a free-flowing IV. 

Prednisone:_100 mg PO on days 1—5 

• Take with breakfast. 

• Myelosuppression: Dose-limiting toxicity. 

• Cardiotoxicity: Less than that of doxorubicin or daunorubicin. Patients with cumulative 

dose 140 mg/m^ with no prior anthracycline exposure; 120 mg/m^ with prior exposure, 

at greater risk. 

• GI Toxicides: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• GU Toxicides: Hemorrhagic cystitis or irritation of bladder wall capillaries; preventable 

with appropriate hydration. Urine will be green-blue for 24 hours. Sclera may become 

discolored blue. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Steroid Toxicides: Sodium and water retention, cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Skin Alterations: Alopecia, hyperpigmentation of nails and skin, and transverse ridging 

of nails may occur. 

• Reproduction: Pregnacy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

□ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Moderately emetogenic. 

Repeat cycle every 21 days. 

Day 1 and at nadir for each cycle. Chair time 2 hours. 
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Non-Hodgkin's Lymphoma 457 

Etoposide, Prednisone, 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

Vincristine, Cyclophosphamide, Doxorubicin (EPOCH) 

CBC: Chemistry, sedimentation rate, and MUGA 

CBC; Chemistry, RFTs, and LFTs before each treatment 

3-HT3, dexamethasone 

Etoposide_50-mg/m^/d IV continuous infusion on days 1-4 

• 100 mg/5mL. 

• Reconstitute etopophos with 5-10 mL of NS, D5W, sterile water, bacteriostatic sterile 

water, or bacteriostatic NS with benzyl alcohol to 20 mg/mL or 10 mg/mL, respectively. 

• Further dilute to final concentration NS or D5W to 0.1 mg/mL 250-500 cc 

Prednisone:_60-mg/m^/day PO on days 1-5. 

• Take with breakfast. 

Vincristine:_0.4-mg/m^/day IV continuous infusion on days 1-4. 

• Maximum dose, 2 mg. 

• Available in 1 mg/mL 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• Vesicant. Give through side port of freely flowing IV, as continuous infusion use patent 

central line. 

Doxorubicin:_10 mg/mVday continuous infusion on days 1-4 

• Vesicant. Must give continuous infusion with patent central line. 

• Available as 2 mg/mL. 

• Refrigerated. 

• Etoposide, Viscristine, and Doxorubicin compatible in same solution for continuous 

infusion. 

Cyclophosphamide:_750-mg/m^ IV on day 5 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Bactrim DS:_1 tablet PO bid, 3 times per week. 

• Myelosuppression; Dose-limiting toxicity. 

• G1 Toxicities; Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis, stomatitis, and diarrhea. Constipation and paralytic ileus secondary to autonomic 

neuropathy. 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, pericardi¬ 

tis, or myocarditis. Usually transient and asymptomatic. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Hypersensitivity Reaction; Characterized by hypotension, bronchospasms, or wheezing 

may occur with etoposide. Occur more frequently with first dose of etoposide, may pre¬ 

medicate with dexamethasone, cinetidine, and/or diphenhydra mix. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic 

cystitis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 



458 Non-Hodgkin's Lymphoma 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

Moderately to highly emetogenic protocol. 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

Six visits per cycle. Request 3 cycles worth of visits. 

One hour day 1-4; 2-3 hours day 5. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
Diagnosis Ht Wt 



Non-Hodgkin's Lymphoma 459 

Etoposide, Prednisone, 

(EPOCH + Rituximab) 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

Vincristine, Cyclophosphamide, Doxorubicin + Rituximab 

CBC: Chemistry, sedimentation rate, MUGA 

CBC: Chemistry, RFT, and LFTs before each treatment 

5-HT3, dexamethasone 

Rituximab:_375-mg/m^ IV on day 0 (pull Rituximab protocol for 
administration) 

• To be administered day 1 before continuous infusion. 

Etoposide_50-mg/m^/d IV continuous infusion on days 1-4 

• 100 mg/5mL. 

• Reconstitute etopophos with 5-10 mb of NS, D5W, sterile water, bacteriostatic sterile 
water, or bacteriostatic NS with benzyl alcohol to 20 mg/mL or 10 mg/mL, respectively. 

• Further dilute to final concentration NS or D5W to 0.1 mg/mL. 

Prednisone:_60-mg/mVday PO on days 1- 5. 

• Take with breakfast. 

Vincristine:_0.4-mg/m^/day IV continuous infusion on days 1-4 

• Maximum dose 2 mg. 

• Available in 1 mg/mL 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• Vesicant 

Doxorubicin:_10 mg/mVday continuous infusion on days 1-4 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given as continuous infusion through patent central line. Avoid extravasation. 

• Etoposide, vincristine, and doxorubicin can be mixed in same solution for continuous 
infusion. 

Cyclophosphamide:_750-mg/m^ IV on day 5 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 
shake well until solution is clear. 

• Final concentration 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Bactrim DS:_1 tablet PO bid, 3 times per week. 

• Myelosuppression: Dose-limiting toxicity. 

• GI Toxicides: Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 
tis, stomatitis, and diarrhea. Constipation and paralytic ileus secondary to autonomic 
neuropathy. 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, pericardi¬ 
tis, or myocarditis. Usually transient and asymptomatic. 

• Steroid Toxicides: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 
pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 
creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 
with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 
psychosis. Cataracts or glaucoma may develop. 

• Hpersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 
may occur with etoposide. More frequent with first dose and faster infusions. May pre¬ 
medicate with dexamethasone, diphenhydramine, and/or cinetidine. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 
titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 
severe motor difficulties. Jaw pain. 



460 Non-Hodgkin's Lymphoma 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Skin Alterations; Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Highly to moderately emetogenic protocol. 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

Four visits in five weeks. Request visits for 3-6 cycles. 

1 hour on Monday, Thursday, and Friday during week 1 and nadir. Chair time 4-6 hours 

day 0; 1-2 hours day 1-4. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
Diagnosis Ht Wt 



Non-Hodgkin's Lymphoma 461 

Methotrexate, Doxorubidn, 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

Cyclophosphamide, Vincristine, Prednisone, Bleomycin (MACOP-B) 

CBC: Chemistry, sedimentation rate, and MUGA 

CBC before each treatment 

5-HT3, dexamethasone, and acetaminophen 

MTX_400-mg/m^ IV on weeks 2, 6, and 10 

• 250-mg vial further diluted in NS. Reconstituted solution stable for 24 hours at room 

temperature. High-dose methotrexate requires leucovorin rescue. Drug interactions 

include aspirin, penicillins, nonsteroidal anti-inflammatory drugs (NSAIDs), cephalo¬ 

sporins, phenytoin warfarin, 3-fluorouracil, thymidine, folic acid, and omeprazole. 

Vigorously hydrate; moderate dose of MTX. 

Leucovorin:_15-mg/m^ PO every 6 hours for 6 doses, beginning 24 hours after 

methotrexate 

Doxorubicin:_50-mg/m^ IV on weeks 1, 3, 5, 7, 9, and 11 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV or IV infusion through central line. 

Cyclophosphamide:_ _350-mg/m^ IV on weeks 1, 3, 5, 7, 9, and 11 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Vincristine:_1.4-mg/m^ IV on weeks 2, 4, 6, 8, 10, and 12 

• Maximum dose 2 mg. 

• Vesicant 

• Available in 1 mg/mL 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• Given IV push through a free-flowing IV. 

Prednisone:_75-mg/day PO for 12 weeks; taper over the last 2 weeks 

• Take with breakfast. 

Bleomycin:_10-units/m^ IV on weeks 4, 8, and 12 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes. 

Dilute in NS or sterile water. 

• Reduce dose with impaired renal function. 

Bactrim DS:_1 tablet PO bid Ketoconazole:_200-mg/day PO 

• Myelosuppression: Dose-limiting toxicity. 

• GI Toxicides; Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis and stomatitis can be severe. Constipation and paralytic ileus secondary to autonomic 

neuropath. 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, pericardi¬ 

tis, or myocarditis. Usually transient and asymptomatic. 

• Flulike Syndrome: Fever, chills, sweating, lethargy, myalgias, and arthralgias common. 

• GU Toxicides: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

Acute renal failure, azotemia, urinary retention, and uric acid nephropathy. 



462 Non-Hodgkin's Lymphoma 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. CNS toxicity with paresthesias, neuropathies, ataxia, 

lethargy, headache, confusion, and/or seizures. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Pulmonary Toxicity; Pneumonitis in 10% of patients. Risk factors include age > 70, dose 

> 400 U. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Moderately to highly emetogenic protocol. 

□ G-CSF_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Administer one cycle. 

Weekly for 12 weeks. 

Chair time 2-3 hours. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Non-Hodgkin's Lymphoma 463 

Methotrexate, Bleomycin, 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

Doxorubicin, Cyclophosphamide, Vincristine, Dexamethasone (m-BACOD) 

CBC: Chemistry, sedimentation rate, and MUGA 

CBC before each treatment 

5-HT3, dexamethasone, and acetaminophen 

Methotrexate_200-mg/m^ IV on days 8 and 15 

• 250-mg vial further diluted in NS. 

• Reconstituted solution stable for 24 hours at room temperature. 

• High-dose methotrexate requires leucovorin rescue. 

• Drug interactions include aspirin, penicillins, NSAIDs, cephalosporins, phenytoin, 

warfarin, 5-fluorouracil, thymidine, folic acid, and omeprazole. Vigorously hydrate; 

moderate dose of MIX. 

Leucovorin:_10-mg/m^ PO every 6 hours for 8 doses, beginning 24 hours after 

methotrexate. 

Bleomycin:_4-units/m^ IV on day 1 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes 

• Reduce dose with impaired renal function. 

Doxorubicin:_45-mg/m^ IV on day 1 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV or IV infusion through central line. 

Cyclophosphamide:_600-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Vincristine:_1-mg/m^ IV on day 1 (maximum 2 mg) 

• Maximum dose 2 mg. 

• Vesicant. 

• Available in 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• Given IV push through a free-flowing IV. 

Dexamethasone:_6-mg/m^ PO on days 1-5 

• Take with breakfast. 

• Myelosuppression: Dose-limiting toxicity. 

• GI Toxicides: Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis and stomatitis can be severe. Constipation and paralytic ileus secondary to autonomic 

neuropath. 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, pericardi¬ 

tis, or myocarditis. Usually transient and asymptomatic. 

• Flulike Syndrome: Fever, chills, sweating, lethargy, myalgias, and arthralgias common. 

• GU Toxicides: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

Acute renal failure, azotemia, urinary retention, and uric acid nephropathy. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. CNS toxicity with paresthesias, neuropathies, ataxia, 

lethargy, headache, confusion, and/or seizures. 



464 Non-Hodgkin's Lymphoma 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Steroid Toxicides; Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Pulmonary Toxicity: Pneumonitis in 10% of patients. Risk factors include age > 70, dose 

> 400 U. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Highly to moderately emetogenic protocol. 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

Three visits per cycle. 

Chair time 2-3 hours on day 1, and 1 hour on days 8 and 15. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Non-Hodgkin's Lymphoma 465 

ProMACE/CytaBOM 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, sedimentation rate, and MUGA 

CBC; Chemistry, RFTs, and LFTs before each treatment 

5-HT3, dexamethasone 

Prednisone:_60-mg/m^/day PO on days 1-14 

• Take with breakfast. 

Doxorubicin:_25-mg/m^ IV on day 1 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV 

Cyclophosphamide:_650-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Etoposide_120-mg/m^/d IV on day 1 

• 5 cc/100 mg, 20 mg/mL. 

• Etoposide reconstitute with 5-10 mL of NS, D5W, sterile water, bacteriostatic sterile 

water, or bacteriostatic NS with benzyl alcohol to 20 mg/mL or 10 mg/mL, respectively. 

• Further dilute to final concentration NS or D5W to 0.1 mg/mL. 

Cytarabine_300-mg/m^/day IV on day 8 

• Dilute in sterile water with benzyl alcohol, then further dilute with 50-100 mL of 0.9% 

sodium chloride or D5W. 

• IV hydration at 150 mL per hour with or without alkalinization, oral allopurinol, strict 

intake and output recording, and daily weights. 

• Stable 48 hours at room temperature and 7 days refrigerated. 

Bleomycin:_5-units/m^ IV push day 8. 

• A test dose of 2 U is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in NS or sterile water 1-5 cc 

for the 15-unit vial and 2-10 cc for the 30-unit vial. Should NOT be diluted in D5W. 

• Stable for 24 hours when diluted with NS. 

• Given IV push or further diluted in NS and infused or pushed over at least 10 minutes. 

• Reduce dose with impaired renal function. 

Vincristine:_1.4-mg/m^/day IV continuous infusion on days 1-4 

• Maximum dose, 2 mg. 

• Available in 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• Vesicant 

Methotrexate_120-mg/m^ IV on day 8 

• A 250-mg vial further diluted in NS. 

• Reconstituted solution stable for 24 hours at room temperature. 

• High-dose methotrexate requires leucovorin rescue. Drug interactions 

include aspirin, penicillins, NSAIDs, cephalosporins, phenytoin, warfarin, 

5-fluorouracil, thymidine, folic acid, and omeprazole. 

Leucovorin_25-mg/m^ PO every 6 hours for six doses, beginning 24 hours after 

methotrexate 

• Myelosuppression: Dose-limiting toxicity. 

• GI Toxicides: Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis, stomatitis, and diarrhea. Constipation and paralytic ileus secondary to autonomic 

neuropathy. 



466 Non-Hodgkin's Lymphoma 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, pericardi¬ 

tis, or myocarditis. Usually transient and asymptomatic. 

• Steroid Toxicides: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Hypersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 

may occur with etoposide. 

• CU Toxicides: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. At bigh doses, cerebellar toxicity, including nystag¬ 

mus, dysarthria, ataxia, slurred speech, difficulty with fine motor coordination, lethargy, 

or somnolence. Patients with rapidly rising creatinine level due to tumor lysis syndrome 

or neurotoxicity should discontinue the high-dose cytarabine. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment; treat with hydra¬ 

tion and allopurinol. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

bands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 

Moderately to highly emetogenic protocol. 

□ C-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

Four visits per cycle. Request 4-6 cycles worth of visits. 

Three hours day 1 and 3 hours day 8. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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HIGH-GRADE 

Magrath Protocol (Burkitfs Lymphoma) 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, sedimentation rate, MUGA, Ommaya reservoir placement vs lumbar 
puncture every cycle, 

CBC: Chemistry, RFTs, and LFTs before each treatment 

5-HT3, dexamethasone, and acetaminophen 

Cyclophosphamide:_ 1200-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Doxorubicin:_40-mg/m^ IV on day I 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV. 

Vincristine:_1.4-mg/m^ IV on day 1 (maximum dose 2 mg) 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• IV push through a free-flowing IV 

Prednisone:_40-mg/m^ PO on days 1-5 

• Take with breakfast. 

Methotrexate_300-mg/m^ IV on day 10 for 1 hour and then 

Methotrexate_60-mg/m^ on days 10 and 11 for 41 hours 

• 250-mg vial further diluted in NS. 

• Reconstituted solution stable for 24 hours at room temperature. 

• High-dose methotrexate requires leucovorin rescue and adequate hydration. 

• Drug interactions include aspirin, penicillins, NSAIDs, cephalosporins, phenytoin, war¬ 

farin, 5-fluorouracil, thymidine, folic acid, and omeprazole. 

Leucovorin rescue_15-mg/m^ IV over 15 minutes every 6 hours for 8 doses 

starting 24 hours after methotrexate on day 12 

• Reconstitute vials with sterile water and further with NS or D5W. 

Intrathecal cytarabine_30-mg/m^ IT on day 7, cycle 1 only;_45-mg/m^ IT 

on day 7 all subsequent cycles 

• Use preservative-free NS to dilute. Must use immediately after reconstitution. Discard 

unused drug. 

• Available in 100-mg vials. 

Intrathecal methotrexate_12.5-mg IT on day 10, all cycles 

• Use preservative-free NS to dilute. Must use immediately after reconstitution. Discard 

unused drug. 

• Available in 50-mg and 250-preservative free vials. 

• Myelosuppression: Dose-limiting toxicity. 

• GI Toxicities: Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis and stomatitis. Constipation and paralytic ileus secondary to autonomic neuropathy. 

Diarrhea is common and an indication to interrupt therapy of methotrexate. Transient 

increases in LFTs can be seen with methotrexate. 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, pericardi¬ 

tis, or myocarditis. Usually transient and asymptomatic. 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

Monitor BUN and creatinine levels because methotrexate can precipitate in renal tubules, 

resulting in acute tubular necrosis. 

• Neurotoxicity: Peripheral neuropathy with vincristine, including numbness, weakness, 

myalgias, and late severe motor difficulties. Jaw pain. CNS toxicity with paresthesias, 

neuropathies, dizziness, blurred vision, ataxia, lethargy, headache, confusion, and/or 

seizures. Intrathecal chemotherapy can increase cerebrospinal fluid pressure. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased; muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and psy¬ 

chosis. Cataracts or glaucoma may develop. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Photosensitivity. 

• Tumor lysis syndrome occurring 1—5 days after initiation of treatment; treat with hydra¬ 

tion and allopurinol. 

• SIADH: May occur with high-dose cyclophosphamide. Monitor serum Na^ level, intake 

and output, and daily weights. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 28 days. 

Five visits every 3 weeks. 

Chair time 2-3 hours. 2 hours day 1; 2 hours day 10; 1 hour day 7. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Non-Hodgkin's Lymphoma 469 

Cyclophosphamide + Doxorubicin + Vincristine + Methotrexate + Leucovorin 

(Regimen A-CODOX-M) (Small Non-Cleaved and Burkitt's Lymphoma) 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, sedimentation rate, MUGA, Ommaya reservoir placement vs lumbar 

puncture each cycle. 

CBC: Chemistry, RFTs, and LFTs before each treatment 

5-HT3 and dexamethasone IV 

Cyclophosphamide:_800-mg/m^ IV on day I 

Cyclophosphamide_200-mg/m^ IV on days 2-5 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Doxoruhicin:_40-mg/m^ IV on day 1 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV 

Vincristine:_1.5-mg/m^ IV push through free-flowing IV on days 1 and 8 in cycle 

1; days 1, 8, and 15 in cycle 3. Maximum dose 2 mg. 

• Vesicant 

• Available in 1 mg/mL 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

Methotrexate_ 1200-mg/m^ IV over 1 hour on day 10, followed by 

Methotrexate_240-mg/m^/hour for the next 23 hours on day 10 

• 250-mg vial further diluted in NS. 

• Reconstituted solution stable for 24 hours at room temperature. 

• High-dose methotrexate requires leucovorin rescue and adequate hydration. 

• Drug interactions include aspirin, penicillins, NSAIDs, cephalosporins, phenytoin; war¬ 

farin, 5-fluorouracil, thymidine, folic acid, and omeprazole. 

Leucovorin rescue_192-mg/m^ IV on day 11, starting 36 hours after the start of 

the methotrexate infusion 

Leucovorin_12-mg/m^ IV every 6 hours until serum MTX levels < 50 nM 

• Reconstitute vials with sterile water and further with NS or D^W 

CNS Prophylaxis 

Intrathecal cytarahine_70-mg/m^ IT on days 1 and 3 

• Use preservative-free NS to dilute. Must use immediately after reconstitution. 

• Discard unused drug. 

• Available in 100-mg vials. 

Intrathecal methotrexate_12-mg IT on day 15 

• Use preservative-free NS to dilute. Must use immediately after reconstitution. 

• Discard unused drug. 

• Available in 50- and 250-mg preservative-free vials. 

• Myelosuppression: Dose-limiting toxicity. 

• GI Toxicides: Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis and stomatitis. Constipation and paralytic ileus secondary to autonomic neuropathy. 

Diarrhea is common and an indication to interrupt therapy of methotrexate. Transient 

increases in LFTs can be seen with methotrexate. 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, pericardi¬ 

tis, or myocarditis. Usually transient and asymptomatic. 
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• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 

Monitor BUN and creatinine levels because methotrexate can precipitate in renal tubules, 

resulting in acute tubular necrosis. Hemorrhagic cystitis, hematuria, frequency preventa¬ 

ble with uroprotection and hydration of 2-3 L per day. Monitor BUN and serum creati¬ 

nine levels. 

• Neurotoxicity: Peripheral neuropathy with vincristine, including numbness, weakness, 

myalgias, and late severe motor difficulties. Jaw pain. CNS toxicity with paresthesias, 

neuropathies, dizziness, blurred vision, ataxia, lethargy, headache, confusion, and/or 

seizures. Intrathecal chemotherapy can increase cerebrospinal fluid pressure. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Photosensitivity. 

• Tumor lysis syndrome occurring 1-5 days after initiation of treatment; treat with hydra¬ 

tion and allopurinol. 

• SIADH: May occur with high-dose cyclophosphamide. Monitor serum Na"*", intake and 

output, and daily weights. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Alternate with 
Ifosfamide, Etoposide, Cytarabine (Regimen B-IVAC) 

Administer: 

Major Side Effects 

Ifosfamide_1500-mg/m^ IV on days 1-5 

• Available in 1- and 3-g vials. 

• Reconstitute with sterile water. 

• Further dilute to concentrations of 6-20 mg/mL in D5W or NS. 

• Stable for 24 hours refrigerated. 

• Phenobarbital, phenytoin, cimetidine, and allopurinol increase toxicity. 

• Ifosfamide may enhance anticoagulant effects of warfarin. 

Etoposide_60-mg/m^/d IV over 1-2 hours on days 1-5 

• VePesid 5 cc/100 mg; reconstitute etopophos with 5-10 mL of NS, D5W, sterile water, 

bacteriostatic sterile water, or bacteriostatic NS with benzyl alcohol to 20 mg/mL or 10 

mg/mL, respectively. Further dilute to final concentration NS or D5W to 0.1 mg/mL. 

Stability is dose concentration dependent from 8-96 hours. 

Cytarabine_2-g/m^/day IV over 2 hours q 12 hours on days 1 and 2 for a total of 

four doses 

• Dilute in sterile water with benzyl alcohol, then further dilute with 50-100 mL of 0.9% 

sodium chloride or D5W. 

• Stable 48 hours at room temperature and 7 days refrigerated. 

• IV hydration at 150/mL per hour with or without alkalinization, oral allopurinol, strict 

intake and output, and daily weights. 

Methotrexate_12-mg IT on day 5 

• 250-mg vial further diluted in NS, 

• Reconstituted solution stable for 24 hours at room temperature. 

• High-dose methotrexate requires leucovorin rescue and adequate hydration. 

• Drug interactions include aspirin, penicillins, NSAIDs, cephalosporins, phenytoin; war¬ 

farin, 5-fluorouracil, thymidine, folic acid, and omeprazole. 

• Myelosuppression: Dose-limiting toxicity. 

• GI Toxicities: Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis and stomatitis. Constipation and paralytic ileus secondary to autonomic neuropathy. 

Diarrhea is common and an indication to interrupt therapy of methotrexate. Transient 

increases in LFTs can be seen with methotrexate. 

• Nephrotoxicity: Patients with renal dysfunction are at risk. Monitor electrolyte, BUN, 

and creatinine values. 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Cerebellar Toxicity: High doses of cytarabine can result in cerebellar toxicity, including 

nystagmus, dysarthria, ataxia, slurred speech, difficulty with fine motor coordination, 

lethargy, or somnolence. Assess baseline neurologic status and cerebellar function (coor¬ 

dinated movements, such as handwriting and gait) before and during therapy. If cerebel¬ 

lar toxicity develops, treatment must be discontinued. 

• Skin Alterations: Alopecia with total hair loss. Sterile phlebitis may occur at injection 

site. Hyperpigmentation, dermatitis, and nail ridging may occur. Total alopecia. 

• Sensory/perceptual alterations: Lethargy and confusion at high doses of ifosfamide; 

usually lasting 1-8 hours; reversible. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Regimen A-3 hours day 1 and 8; 1 hour day 2-5 and day 15. 

Regimen B-3 hours day 1 and 2; 1 hour day 5. 

Alternate Regimen A with Regimen B for 4 cycles. 

Requests 15-20 visits per cycle. May need hospitalization for every 12-hour treatment. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ _! __ 
M^ Diagnosis Ht Wt 



472 Non-Hodgkin's Lymphoma 

Stanford Regimen (Small Non-Cleaved Cell and Burkitfs Lymphoma) 

Baseline laboratory tests: 

Laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, sedimentation rate, MUGA 

CBC: Chemistry, RFTs, and LFTs before each treatment 

5-HT3, dexamethasone 

Cyclophosphamide:_ _ 1200-mg/m^ IV on day 1 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration equals 20 mg/mL. 

• Further dilute into NS or D5W 250-300 mL. 

Doxorubicin:_40-mg/m^ IV on day 1 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV 

Vincristine:_ I.4-mg/m^ IV on day 1 (maximum dose 2 mg) 

• Available in I-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• Vesicant. 

• Given IV push through a free-flowing IV 

Prednisone:_40-mg/m^ PO on days 1-5 

• Take with breakfast. 

Methotrexate_3000-mg/m^ IV over 6-hour day on day 10 

• 250-mg vial further diluted in NS. 

• Reconstituted solution stable for 24 hours at room temperature. 

• High-dose methotrexate requires leucovorin rescue and adequate hydration. 

• Drug interactions include aspirin, penicillins, NSAIDs, cephalosporins, phenytoin, 

warfarin, 5-fluorouracil, thymidine, folic acid, and omeprazole. 

Leucovorin_25-mg/m^ IV or PO every 6 hours for 12 doses beginning 24 hours 

after methotrexate 

• Reconstitute vials with sterile water and further with NS or D5W. 

Intrathecal methotrexate_12-mg IT on days 1 and 10. 

• Use preservative-free NS to dilute. Must use immediately after reconstitution. 

• Discard unused drug. 

• Available in 50- and 250-mg preservative-free vials. 

• Myelosuppression: May be severe. Teach self-care measures to minimize risk of infection 

and bleeding. 

• GI Toxicities: Nausea, vomiting, and anorexia; moderately to highly emetogenic. Mucosi¬ 

tis and stomatitis. Constipation and paralytic ileus secondary to autonomic neuropathy. 

• Chemical Arachnoidits: Severe headaches, mochal rigidity, seizures, vomiting, fever, and 

an inflammatory cell infiltrate in the CSF 

• Cerebral Dysfunction; Paresis, aphasia, behavioral abnormality, and seizures with high 

dose methotrexate. Occurs within 6 days of treatment. Resolves within 48-72 hours. 

• Cardiotoxicity: Dose limit 450-550 mg/m^. Arrhythmias and/or EKG changes, 

pericarditis, or myocarditis. Usually transient and asymptomatic. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. Adequate hydra¬ 

tion and leucovorin rescue for high-dose methotrexate to prevent acute renal tubular 

necrosis. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Skin Alterations: Total alopecia, hyperpigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

• Reproduction: Pregnancy category D. Breastfeeding should be avoided. Discuss sperm 

banking. 

Moderately to highly emetogenic protocol. 

□ G-CSF_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp) 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days for three cycles. 

Weekly chemotherapy 16 visits. 

Chair time of 2-3 hours. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 
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MANTLE CELL LYMPHOMA 

Bortezomib (Velcade) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy 

5-HT3 and dexamethasone 

Bortezomib_1.5-mg/m^ IV push, followed by saline flush on days 1, 4, 8, and 11; 

followed by a 10-day rest period. 

• Dilute powder in 3.5 mL of NS. Reconstituted product should be clear. 

• Stable for 8 hours at room temperature. 

• Myelosuppression: Neutropenia and thrombocytopenia. 

• GI Toxicides: Nausea and vomiting, anorexia, constipation, and dehydration. 

• Orthostatic hypotension. 

• Fatigue: Fatigue, malaise, and generalized weakness. 

• Peripheral Neuropathy: Mix of sensorimotor neuropathy. May improve and/or return to 

baseline with discontinuation of drug. 

• Steroid Toxicides: Sodium and water retention, Cushingoid changes, and behavioral 

changes, including emotional lability, insomnia, mood swings, and euphoria. May in¬ 

crease glucose and sodium levels, decrease potassium level, and affect warfarin dose. 

• Musculoskeletal Changes: Muscle weakness, loss of muscle mass, osteoporosis, and 

pathologic fractures with prolonged use. 

• Perceptual Alterations: Cataracts or glaucoma may develop. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta)__ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

1 hour 

Five to 6 days per cycle. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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CD20+, B-CELL LYMPHOMAS 

CHOP + Rituxan (Rituxiniab)-Monoclonal Antibody (GELA Study) 

Baseline laboratory tests: CBC: Chemistry, sedimentation rate 

Initiate IV: 

Premedication: 

Draw blood before each chemotherapy administration: CBC 

5-HT3 and dexamethasone 

Tylenol 1000-mg PO 30 minutes and 

Diphenhydramine 50 mg in 150 cc of NS over 30 minutes (or PO), may use 

Cimetidine 300 mg in 100 cc NS to help reduce infusion reactions. Especially within first 

treatment of Rituxan. 

Administer: Rituxan: 375-mg/m^ IV infusion on dav 1 

• Available in 500-mg/50-mL and lOO-mg/10-mL vials. Further dilute in NS to ma^e final 

concentration of 1 or 4 mg/1 mL. 

• Stable for 24 hours at room temperature and an additional 24 hours refrigerated. 

• Discard unused portion. 

• Use infusion pump and blood pressure monitor. 

First infusion: Initial rate of 50 mg/hr. Increase infusion rate in 50-mg/hr increments every 

30 minutes to a maximum rate of 400 mg/hr. 

• If a hypersensitivity-related event develops, the infusion should be temporarily slowed or 

interrupted. 

• Resume infusion at 50% of previous rate after symptoms subside. May 

give additional cortisteroids or diphenhydramine to reduce hypersensitivity reactions. 

• Monitor vital signs every 10 minutes for the first hour and then every 30 minutes 

thereafter. 

Subsequent infusions: Initial rate of 100 mg/hr. Increase rate by 100 mg/hr every 30 min¬ 

utes to a maximum rate of 400 mg/hr as tolerated. Do NOT give IV push. 

Cvclophosphamide: 750-mg/m^ IV over 1 hour on dav 1 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration equals 20 mg/mF. 

• Further dilute into NS or D5W 250-500 mF. 

Doxorubicin: 50-me/m^ IV on dav 1 

• Vesicant 

• Available as 2 mg/mF. Refrigerated. Given IV push through a free-flowing IV 

Vincristine: 1.4-ma/m^ IV push on dav 1 (maximum dose 2 mg) 

• Vesicant 

Supportive drugs: 

• Available in 1-, 2-, and 5-mg vial. 

• Refrigerated. 

• Given IV push through a free-flowing IV 

Prednisone: 40-mg PO on davs 1 through 5 and then taper to 0 

• Take with breakfast. 

n pepfilerastim (Neulasta) □ filgrastim (Neupogen) 

n epoetin alfa (Procrit)/ □ Allopurinol 
darbepoetin alfa (Aranesp) 

n Antibiotic □ Antifungal 

Major Side Effects , • Myelosuppression: Moderate to severe. Potential for infection with B-lymphocytes 

reduced, resulting in bacterial infections not related to neutropenia. 

• G1 Toxicides: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• GU Toxicides: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 
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• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Hypersensitivity Reactions: Infusion-related reactions occur within 30 minutes to 2 

hours after the beginning of the first infusion. Fever, chills, and rigors most common. 

Bronchospasm, dyspnea, pruritus, hypotension, back pain, and angioedema may also be 

seen. Will resolve when the infusion is stopped and/or symptomatic treatment (aceta¬ 

minophen, diphenhydramine, and IV NS) is given. Have emergency hypersensitivity/ 

anaphylaxis medications available (e.g., epinephrine, antihistamines, bronchodilators, 

and corticosteroids). 

• Skin Reactions: Rare and include paraneoplastic pemphigus, Stevens-Johnson syndrome, 

lichenoid dermatitis, vesiculobullous dermatitis, and toxic epidermal necrolysis. Drug 

therapy should be discontinued, and skin biopsy should be obtained to determine cause. 

• Tumor lysis syndrome: Patients with high tumor burden or high white blood cell count at 

risk. Occurs in first 5 days after infusion. Treat/prevent with hydration and allopurinol. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Treatment schedule: Repeat cycle every 21 days. Rituximab is to be administered first, followed by cyclophos¬ 

phamide, doxorubicin, and vincristine. 

Estimated number of visits: Two visits per cycle. Request 4-6 worth of visits. 

Chair time: First cycle 6-8 hours, 2nd cycle 4-6 hours. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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CHOP + Rituxan (Rituximab) 

Baseline laboratory tests: 

Initiate IV: 

Premedication: 

Administer: 

Supportive drugs: 

Major Side Effects 

-Monoclonal Antibody (Vose or Nebraska Regimen) 

CBC; Chemistry and sedimentation rate 

Draw blood before each chemotherapy administration: CBC 

5-HT3 and dexamethasone (for nausea and may be used to prevent or treat infusion-related 

reactions) 

Tylenol 1000-mg PO 30 minutes and 

Diphenhydramine 50-mg in 150 cc of NS over 30 minutes (or PO) may use 

Cimetidine 300 mg in lOOcc NS to help reduce infusion reactions. Especially within first 

treatment of Rituxan. 

Rituxan;_375-mg/m^ IV infusion on day 1 

• Available in 500-mg/50 mL and lOO-mg/10-mL vials. Further dilute in NS to make final 

concentration of 1 or 4 mg/1 mL. 

• Stable for 24 hours at room temperature and an additional 24 hours refrigerated. 

• Discard unused portion. 

• Use infusion pump and blood pressure monitor. 

First infusion; Initial rate of 50 mg/hr. Increase infusion rate in 50-mg/hr increments every 

30 minutes to a maximum rate of 400 mg/hr. 

• If a hypersensitivity-related event develops, the infusion should be temporarily slowed 

or interrupted. May give additional corticosteroids and/or diphenhydramine to help alle¬ 

viate hypersentivity reactions. 

• Resume infusion at 50% of previous rate after symptoms subside. 

• Monitor vital signs every 10 minutes for the first hour and then every 30 minutes 

thereafter. 

Subsequent infusions: Initial rate of 100 mg/hr. Increase rate by 100 mg/hr every 30 min¬ 

utes to a maximum rate of 400 mg/hr as tolerated. Do NOT give IV push. 

Cyclophosphamide:_750-mg/m^ IV over 1 hour on day 3 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. 

• Final concentration 20 mg/mL. 

• Further dilute into NS or D5W 250-500 mL. 

Doxoruhicin:_50-mg/m^ IV on day 3 

• Vesicant 

• Available as 2 mg/mL. 

• Refrigerated. 

• Given IV push through a free-flowing IV. 

Vincristine:_1.4 mg/m^ IV push on day 3 (maximum dose 2 mg) 

• Vesicant. 

• Available in 1-, 2-, and 5-mg vial. 

• Refrigerated. 

• Given IV push through a free-flowing IV 

Prednisone:_100-mg PO on days 3-7; then taper to 0 

• Take with breakfast. 

□ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

• Myelosuppression: Moderate to severe. Potential for infection with 

B-lymphocytes reduced, resulting in bacterial infections not related to neutropenia. 

• GI Toxicides: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• GU Toxicides: Discoloration of urine from pink to red up to 48 hours. Hemorrhagic cys¬ 

titis or irritation of bladder wall capillaries; preventable with appropriate hydration. 
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• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Steroid Toxicides: Sodium and water retention, cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Hypersensitivity Reactions: Infusion-related reactions occur within 30 minutes to 2 hours 

of the beginning of the first infusion. Fever, chills, and rigors most common. Bron- 

chospasm, dyspnea, pruritus, hypotension, back pain, and angiodema may also be seen. 

Will resolve when the infusion is stopped and/or symptomatic treatment (acetamino¬ 

phen, diphenhydramine, and IV saline) is given. Have emergency hypersensitivity/ 

anaphylaxis medications available (e.g., epinephrine, antihistamines, bronchodilators, 

and corticosteroids). 

• Skin Reactions: Rare and include paraneoplastic pemphigus, Stevens-Johnson syndrome, 

lichenoid dermatitis, vesiculobullous dermatitis, and toxic epidermal necrolysis. Drug 

therapy should be discontinued and skin biopsy should be obtained to determine cause. 

• Tumor lysis syndrome: Patients with high tumor burden or high white blood cell count at 

risk. Occurs in first 5 days after infusion. Treat/prevent with hydration and allopurinol. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Treatment schedule: Repeat cycle every 21 days. Rituximab is to be administered first, followed by cyclophos¬ 

phamide, doxorubicin, and vincristine. 

Estimated number of visits: Two visits per cycle. Request 4-6 worth of visits. 

Chair time: Six to 8 hours day 1; 2-3 hours day 3; 4-6 hours day 1 cycles 2-6. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 
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Salvage Regimens 

Etoposide (VP-16), Cytarabine, Cisplatin (ESHAP) 

Baseline laboratory tests: CBC: Chemistry, sedimentation rate, and Mg 

Perform laboratory tests 

monthly: CBC; Chemistry, (Draw CBC: Chemistry, at nadir, 10 days) 

Access central venous catheter. 

Premedicate: 

Administer: 

5-HT3 and dexamethasone 

Etoposide dO-mg/m^ IV infusion on days 1-4 

• Available in 500- and 1000-mg vials, 20 mg/mL. 

• Further dilute with NS or D5W to 0.1-mg/mL final concentration. 

• Give over 30-60 minutes to minimize risk of hypotension. 

• Stable for 48 hours at room temperature. 

• Enhances warfarin action by increasing PT. 

• Dose modification for increased bilirubin level or creatinine clearance. 

Methylprednisolone (Solu-Medrol); 500-mg IV on days 1-4 

Cisplatin 2000 me/m^ continuous infusion on davs 1-4 

• Available in 100-mg vials, 1-mg/mL concentration. 

• Further dilute to 100-1000 mL with NS. 

• Do NOT mix with D5W. 

• Avoid aluminum needles. 

• Stable for 24 hours at room. 

Major Side Effects 

• Reduces renal clearance of etoposide, and decreases effect of phenytoin. 

• Cisplatin is inactivated in the presence of alkaline solutions containing sodium bicarbon¬ 

ate. 

• May add Mg^"*". 

Cvtarabine: 2000 mg/m^ IV on dav 5 over 2 hours after cisplatin and etoposide 

• Reconstitute with water with benzyl alcohol, then dilute with 0.9% sodium chloride or 

D5W. 

• Reconstituted drug is stable for 48 hours at room temperature and 7 days refrigerated. 

• Myelosuppression: Moderate to severe. 

• Hypersensitivity Reactions: Characterized by hypotension, bronchospasms, or wheezing 

may occur with etoposide. Hypersensitivity reactions can occur with cisplatin. 

• G1 Toxicides: Nausea and vomiting, anorexia, and metallic taste of foods; moderate to 

highly emetogenic; mucositis, diarrhea. 

• Potential Renal Damage: Dose-limiting toxicity with cisplatin. Can be prevented by ade¬ 

quate hydration and diuresis. 

• Neurotoxicity; Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. Neurotoxicity dose limiting. Effects on renal function 

dose related and seen 10-20 days after therapy. Peripheral neuropathy, including numb¬ 

ness, weakness, myalgias, and late severe motor difficulties. High-dose cytarabine includes 

cerebellar toxicity, including nystagmus, dysarthria, ataxia, slurred speech, difficulty with 

fine motor coordination, lethargy, or somnolence. Assess baseline neurologic status and 

cerebellar function (coordinated movements, such as handwriting and gait). 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Steroid Toxicides; Sodium and water retention, cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss sperm 

banking. 
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Supportive drugs: 

Initiate antiemetic protocol 
after chemotherapy: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

□ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Moderately emetogenic. 

Repeat cycle every 21 days. 

10 to 15 visits every 3 weeks 

Three hours days 1-5. Mix levels and CBC as indicated by doctor. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ 
Diagnosis Ht Wt 
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Dexamethasone, High-Dose Cytarabine, Cisplatin (DHAP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

CBC: Chemistry, renal and LFTs 

Bone marrow biopsy, central line placement 

NS 

5-HT3 and dexamethasone IV 

Cytarabine_2000-mg/mVday IV over 2 hours q 12 hours for 2 doses on day 1 

• Dilute in sterile water with benzyl alcohol, then further dilute with 50-100 mL of 0.9% 

sodium chloride or D5W. 

• IV hydration at 150/mL per hour with or without alkalinization, should give oral allop- 

urinol, strict intake and output recording, and daily weights. 

• Stable for 48 hours at room temperature and 7 days refrigerated. 

Cisplatin_100-mg/m^ IV on day 1 

• Available in 100-mg vials, 1-mg/mL concentration. 

• Further dilute to 100-1000 mL with NS. 

• Do NOT mix with D5W. 

• Avoid aluminum needles. 

• Stable for 24 hours at room temperature. 

• Reduces renal clearance of etoposide and decreases effect of phenytoin. 

• Cisplatin is inactivated in the presence of alkaline solutions containing sodium 

bicarbonate. 

Dexamethasone:_40-mg PO on days 1-14 

• Repeat cycle every 3-4 weeks. 

Drug interactions: Decreases efficacy of gentamicin and digoxin 

• Bone Marrow Depression: Nadir biphasic and severe. 

• G1 Toxicides: Severe nausea and vomiting acute and delayed; anorexia and taste 

alterations. 

• Skin Alterations: Total alopecia, impaired skin/mucosal changes, including maculopapu- 

lar rash. 

• Neurotoxicity: High doses of cytarabine can result in cerebellar toxicity, including nys¬ 

tagmus, dysarthria, ataxia, slurred speech, difficulty with fine motor coordination, 

lethargy, or somnolence. Assess baseline neurologic status and cerebellar function (coor¬ 

dinated movements, such as handwriting and gait) before and during therapy. If cerebel¬ 

lar toxicity develops, treatment must be discontinued. Cisplatin causes peripheral 

neuropathy and ototoxicity. 

• Saline or steroid drops to both eyes may be indicated for 24 hours after completion of 

high cytarabine. 

• Alteration in Urinary Elimination: Tumor lysis syndrome can occur 1-5 days after initia¬ 

tion of treatment; treat with hydration and allopurinol. Daily weights and intake and 

output recording. Monitor electrolytes, creatinine, BUN, uric acid, and phosphorus daily 

during treatment to evaluate tumor lysis. Discontinue therapy with rapidly increasing 

creatinine. Cisplatin can cause necrosis of proximal and distal renal tubules. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, and increased sodium level. Warfarin and insulin doses may need to be in¬ 

creased. Muscle weakness, loss of muscle mass, osteoporosis, and pathologic fractures 

with prolonged use. Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. Cataracts or glaucoma may develop. 

• Sexual Dysfunction: Mutagenic and teratogenic; discuss contraception and sperm banking. 

Highly emetogenic protocol. 
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Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) + ' • 
G-CSF_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ ^ 
darbepoetin alfa (Aranesp) _ ' ' 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 3-4 weeks. 

May require hospitalization on day 1. Daily or every other day for blood counts; 12 visits in 

4 weeks. Chair time 3 hours day. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 
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Ifosfamide, Etoposide, Carboplatin (ICE) 

Baseline laboratory tests: CBC: Chemistry, renal and LFTs 

Baseline procedures or tests: Bone marrow biopsy, central line placement 

NS 

5-HT3 and dexamethasone IV 

Ifosfamide_5000-mg/m^ IV continuous infusion for 24 hours on day 2 

• Available in 1- and 3-g vials. 

• Reconstitute with sterile water. 

• Further dilute to concentrations of 0.6-20 mg/mL in D5W or NS. 

• Stable for 24 hours refrigerated. 

• Phenobarbital, phenytoin, cimetidine, and allopurinol increase toxicity. 

• Ifosfamide may enhance anticoagulant effects of warfarin. 

Etoposide_100-mg/m^/d IV over 1-2 hours on days 1-3 

• VePesid 5 cc/100 mg; etopophos reconstitute with 5-10 inL NS, D5W, sterile water, 

bacteriostatic sterile water, or bacteriostatic NS with benzyl alcohol to 20 mg/mL or 

10 mg/mL, respectively. 

• Further dilute to final concentration NS or D3W to 0.1 mg/mL. 

• Stability is dose concentration dependent from 8-96 hours. 

Carboplatin_AUC of 5.0, IV infusion over 1 hour on day 2 

• Available in 50-, 150-, 450-, and 600-mg vials (lyophilized powder should be diluted 

with sterile water). 

• Dilute further in D5W or NS. 

• Stable for 24 hours. 

• Dose modification for creatinine clearance < 60 cc/min or if other values are abnormal. 

Mesna_5000-mg/m^ continuous IV infusion in combination with ifosfamide 

• Available in 1000-mg multidose vials. Dilute with D5W or NS. 

• Reconstituted solution stable for 24 hours at room temperature. 

GCSF is administered at 5 (Jtg/kg on days 5-12. 

• Repeat cycle every 14 days. 

Major Side Effects • Bone Marrow Depression: Myelosuppression is dose-limiting toxicity. 

• GI Toxicides: Nausea and vomiting moderately to highly emetogenic, anorexia. Monitor 

LFT results. 

• Nephrotoxicity: Patients with renal dysfunction are at risk. Monitor electrolyte, BUN, 

and creatinine values. 

• Potential for Hypersensitivity Reactions: Carboplatin may cause allergic reactions rang¬ 

ing from rash, urticaria, erythema, and pruritus to anaphylaxis; occurring within min¬ 

utes of infusion. 

• Altered Urinary Elimination: Hemorrhagic cystitis, hematuria; frequency preventable with 

uroprotection and hydration of 2—3 L per day. Monitor BUN and serum creatinine levels. 

• Skin Alterations: Alopecia with total hair loss. Sterile phlebitis may occur at injection 

site. Hyperpigmentation, dermatitis, and nail ridging may occur. 

• Sensory/perceptual Alterations: Lethargy and confusion at high doses of ifosfamide, 

usually lasting 1-8 hours; reversible. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: CD G-CSF (Neupogen)_ D pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1-2 hours on days 1 and 3, and 2-3 hours on day 2. Repeat cycle every 14 days. 

Initiate IV: 

Premedicate: 

Administer: 

Treatment schedule: 
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Estimated number of visits: 3 days first week. Monitor CBC. 

Dose Calculation bv: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 
/ / 

Ht Wt 
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Mesna, Ifosfamide, Mitoxantrone, Etoposide (MINE) 

Baseline laboratory tests: CBC: Chemistry on day 1 

Premedicate: 5-HT3 and dexamethasone 10-mg IV 

Administer: Mesna_ 1330-mg/m^ IV infusion 15 minutes before ifosfamide on days 1-3 then, 

500-mg/day IV 4 hours after ifosfamide on days 1-3 

• Available in 1000-mg multidose vials. Dilute with D5W or NS. 

• Reconstituted solution stable for 24 hours at room temperature. Also 

available in 400-mg, white, oblong tablets for oral use (IV dose is 20% 

of ifosfamide dose; oral dose is 40% of ifosfamide dose). 

Ifosfamide_ 1330-mg/m^ IV infusion on days 1-3 

• Available in 1- and 3-g vials. 

• Reconstitute with sterile water. 

• Further dilute to concentrations of 0.6-20 mg/mL in D5W or NS. 

• Stable for 24 hours refrigerated. 

• Phenobarbital, phenytoin, cimetidine, and allopurinol increase toxicity. 

• Ifosfamide may enhance anticoagulant effects of warfarin. 

Mitoxantrone_8-mg/m^ IV infusion on day 1 only 

• IV push over 3 minutes through the side arm of a free-flowing IV or IV infusion over 

5-30 minutes. 

• Available at 20 mg in 10-mL dark blue solution. 

• May be diluted in D5W or NS. 

• Stable at room temperature for 48 hours. 

• Incompatible with heparin. 

Etoposide_65-mg/m^ IV infusion on days 1-3 

• Available in 500- and 1000-mg vials, 20 mg/mL. 

• Further dilute with NS or D5W to 0.1-mg/mL final concentration. 

• Give over 30-60 minutes to minimize risk of hypotension. 

• Stable 48 hours at room temperature. 

• Enhances warfarin action by increasing PT. 

• Dose modification for increased bilirubin level or creatinine clearance. 

Major Side Effects • Myelosuppression; Nadir in 9-14 days. 

• G1 Toxicities: Nausea, vomiting, and anorexia. Monitor LFT results. 

• Cardiotoxicity; CHF with decreased left ventricular ejection fraction (< 3 %), increased 

cardiotoxicity with cumulative dose of mitoxantrone > 180 mg/m^. 

• Hypersensitivity Reactions: Infusion-related reactions occur within 30 minutes to 

2 hours after the beginning of the first infusion. Fever, chills, and rigors most common. 

Bronchospasms may occur with etoposide; hypotension with rapid infusion. 

• Skin Alterations: Alopecia with total hair loss. Sterile phlebitis may occur at injection 

site. Hyperpigmentation, dermatitis, and nail ridging may occur. Radiation recall with 

etoposide. 

• Altered Urinary Elimination: Hemorrhagic cystitis, hematuria, frequency preventable with 

uroprotection and hydration of 2—3 L per day. Monitor BUN and serum creatinine levels. 

Urine will be green-blue for 24 hours; sclera may become temporarily discolored blue. 

• Sensory/perceptual alterations: Eethargy and confusion at high doses of ifosfamide, 

usually lasting 1-8 hours; reversible. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Initiate antiemetic protocol: Highly emetogenic protocol. 
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Supportive drugs: 

I 

Treatment schedule: 

Estimated number of visits: 

□ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

Chair time 6 hours day 1-3. Request 5 visits per cycle. 3-6 cycles worth of visits 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 
_/ _ 
Ht Wt 

/ 



NON-HODGKIN'S LYMPHOMA 

dir ' 

J. 
Primary CNS Lymphoma 

Methotrexate...^89 

3.5-g/m^ IV over 2 hours every other week for five doses 

Intrathecal methotrexate: 12-mg IT weekly every other week after IV MTX 

Leucovorin: 10-mg IV every 6 hours for 12 doses, starting 24 hours after 

IV MTX 

Leucovorin: 10-mg IV every 12 hours for 8 doses, starting 24 hours after 

IT MTX 

Vincristine: 1.4-mg/m^ IV every other week along with IV MTX 

Procarbazine: 100-mg/m^/day PO for 7 days on first, third, and fifth cycle 

of IV MTX 

• After chemotherapy is completed, whole-brain radiation therapy to a 

total dose of 45 cGy.^°‘^ 

Single-Agent Regimens 

Rituximab: 375-mg/m^ IV on days 1, 8, 15, and 22 

May repeat one additional cycle. 

Ibritumomab Tiuxetan (Zevalin) Regimen . .492 

Rituximab: 250 mg/m^ IV on days 1 and 8 

^^^In-ibritumomab tiuxetan: 5 mCi of ^^Hn, 1.6 mg of ibritumomab 

tiuxetan IV on day 1 

^®Y-ibritumomab tiuxetan: 0.4-mCi/kg IV over 10 minutes on day 8 after 

the day 8 rituximab dose 

The dose of ^°Y-ibritumomab tiuxetan is capped at 32 mCi.^’^°^ 

Fludarabine. 

Fludarabine: 25-mg/m^ IV on days 1-5 

Repeat cycle every 28 days.^’^'^^ 

487 
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Cladribine...495 

Cladribine; 0.5-0.7 mg/kg SC on days 1-5 or 0.1-mg/kg IV on days 1-7 

Repeat cycle every 28 days.^’^^® 

I ISl-tositumomab (Bexxar) .495 

Administered in radiation oncology department. 



Non-Hodgkin's Lymphoma 489 

Primary CNS Lymphoma 

Methotrexate, IT Methotrexate, Leucovorin, Vincristine and Procarbazine followed by Whole Brain Irradiation 

Baseline laboratory tests: 

Laboratory tests: 

Baseline procedures: 

Initiate IV: 

Premedication: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

CBC and Chemistry Panel, Creatinine Clearance S: 50 mL/h 

CBC before each treatment 

Diagnostic Lumbar Puncture, Ommaya reservoir 

0.9% Sodium Chloride 

5-HT3, dexamethasone 

Methotrexate_3.5 gm/m2 IV over 2 hours every other week for 5 doses 

• Available in 250-mg vial. 

• Further diluted in NS. 

• Reconstituted solution stable for 24 hours at room temperature. High-dose methotrexate 

requires leucovorin rescue. 

• Drug interactions include aspirin, penicillins, nonsteroidal anti-inflammatory drugs 

(NSAIDs), cephalosporins, phenytoin warfarin, 5-fluorouracil, thymidine, folic acid, and 

omeprazole. Vigorously hydrate; moderate dose of MTX 

Leucovorin:_10 mg IV every 6 hours for 6 doses for 12 doses, starting 24 hours after 

IV methotrexate 

Vincristine:_1.4 mg/m2 IV every other week along with IV methotrexate 

• Maximum dose 2 mg. 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials. 

• Keep refrigerated. 

• Given IV push through a free-flowing IV. 

Procarbazine_100 mg/m2/day PO for 7 days on 1st, 3rd and 5th cycle of IV 

methotrexate 

• Available in 50-mg tablets. 

Intratecal Methotrexate_12 mg IT weekly on alternate weeks after systemic 

IV methotrexate 

Leucovorin_10 mg IV every 12 hours for 8 doses starting 24 hours after IT methotrex¬ 

ate. 

• Myelosuppression; Dose-limiting toxicity. Nadir at days 4-7. 

• GI Toxicities: Nausea, vomiting, and anorexia; moderately to highly enietogenic. Mucosi¬ 

tis and stomatitis can be severe and dose limiting. Constipation and paralytic ileus sec¬ 

ondary to autonomic neuropathy. 

• GU Toxicities: Acute renal failure, azotemia, urinary retention and uric acid nephropathy. 

Provide adequate hydration. 

• Pulmonary Toxicities: Poorly defined Pneumonitis characterized by fever, cough and 

interstial infiltrates. 

• Flulike Syndrome: Fever, chills, sweating, lethargy, myalgias, and arthralgias common. 

• Hemorrhagic cystitis or irritation of bladder wall capillaries; preventable with appropriate 

hydration. Acute renal failure, azotemia, urinary retention, and uric acid nephropathy. 

• Neurotoxicity: Peripheral neuropathy including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. CNS toxicity with paresthesias, neuropathies, ataxia, 

lethargy, headache, confusion, and/or seizures. Usually occurs within 6 days of high 

dose Methotrexate and resolves within 48-72 hours. 

• Skin Alterations: Total alopecia, hyper pigmentation of nail beds and dermal crease of 

hands, greatest in dark-skinned individuals. Radiation recall. Sun sensitivity. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 



490 Non-Hodgkin's Lymphoma 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

□ G-CSF (Neupogen)_ □ Peg-G-CSF_ 

□ epoetin alfa □ Allopurinol_ 
(Procrit)/darbepoetin alfa 
(Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Administer one cycle. 

Weekly for 12 weeks. 

Chair time 2-3 hours every other week for Methotrexate and 1 hour of IT Methotrexate. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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Single-Agent Regimens 

Rituxan (Rituximab): Monoclonal Antibody; CD 20 Positive, B-Cell Non-Hodgkin's Lymphoma 

Baseline laboratory tests: 

Laboratory tests: 

Initiate IV: 

Premedication: 

Administer: 

Major Side Effects 

Treatment schedule: 

Estimated number of visits: 

Chair time: 

CBC: Chemistry and sedimentation rate 

Perform before each chemotherapy administration: CBC 

NS 

Dexamethasone may be used for patients to prevent or treat infusion-related reactions 

Tylenol 1000-mg PO 30 minutes before infusion 

Benadryl 50 mg in 150 cc of NS over 30 minutes (or PO) 

Rituxan_375-mg/m^ IV infusion 

• Available in 500-mg/50 mL and lOO-mg/10-mL vials. Further dilute in NS to make final 

concentration of 1 or 4 mg/1 mL. 

• Stable for 24 hours at room temperature and an additional 24 hours refrigerated. 

• Discard unused portion. 

• Use infusion pump and blood pressure monitor. 

First infusion; Initial rate of 50 mg/hr. Increase infusion rate in 50-mg/hr increments every 

30 minutes to a maximum rate of 400 mg/hr. If a hypersensitivity-related event develops, 

the infusion should be temporarily slowed or interrupted. Resume infusion at 50% of previ¬ 

ous rate after symptoms subside. Monitor vital signs every 10 minutes for the first hour, 

then every 30 minutes thereafter. 

Subsequent infusions: Initial rate of 100 mg/hr. Increase rate by 100 mg/hr every 30 min¬ 

utes to a maximum rate of 400 mg/hr as tolerated. Do NOT give IV push. 

• Hypersensitivity Reactions: Infusion-related reactions occur within 30 minutes to 2 hours of 

the beginning of the first infusion. Fever, chills, and rigors most common. Bronchospasm, 

dyspnea, pruritus, hypotension, back pain, and angioedema may also be seen. Will resolve 

when the infusion is stopped and/or symptomatic treatment (acetaminophen, diphenhy¬ 

dramine, and IV NS) is given. Have emergency hypersensitivity/anaphylaxis medications 

available (e.g., epinephrine, antihistamines, bronchodilators, and corticosteroids). 

• Potential for Infection: B-lymphocytes reduced, resulting in bacterial infections not 

related to neutropenia. 

• Skin Reactions: Rare and include paraneoplastic pemphigus, Stevens-Johnson syndrome, 

lichenoid dermatitis, vesiculobullous dermatitis, and toxic epidermal necrolysis. Drug 

therapy should be discontinued and skin biopsy should be obtained to determine cause. 

• Tumor Lysis Syndrome; Patients with high tumor burden or high white blood cell count at 

risk. Occurs in first 5 days after infusion. Treat/prevent with hydration and allopurinol. 

• Reproduction: Pregnancy category C. Breast feeding should be avoided. 

Repeat cycle weekly for four doses. 

May be repeated upon relapse. 

Maintenance therapy of one infusion every 2 months or every 6 months. 

Four for single therapy. 

6-8 hours with first dose. 4-6 hours in weeks 2-4. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 
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Ibritumomab Tiuxetan (Zevalin) Regimen 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, renal, and LFTs 

Bone marrow biopsy, central line placement 

NS 

Diphenhydramine, acetaminophen, dexamethasone 

Rituximab_250-mg/m^ IV, days 1 and 8 

• Dilute with NS or D5W to final concentration of 1-4 mg/mL. 

• Infusion rates easier to calculate if solution is 1:1 concentration. 

• Antibodies are fragile; do not shake vial or bag. 

• Do not use a filter. 

• Stable at room temperature for 24 hours. 

Given in Radiation Oncology Department 

^*^In-ibritumomab tiuxetan_5 mCi of ^^^In and_1.6 mg of 

ibritumomab tiuxetan IV on day 1 

^‘^-ibritumomab tiuxetan_0.4-mCL/kg IV over 10 minutes on day 8 after the 

day 8 rituximab dose. Dose of ^‘’Y-ibritumomab tiuxetan is capped at 32 mCi. 

See package insert for drug preparation, 

Day 1: ‘^‘in IV over 10 minutes using 0.22-micron filter, followed by rituximab IV within 

4 hours, initially at 50 mg/hr and gradually increasing the rate in 50-mg increments if no 

infusion reaction occurs to a maximum of 400 mg/hr. 

Biodistribution imaging 1; 2-24 hours after ‘‘^In injection; image 2: 48-72 hours later. 

Optional image 3; at 90-120 hours. 

If biodistribution acceptable, on day 7-9, rituximab 250-mg/m^ IV, and within 4 hours, 

^‘^Y-ibritumomab tiuxetan IV over 10 minutes. Avoid extravasation. 

• Myelosuppression: Severe and prolonged. 

• Hypersensitivity Reactions: Occur within 30 minutes to 2 hours, most commonly seen 

with first infusion and patients with high tumor burden and characterized by fever, 

chills, rigors, back pain, flushing, bronchospasms, angioedema, and hypotension. Usu¬ 

ally resolves when infused stopped. Premedicate with acetaminophen, diphenhydramine, 

and corticosteroids. Ensure that emergency medications are available (antihistamines, 

corticosteroids, epinephrine, and bronchodilators). When symptoms resolve, resume 

infusion at 50% of the previous infusion rate. Monitor vital signs frequently. 

• Tumor lysis syndrome can occur if white blood cell count is elevated or large tumor 

burden present. Prevent with allopurinol and hydration 150 mL/hr with or without 

alkalinization. 

• Skin Alterations: Severe mucocutaneous reactions are rare but require discontinuation of 

rituximab. 

• Alterations in Comfort: Asthenia, headache, pruritus, myalgias, dizziness, and fatigue. 

• Neurotoxicity: Agitation, confusion, visual disturbances have occurred. 

• G1 Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Radiation Exposure: is a beta-emitter, and thus, patients should protect others from 

exposure to their body secretions (saliva, stool, blood, and urine). 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ G-CSE (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

One cycle only, 6-8 hours days 1 and 8 for Rituximab. 

Weekly for CBCs until bone marrow recovery. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 



494 Non-Hodgkin's Lymphoma 

Fludarablne 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal, and LFTs 

Bone marrow biopsy, central line placement 

NS 

5-HT3 IV 

Fludarabine_25-mg/mVd IV on days 1-5 

• Dilute with 2 mL of sterile water for final concentration of 25 mg/mL. 

• Further dilute in 100 mL of NS or D5W. Drug should be used within 8 hours. 

• Myelosuppression; Severe and cumulative, nadir day 13. 

• Fatigue: Secondary to anemia. 

• Neurotoxicity: Agitation, confusion, and visual disturbances have occurred. 

• Pulmonary Toxicities: Pneumonia occurs in 16%-22% of patients. Pulmonary hypersen¬ 

sitivity reaction characterized by dyspnea, cough, interstitial pulmonary infiltrates. 

• GI Toxicities: Nausea and vomiting, anorexia; mucositis, diarrhea. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Mildly emetogenic protocol. 

□ G-CSF (Neupogen)_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on days 1-5 

Daily for 5 days and then weekly. Request 3-4 cycles worth of visits. 

Repeat schedule every 28 days. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 
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Cladribine (Leustatin) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal, and LFTs 

Bone marrow biopsy, central line placement 

Cladribine_0.5-0.7 mg/kg/day SC or 0.1 mg/kg IV on days 1-7 

• Dilute 1:1 concentrated liquid in 500 mL of 0.9% NS per day. 

• Unstable in D5W. 

• Use 22-pm filter when preparing solution. 

• Stable when diluted for 24 hours and 8 hours refrigerated. 

• Bone marrow depression; Nadir at 7-14 days; neutropenia is more common than anemia 

or thrombocytopenia. Increased risk for opportunistic infections, including fungal, her¬ 

pes, and Pneumocystis carinii. Teach self-care measures to minimize risk of infection and 

bleeding. 

• Fever: >100° due to infection or release of endogenous pyrogen from lysed lymphocytes. 

Symptoms include chills, daiphoresis, malaise, myalgia, and arthralgias. 

• GI Toxicides: Nausea and vomiting mildly emetogenic and usually controlled with 

phenothiazines. Diarrhea in 10% and constipation in 9% of patients. 

• Neurotoxicity: Headache, insomnia, and dizziness. 

• Tumor lysis syndrome rare, even with high tumor burden. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. Discuss contra¬ 

ception and sperm banking. 

Mildly emetogenic protocol. 

□ G-CSF_ □ pegfilgrastim (Neulasta) 

□ epoetin alfa (Procrit)/ □ Allopurinol__ 
darbepoetin alfa (Aranesp) 

□ Antibiotic_ □ Antifungal_ 

Chair time 1 hour on days 1-5, 30 minutes for IV dose. 

Repeat cycle until remission (usually two to three cycles). 

Seven days first week and then daily or every other day for blood counts. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 

/ _/ 
Wt 

I 



496 Non-Hodgkin's Lymphoma 

1131-tositumomab (Bexxar) 

Baseline laboratory tests: 

Baseline procedures: 

Laboratory tests: 

TSH, CBC: Platelets ^ 100,000; Neutrophil count ^ 1,500; Chemistry, renal function tests, 

pregnancy test, (if applicable), HAMA (human anti-murine antibodies) if patient has had 

previous exposure to murine antibodies 

Bone marrow biopsy < 25% lymphoma of the intratrabecular space; referral to Nuclear 

Medicine/ Radiation Oncology Department 

CBC weekly for 10 weeks or until bone marrow recovery; TSH at least annually 

The BEXXAR therapeutic regimen consists of four components administered in two 

discrete steps; the dosimetric step, followed 7-14 days later by a therapeutic step. 

Premedication: Day 1 

• Thyroid Protection initiated 24 hours prior to administration of Iodine I 131 Tositu- 

momab dosimetric dose and continued until 2 weeks after Iodine I 131 Tositumomab 

therapeutic dose. 

• SSKl—saturated solution of potassium idodide 4 drops orally t.i.d.; or potassium 

iodide tablets 130 mg orally 

Premedication: Day 0 

• Tylenol 1000 mg and Benadryl 50 mg PO 30 minutes prior to Dosimetric and Therapeutic 

steps 

Dosimetric step 

Tositumomab 450 mg intravenously in 50 ml 0.9% Sodium Chloride over 60 minutes. 

• Reduce the rate of infusion by 50% for mild to moderate infusional toxicity; interrupt 

infusion for severe infusional toxicity. After complete resolution of severe infusional 

toxicity, infusion may be resumed with a 50% reduction in the rate of infusion. 

• 22 micron in-line filter 

• The same IV tubing set and filter must be used throughout the entire Dosimetric or 

Therapeutic Step. A change in filter can result in loss of drug 

Followed by: 

Iodine I 131 Tositumomab (containing 5.0 mCi Iodine-131 and 35 mg Tositumomab) 

intravenously in 30 ml 0.9% Sodium Chloride over 20 minutes. 

• Reduce the rate of infusion by 50% for mild to moderate infusional toxicity; interrupt 

infusion for severe infusional toxicity. After complete resolution of severe infusional 

toxicity, infusion may be resumed with a 50% reduction in the rate of infusion. 

Day 0 Whole Body Dosimetry and Biodistribution 

Day 2, 3, or 4 Whole Body Dosimetry and Biodistribution 

Day 6 or 7 Whole Body dosimetry and Biodistribution 

If biodistribution is acceptable begin Therapeutic Step. Note: Do not administer the ther¬ 

apeutic step if biodistribution is altered (see Assessment of Biodistribution of Iodine I 131 
Tositumomab). 

Premedication: Tylenol 1000 mg and Benadryl 50 mg PO 30 minutes before treatment 

Therapeutic step 

Tositumomab 450 mg intravenously in 50 ml 0.9% Sodium Chloride over 1 hour. 

• Reduce the rate of infusion by 50% for mild to moderate infusional toxicity; interrupt 

infusion for severe infusional toxicity. After complete resolution of severe infusional 

toxicity, infusion may be resumed with a 50% reduction in the rate of infusion. 

Followed by; 

Iodine I 131 Tositumomab (see CALCULATION OF IODINE-131 ACTIVITY FOR THE 

THERAPEUTIC DOSE). 

• Reduce the rate of infusion by 50% for mild to moderate infusional toxicity; interrupt 

infusion for severe infusional toxicity. After complete resolution of severe infusional 

toxicity, infusion may be resumed with a 50% reduction in the rate of infusion. 

• Patients with >150,000 platelets/mm^; The recommended dose is the activity of Iodine- 

131 calculated to deliver 75 cGy total body irradiation and 35 mg Tositumomab, admin¬ 

istered intravenously over 20 minutes. 
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Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Patients with NCI Grade 1 thrombocytopenia (platelet counts ^100,000 but < 150,000 

platelets/mm^): The recommended dose is the activity of Iodine-131 calculated to deliver 

65 cGy total body irradiation and 35 mg Tositumomab, administered intravenously over 

20 minutes. 

ADMINISTRATION IS DONE BY A NUCLEAR MEDICINE PHYSICIAN/RADIAITON 

ONCOLOGIST. 

SEE PACKAGE INSERT EOR DIRECTIONS EOR COMPLETE PREPARATION AND 

ADMINISTRATION 

• Hypersensitivity Reactions: Symptoms include fever, rigors, chills, sweating, hypoten¬ 

sion, dyspnea, bronchospasms, and nausea during the infusion or up to 48 hours after 

the infusion. Rare but potentially life threatening. May treat with Tylenol and/or 

diphendydramine. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia that are pro¬ 

longed and severe. Intervention with G-csf and epoetin alfa is recommended. Trans¬ 

fusions of RBC’s and platelets were not uncommon 

• G1 Toxicities: Nausea (61%), anorexia (21%) and diarrhea (32%). Dehydration and 

hypokalemia were also seen. 

• Neurotoxicity: Central neurotoxicity may occur, as well as neuropathy and optic neuritis. 

• Radiation Precautions: Patients may receive outpatient treatment as long as total dose to 

an individual at 1 meter is < 500 millirem. Remain at distance of > 3 feet from other 

people for at least 2 days. Infants and pregnant women should not visit the patient, and 

if necessary visits should be brief and at a distance of at least 9 feet. Do not travel by 

commercial transportation or go on a prolonged automobile trip with others for at least 

the first 2 days. Have sole use of the bathroom for at least two days and drink up to 3 + 

quarts water per day for at least two days to prevent dehydration. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ G-CSF Neupogen_ □ Neulasta _ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa 
(Aranesp)_ 

□ Antibiotic __ □ Antifungal_ 

Chair time 2 hours on day 0, Body scans day 0, (2, 3, or 4) and day 6 or 7. Therapeutic 

Step days 7-14 (one dose within that time frame). Chair time 2 hours. 

Four visits at Radiation Therapy Department for treatment. Monitor CBC at least weekly 

for 10 weeks or until counts stabilize. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



MALIGNANT MELANOMA 

Adjuvant Therapy 

Interferon-a-2b.500 

Interferon-a-2b; 20-MU/m^ ly 5 times weekly for 4 weeks, 

then 10 MU/m^ SC, 3 times weekly for 48 weeks 

Treat for a total of 1 year.k^os 

METASTATIC DISEASE 
Combination Regimens 

OTIC + BCNU + Cisplatin.502 

Dacarbazine: 220-mg/m^ IV on days 1-3 

Carmustine: 150-mg/m^ IV on day 1 

Cisplatin: 25-mg/m^ IV on days 1-3 

Repeat cycle with dacarbazine and cisplatin every 21 days and carmustine 
every 42 days.k^io 

OTIC + Cisplatin + BCNU + Tamoxifen (Dartmouth Regimen) .504 

Dacarbazine: 220-mg/m^ IV on days 1-3 and 22-24 

Cisplatin: 25-mg/m^ IV on days 1-3 and 22-24 

Carmustine: 150-mg/m^ IV on day 1 

Tamoxifen: 10-mg PO bid starting on day 4 

Repeat cycle every 6 weeks, 

Cisplatin: 20-mg/m^ IV on days 1-5 

Vinblastine: 1.6-mg/m^ IV on days 1-5 

Dacarbazine: 800-mg/m^ IV on day 1 

Repeat cycle every 21-28 days.^-^^^ 

IFN + DnC.508 

Interferon-a-2b: 15-MU/m^ IV on days 1-5, 8-12, and 15-19 as induction 

therapy 

Interferon-a-2b: 10-MU/m^ SC 3 times weekly after induction therapy 

Dacarbazine: 200-mg/m^ IV on days 22-26 

Repeat cycle every 28 days.b^i^ 

498 
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Cisplatin + Vinblastine + DTIC + IL-2 + IFN.510 

Cisplatin; 20-mg/m^ IV on days 1-4 and 22-25 

Vinblastine: 1.5-mg/m^ IV on days 1-4 and 22-25 

Dacarbazine; 800-mg/m^ IV on days 1 and 22 

Interleukin-2: 9-MU/m^ IV as a 24-hour continuous infusion on days 5-8 

and 17-20 

Interferon-a-2b: 5-MU/m^ SC on days 5-9, 17-21, and 26-30. 

Repeat cycle every 6 weeks. 

Temozolomide + Thalidomide.512 

Temozolomide: 75 mg/m^/day PO for 6 weeks 

Thalidomide: 200—400 mg/mVday PO for 6 weeks 

Repeat cycle every 10 weeks. 

Single-Agent Regimens 

Dacarbazine. 

Dacarbazine: 250-mg/m^ IV on days 1-5 

Repeat cycle every 21 days.^ ’^^^ 

OR 

Dacarbazine: 850-mg/m^ IV on day 1 

Repeat cycle every 3-6 weeks. 

Interferon-a-2b...... 

Interferon-a-2b: 20-MU/m^ IM, 3 X weekly for 12 weeks^^^^ 

Aldesleukin.515 

Aldesleukin (IL-2): 100,000 lU/kg IV on days 1-5 and 15-19 

Repeat cycle every 28 days.^’^^^ 

Temozolomide.516 

Temozolomide: 150-mg/m^ PO on days 1-5 

Repeat cycle every 28 days.^-^^® 

If well tolerated, can increase dose to 200-mg/m^ PO on days 1-5. 



500 Malignant Melanoma 

Adjuvant Therapy 

Interferon-a-2b (Intron A, IFN-ot-2b Recombinant, a-2-Interferon, rIFN-a-2) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC: Chemistry (including liver function tests [LFTs]) 

Central line 

Normal saline (NS) 

5-HT3 for IV therapy 

Acetaminophen 650 mg 30 minutes before treatment and every 4 hours 

may alternate with 

Ibuprofen 400-mg PO every 4 hours 

Interferon-at-2b_MU(20 X 10® lU/m^) IV on days 1—5 X 4 weeks 

• Use only Intron A powder (interferon-a-2b) because of the amount of preservative in the 

premixed solution. 

• Do not use 5% dextrose and water (D5W). 

• May require increased hydration as treatment progresses. 

Then 

Maintenance therapy 

Interferon-a-2b_MU/m^ SQ TIW X 48 weeks 

• Available in multidose pens with 6 doses of 3 MU (18 MU) or 5 MU (30 MU) or 10 MU 

(60 MU). 

• Keep refrigerated. 

• Flulike Symptoms: Fever, chills, headache, myalgias, and arthralgias. Occurs in 

80%-90% of patients. Onset 3-4 hours after injection and lasting for up to 8-9 hours. 

Incidence decreases with subsequent injections. Symptoms can be managed with aceta¬ 

minophen and increased oral fluid intake. Symptoms may be more pronounced during 

IV induction therapy. 

• Bone Marrow Depression; Myelosuppression with mild leukopenia and thrombocytope¬ 

nia. Cumulative effect, dose-limiting thrombocytopenia; reversible. 

• Gastrointestinal (GI) Toxicities: Nausea and diarrhea are mild; vomiting is rare. Anorexia 

is seen in 46%-65% of patients and is cumulative and dose limiting. Taste alteration and 

xerostomia may occur. 

• Renal/hepatic; Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare in¬ 

stances. Mild transient elevations in serum transaminase levels. Dose-dependent toxicity 

observed more frequently in the presence of pre-existing liver abnormalities. 

• CNS Effects: Dizziness (21-41%), confusion, decreased mental status and depression. 

Somnolence, irritability and poor concentration. 

• Cardiotoxicity: Chest pain, arrhythmias, and congestive heart failure (CHF) are rare. 

• Skin: Alopecia is partial. Dry skin, pruritus, and irritation at injection site occur. 

• Reproductive; Pregnancy category C. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1—5 for 4 weeks, and 1 hour on day 1 of week 5 for self-injection 

teaching. 

20 visits first month, and once every 1-2 weeks for remainder of year. Estimated number of visits: 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
Diagnosis Ht Wt 



502 Malignant Melanoma 

METASTATIC DISEASE 
Combination Regimens 

Dacarbazine/Carmustine/Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC; Chemistry (including and LFTs 

Pulmonary function tests, central line placement 

NS 

5-HT3 and dexamethasone 20 mg in 100 cc of NS 

Dacarbazine (DTIC)_mg (220 mg/m^) IV over 1 hour on days 1-3. 

• Available in 100- and 200-mg vials 10 mg/mL or 

• Reconstitute with 9.9 mL sterile water, NS, or D5W to a final concentration of 10 

mg/mL. Further dilute in D5W or NS 250-500 mL. 

• Vesicant 

• May cause vein burning/irritation if infused too rapidly. Reconstituted 

solution stable for 8 hours at room temperature, and 72 hours if refrigerated. If further 

diluted, solution is stable for 8 hours at room temperature and 24 hours refrigerated. 

Carmustine (BCNU)_mg (150 mg/m^) IV in 500-1000 cc of NS over 1-2 hours 

on day 1 

• Reconstitute with 3 mL of sterile diluent (dehydrated alcohol injection) supplied by the 

manufacturer. 

• Further dilute with 27 mL of sterile water to a final concentration of 3.3 mg/mL. 

• Further dilute with D5W for administration. 

• Stable for 8 hours at room temperature. 

Cisplatin_mg (25 mg/m^) IV in 1000 cc of NS over 1-2 hours on days 1-3 

• Available in 1-mg/l-mL solution. Multidose vial stable for 28 days under protected light 

or 7 days under fluorescent light. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute in 250 cc or more of D5W. 

• Flulike Symptoms: Fever, chills, headache, myalgias, and arthralgias. Occur in 80%-90% 

of patients. May last for seveeral days after treatment. 

• Bone Marrow Depression; Myelosuppression involving all blood elements. Delayed nadir 

with BCNU lasting 1-3 weeks.. 

• GI Toxicities; Nausea and vomiting can be severe with dacarbazine. Anorexia occurs in 

46%-65% of patients and is cumulative and dose limiting. Taste alteration and xero¬ 

stomia may occur. Diarrhea is rare. 

• Renal/hepatic; Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare in¬ 

stances. Mild transient elevations in serum transaminase levels. Dose-dependent toxicity 

observed more frequently in the presence of pre-existing liver abnormalities. Nephrotox¬ 

icity; can be prevented with vigorous hydration. 

• Skin: Alopecia in 90% of patients taking DTIC. Dry skin, flushing, pruritus, photosensi¬ 

tivity and irritation at injection site seen. Pain at injection site during dacarbazine infu¬ 

sion; phlebitis. 

• Pulmonary Fibrosis: Patients receiving carmustine at cummaltive doses 1400 mg/m^ are 

at higher risk. 

• Neurotoxicity: Peripheral neuropathy (sensory/motor). Dose/duration dependent and 

progresses with continued therapy. Paresthesias and numbness in classic “stocking 

glove” pattern. 

• Ototoxicity: Occurs in 10%-30% of patients. 

• Reproductive; Pregnancy category D. Impotence and infertility can occur. 
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Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim □ filgrastim 
(Neulasta) (Neupogen) 

□ epoetin alfa □ darbepoetin alfa 
(Procrit) (Aranesp) 

Chair time 4 hours on day 1, and 3 hours on days 2-3. Repeat cycle for dacarbazine and 

cisplatin every 21 days, carmustine every 42 days. 

Four visits every 21-day cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 



504 Malignant Melanoma 

DTK + Cisplatin + BCNU + Tamoxifen 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premeditate: 

Administer: 

CBC: Chemistry (including and LFTs 

Pulmonary function tests, central line 

NS 

5-HT3 and dexamethasone 20 mg in 100 cc of NS 

Dacarbazine_mg (220 mg/m^) IV over 1 hour on days 1-3 and 22-24 

• Available in 100- and 200-mg vials 10 mg/mL or 

• Reconstitute with 9.9 mL sterile water, NS, or D5W to a final concentration of 10 

mg/mL. Further dilute in D5W or NS 250-500 mL. 

• Vesicant 

• May cause vein burning/irritation if infused too rapidly. 

• Reconstituted solution stable for 8 hours at room temperature, and 72 hours if refriger¬ 

ated. If further diluted, solution is stable for 8 hours at room temperature and 24 hours 

refrigerated. 

Cisplatin_mg (25 mg/m^) IV in 1000 cc of NS over 1-2 hours on days 1-3 and 

22-24. 

• Available in 1-mg/l-mL solution. Multidose vial stable for 28 days under protected light 

or 7 days under fluorescent light. 

• Do not use aluminum needles, because precipitate -will form. 

• Further dilute in 250 cc or more of NS. 

Carmustine (BCNU)_mg (150 mg/m^) IV on day 1 

• Reconstitute with 3 mL of sterile diluent (dehydrated alcohol injection) supplied by the 

manufacturer. 

• Further dilute with 27 mL of sterile water to a final concentration of 3.3 mg/mL. 

• Further dilute with D5W for administraton. 

Major Side Effects 

Initiate antiemetic protocol: 

• Stable for 8 hours at room temperature. 

Tamoxifen 10-mg PO bid starting on day 4 

• Flulike Symptoms: Fever, chills, headache, myalgias, and arthralgias. May last for several 

days after treatment. 

• Bone Marrow Depression: Myelosuppression involving all blood elements. Delayed nadir 

with BCNU lasting 1-3 weeks. 

• GI Toxicides: Nausea and vomiting can be severe with dacarbazine. Anorexia occurs in 

46%-65% of patients and is cumulative and dose limiting. Taste alteration and xero¬ 

stomia may occur. Diarrhea is rare. 

• Renal/hepatic: Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare in¬ 

stances. Mild transient elevations in serum transaminase levels. Dose-dependent toxicity 

observed more frequently in the presence of pre-existing liver abnormalities. Nephro¬ 

toxicity; can be prevented with vigorous hydration. 

• Skin: Alopecia in 90% of patients taking DTIC. Dry skin, flushing, pruritus, photosensi¬ 

tivity, and irritation at injection site seen. Pain at injection site during dacarbazine infu¬ 

sion; phlebitis. 

• Pulmonary Fibrosis: Patients receiving carmustine at cumulative doses 1400 mg/m^ are 

at higher risk. 

• Neurotoxicity: Peripheral neuropathy (sensory/motor) with cisplatin. Dose/duration 

dependent and progresses with continued therapy. Paresthesias and numbness in classic 

“stocking glove” pattern. 

• Ototoxicity: Occurs in 10%-30% of patients. 

• Hot Flashes: Occur in about 10% of patients and are usually not severe enough to 

discontinue therapy. 

• Reproductive: Pregnancy category D. Impotence and infertility can occur. 

Moderately to highly emetogenic protocol. 
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Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 4 hours on day 1, and 3 hours on days 2-3 and 22-24. Repeat cycle every 6 

weeks. 

Estimated number of visits: Seven visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. _ 2. _ 

Physician Date 

Patient Name ID Number 

/ _/ _ 
Diagnosis Ht Wt 
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Cisplatin + Vinblastine + Dacarbazine (CVD) 

Baseline laboratory tests: 
Baseline procedures: 

Premedicate: 

Initiate IV: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel (including 

Central line placement 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

NS 

Cisplatin_mg (20 mg/m^) IV in 1000 cc of NS over 1-2 hours days 1-5 

• Available in 1-mg/l-mL solution. Multidose vial stable for 28 days under protected light 

or 7 days under fluorescent light. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute in 250 cc or more of NS 

Vinblastine_mg (1.6 mg/m^) IV on days 1-5 

• Vesicant 

• Available in 10-mg vials. 1 mg/mL. Store in refrigerator until use. 

Dacarbazine (DTIC)_mg (800 mg/m^) IV on day 1 

• Available in 100- and 200-mg vials 10 mg/mL or 

• Reconstitute with 9.9 inL sterile water, NS, or D5W to a final concentration of 10 

mg/mL. Further dilute in D5W or NS 250-500 mL. 

• Vesicant 

• May cause vein burning/irritation if infused too rapidly. Reconstituted solution stable for 

8 hours at room temperature, and 72 hours if refrigerated. If further diluted, solution is 

stable for 8 hours at room temperature and 24 hours refrigerated. 

• Flulike Symptoms: Fever, chills, headache, myalgias, and arthralgias. 

• Bone Marrow Depression: Dose limiting toxicity, nadir at 21-25 days with DTIC, days 

4-6 with vinblastine. 

• GI Toxicities: Nausea and vomiting can be severe with dacarbazine. Anorexia occurs in 

46%-65% of patients and is cumulative and dose limiting. Taste alteration and xero¬ 

stomia may occur. Diarrhea is rare. 

• Renal/hepatic: Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare in¬ 

stances. Mild transient elevations in serum transaminase levels. Dose-dependent toxicity 

observed more frequently in the presence of pre-existing liver abnormalities. Nephrotox¬ 

icity; can be prevented with vigorous hydration. 

• Skin: Alopecia in 90% of patients taking DTIC. Dry skin, flushing, pruritus, photosensi¬ 

tivity, and irritation at injection site seen. Pain at injection site during dacarbazine infu¬ 

sion; phlebitis. 

• CNS Toxicity: Peripheral neuropathy (paresthesias, paralysis, and loss of deep tendon 

reflexes and constipation). Paralytic ileus and urinary retention. 

• Neurotoxicity: Peripheral neuropathy (sensory/motor). Dose/duration dependent and 

progresses with continued therapy. 

• Ototoxicity: Occurs in 10%-30% of patients. 

• Reproductive: Pregnancy category D. Impotence and infertility can occur. 

Moderately to highly emetogenic protocol 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1, and 3 hours on days 2-5. Repeat cycle every 21-28 days. 

Five visits per cycle. Request four cycles worth of visits. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
Diagnosis Ht Wt 



508 Malignant Melanoma 

Interferon (IFN) + DTK 

Baseline laboratory tests: 

Baseline procedures: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and LFTs 

Central line placement 

NS 

5-HT3 in 100 cc of NS (add dexamethasone if indicated) 

Acetaminophen 650 mg 30 minute before treatment and q 4 hours may alternate with 

Ibuprofen 400-mg PO q 4 hours 

Induction: Interferon-ct-2b_MU (15 MU/m^) IV on days 1-5, 8-12, and 15-19 

• DONOTUSED5W. 

• Use only Intron A powder (interferon-a-2b). Premixed solutions should not be used be¬ 

cause of the amount of preservative in the premixed solution. 

• More hydration and additional antiemetics may be needed toward the end of the patient’s 

therapy or if they are having difficulty taking fluids. 

Then 

Maintenance therapy 

Interferon-a-2b_MU (10 MU/m^) SC (TIW—three times per week) after 

induction therapy 

• Available in multidose pens with 6 doses of 3 MU (18 MU) or 5 MU (30 MU) or 10 MU 

(60 MU). Keep refrigerated. 

Dacarbazine (DTIC)_mg (200 mg/m^) IV on days 22-26 

• Available in 100- and 200-mg vials 10 mg/mL or 

• Reconstitute with 9.9 mL sterile water, NS, or D5W to a final concentration of 10 

mg/mL. Further dilute in D5W or NS 250-500 mL. 

• Vesicant 

• May cause vein burning/irritation if infused too rapidly. 

• Reconstituted solution stable for 8 hours at room temperature, and 72 hours if refriger¬ 

ated. If further diluted, solution is stable for 8 hours at room temperature and 24 hours 

refrigerated. 

• Flulike Symptoms; Fever, chills, headache, myalgias, and arthralgias. Occur in 80%-90% 

of patients. Onset 3-4 hours after injection and lasting for up to 8-9 hours. Incidence 

decreases with subsequent injections. Symptoms can be managed with acetaminophen 

and increased PO fluid intake. 

• Bone Marrow Depression: Dose limiting toxicity, nadir at 21—25 days with DTIC, days 

4-6 with vinblastine. 

• GI Toxicides; Nausea and diarrhea are mild, vomiting is rare with interferon. Moderate to 

severe with dacarbazine. Anorexia occurs in 46%-65% of patients and is cumulative and 

dose limiting. Taste alteration and xerostomia may occur. 

• Renal/hepatic; Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare in¬ 

stances. Mild transient elevations in serum transaminase levels. Dose-dependent toxicity 

observed more frequently in the presence of pre-existing liver abnormalities. 

• Skin: Alopecia in 90% of patients taking DTIC. Dry skin, flushing, pruritus, photosensi¬ 

tivity, and irritation at injection site seen. Pain at injection site during dacarbazine infu¬ 

sion; phlebitis. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

1 hour on days 1-5, 8-12, and 15-19; 2 hours on days 22-26. Repeat cycle every 28 days. 

20 visits first month, and every 1-2 weeks after.. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
m2 Diagnosis Ht Wt 



510 Malignant Melanoma 

Cisplatin + Vinblastine + Dacarbazine + IL-2 + Interferon 

Baseline laboratory tests: 

Baseline procedures or tests: 

Premedicate: 

Initiate IV: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

CBC: Chemistry panel (including 

Central line placement for continuous infusion 

S-HT^ and dexamethasone 20 mg in 100 cc of NS over 30 minutes. 

NS 

Cisplatin_mg (20 mg/m^) IV in 1000 cc of NS over 1-2 hours on days 1-4 and 

22-25 

• Available in 1-mg/l-mL solution. Multidose vial stable for 28 days under protected light 

or 7 days under fluorescent light. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute in 250 cc or more of NS. 

Vinblastine_mg (1.5 mg/m^) IV on days 1-4 and 22-25 

• Vesicant 

• Available in 10-mg vials. 1-mg/l-mL concentration. 

• Store in refrigerator until use. 

Dacarbazine (DTIC)_mg (800 mg/m^) IV in 500 mL of NS over 1-2 hours 

on days 1 and 22 

• Vesicant 

• Reconstitute with sterile water, NS, or D5W to a final concentration of 10 mg/mL. (May 

cause vein burning/irritation if infused too rapidly.) 

• Reconstituted solution stable for 8 hours at room temperature, and 72 hours if refriger¬ 

ated. If further diluted, solution is stable for 8 hours at room temperature and 24 hours 

refrigerated. 

Interleukin-2_MU (9 MU/m^) IV as a 24-hour continuous infusion on days 5-8 

and 17-20 

• Available in 22 MU single dose vials; discard unused portion. 

• Reconstituted solution stable for 48 hours refrigerated. 

IL-2 will be administered in the hospital—high dose. 

Interferon-a-2b_MU (5 MU/m^) SC on days 5-9, 17-21, and 26-30 

• Available in multidose pens with 6 doses of 3 MU (18 MU) or 5 MU (30 MU) or 10 MU 

(60 MU). Keep refrigerated. 

• Flulike Syndrome: Chills, rigor, fever, and headache. Myalgia and arthralgias 

• Myelosuppression: Dose-limiting toxicity, nadir day 4-6 with vinblastine and day 21-25 

with DTIC. 

• G1 Toxicides: Moderate-to-severe nausea and vomiting. Can be acute or delayed with 

severity and intensity decreasing with subsequent doses. 

• Neurotoxicity: Peripheral neuropathy (sensory/motor). Dose/duration dependent and 

progresses with continued therapy. 

• Renal: Nephrotoxicity, can be prevented with vigorous hydration. Oliguria, proteinuria, 

elevated creatinine, tubular cell injury, and decreased renal blood flow with IL-2. 

• Hepatic: Hepatomegaly and hypoalbuminemia and elevated LFT results may occur. Hold 

drug for signs of hepatic failure including encephalopathy, increasing ascites, liver pain, 

or hypoglycemia, 

• Capillary Leak Syndrome: Peripheral edema, CHF, pleural effusions, and pericardial 

effusions. Decreased systemic vascular resistance and hypotension, which can cause 

decreased renal perfusion. Extravasation of protein and fluid into extravascular space. 

Strict 1 & O, vital signs every 2-4 hours. 

• Ototoxicity: Occurs in 10%-30% of patients. 

• Skin: Diffuse erythematous rash, which may desquamate. Pruritus and alopecia. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 
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Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on days 1 and 22, and 3 hours on days 2-4 and 23-25. Repeat cycle 
every 6 weeks. 

Ten visits per cycle. Request four cycles worth of visits. Preauthorize prn hospital 
admission. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 



512 Malignant Melanoma 

Temozolomide + Thalidomide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry and LFTs 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Warfarin 2-mg PO qd to decrease risk of thromboembolic complications 

(if physician orders) 

Temozolomide __mg (75 mg/mVday) PO for six weeks 

• Available in 5-, 20-, 100-, and 250-mg capsules for oral use. 

• Store at room temperature; protect from light and moisture. 

Thalidomide_mg (200-400 mg/m^/day) PO for 6 weeks 

• Requires registration with Celgene (Summit, NJ) STEPS program and authorization 

number for each 28-day prescription. 

• Available in 50-, 100-, and 200-mg capsules. 

• Store in a cool, dry place and protect from light. 

• Teratogenic Effect: Most serious toxicity of thalidomide. Severe birth defects or death to 

an unborn fetus. Manifested as absent or defective limbs, hypoplasia or absence of bones, 

facial palsy, absent or small ears, absent or shrunken eyes, congenital heart defects, and 

gastrointestinal and renal abnormalities. 

• Bone Marrow Depression: Myelosuppression is dose-limiting toxicity with leukopenia 

more frequent than thrombocytopenia. Nadir day 28-29. Anemia may also occur. Does 

not usually require granulocyte colony stimulating factor (G-CSE) administration. 

• GI Toxicides: Nausea and vomiting occur in 75% of patients, usually mild to moderate, 

occurring on day 1. Diarrhea, constipation, and/or anorexia may affect up to 40% of 

patients. Constipation is primary GI toxicity with thalidomide. 

• Cardiovascular Toxicides: Increase risk of thromboembolic complications, including 

deep vein thrombosis and pulmonary embolism. See earlier warfarin recommendation. 

• Neurotoxicities: Fatigue, orthostatic hypotension, and dizziness. Peripheral neuropathy 

in the form of numbness, tingling, and pain in the feet or hands. Does not appear to be 

dose or duration related. Daytime sedation. 

• Skin: Maculopapular skin rash, urticaria, and dry skin. Stevens-Johnson syndrome re¬ 

ported. Thalidomide should be discontinued if patients develop a skin rash. Therapy can 

be restarted with caution if the rash was not exfoliative, purpuric, bullous, or otherwise 

suggestive of a serious skin condition. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Tomotil) 

No chair time. Repeat cycle every 10 weeks until disease progression. 

One visit per month. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Malignant Melanoma 513 

Single-Agent Regimens 

Dacarbazine (DTK) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel and LFTs 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Dacarbazine_mg (250 mg/m^) IV on days 1-3 

Repeat cycle every 21 days. 

OR 
Dacarbazine_ mg (850 mg/m^) IV on day 1 

Repeat cycle every 3-6 weeks 

• Available in 100- and 200-mg vials 10 mg/mL or 

• Reconstitute with 9.9 mL sterile water, NS, or D5W to a final concentration of 10 mg/mL. 

Further dilute in D5W or NS 250-500 mL. 

• Vesicant 

• May cause vein burning/irritation if infused too rapidly. 

• Stable for 8 hours at room temperature, and 72 hours if refrigerated. 

• Bone Marrow Suppression; Myelosuppression is a dose-limiting toxicity. Leukopenia and 

thrombocytopenia are equally affected, with nadir occurring at 21-25 days. 

• G1 Toxicides; Nausea and vomiting are moderate to severe. Onset is usually 1-3 hours 

after treatment and lasts for up to 12 hours. Decreases with each consecutive day of 

therapy. Diarrhea is uncommon. Anorexia is common. 

• Hepatic; Hepatotoxicity is rare, but hepatic veno-occlusive disease has been described. 

• Central Nervous System (CNS) Toxicity; Paresthesias, neuropathies, ataxia, lethargy, 

headache, confusion, and seizures have all been observed. 

• Flulike S)mdrome; Malaise, headache, myalgia, hypotension. May occur up to 7 days after 

first dose, lasts 7-21 days, and may recur with subsequent dosing. 

• Skin; Pain at injection site during infusion, erythema and urticaria, phlebitis. Alopecia 

likely. Photosensitization may occur. 

• Reproductive; Drug is teratogenic, mutagenic, and carcinogenic. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on days 1-5. Repeat cycle every 21 days. 
OR 
Chair time 3 hours on day 2. Repeat cycle every 3-6 weeks. 

Five visits per cycle. Request three cycles worth of visits. 
OR 
One visit per cycle. Request three cycles worth of visits. 

Dose Calculation by: 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 

/ 
Wt 

/ _ 
M^ 



514 Malignant Melanoma 

Interferon (Melanoma) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including LFTs) 

N/A 

NS 

Oral phenothiazine or S-HT^ 

Acetaminophen 650 mg 30 minutes before treatment and q 4 hours 

may alternate with 

Ibuprofen 400-mg PO q 4 hours 

Interferon-a-2b_MU (20 MU/m^) IM three times per week X 12 weeks 

• Available in solution form in single-dose vials of 3, 6, 9, and 36 MU. 

• DO NOT freeze or shake vials. 

• Stable for 1 month under refrigeration. 

• Flulike Symptoms: Fever, chills, headache, myalgias, and arthralgias. Occurs in 

80%-90% of patients. Onset 3-4 hours after injection and lasting for up to 8-9 hours. 

Incidence decreases with subsequent injections. Symptoms can be managed with aceta¬ 

minophen, ibuprofen, and/or indomethacin and increased oral fluid intake. 

• Bone Marrow Depression; Myelosuppression with mild leukopenia and thrombocytope¬ 

nia. Cumulative effect, dose-limiting thrombocytopenia; reversible. 

• GI Toxicides: Nausea and diarrhea are mild, and vomiting is rare. Anorexia occurs in 

46%-65% of patients and is cumulative and dose limiting. Taste alteration and xerosto¬ 

mia may occur. 

• Renal/hepatic: Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare in¬ 

stances. Mild transient elevations in serum transaminase levels. Dose-dependent toxicity 

observed more frequently in the presence of pre-existing liver abnormalities. 

• Cardiotoxicity; Chest pain, arrhythmias, and CHF are rare. 

• Skin: Alopecia is partial. Dry skin, pruritus, and irritation at injection site seen. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1 for injection teaching. Cycle is TIW X 12 weeks. 

One visit weekly if doing own injection (total 12 visits); 36 visits if not. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Malignant Melanoma 515 

Aldesleukin (IL-2) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including LFTs) 

Pulmonary function tests 

NS 

5-HT3 in 100 cc of NS 

Acetaminophen 650 mg 30 minutes before treatment and q 4 hours 

may alternate with 

Ibuprofen 400-mg PO q 4 hours 

Aldesleukin_lU (100,000 lU/kg) IV over 15 minutes on days 1-5 and 15-19 

• Available in vials containing 22 MU (1.3 mg). 

• Reconstituted with 1.2 mL of sterile water for injection so that each mL contains 18 lU. 

• DO NOT SHAKE. 

• Further dilute in 50 mL of D5W. 

• Refrigerate and use within 48 hours. 

• Flulike Symptoms: Chills, rigors, fever (102°-104°) and headache. Myalgia and arthral¬ 

gias may occur at high doses because of accumulation of cytokine deposits/lymphocytes 

in joint spaces. 

• CNS Toxicities: Confusion, irritability, disorientation, impaired memory, expressive apha¬ 

sia, sleep disturbances, depression, hallucinations, and psychoses may occur, resolving 

within 24-48 hours after last drug dose. 

• Capillary Leak Syndrome: Peripheral edema, CHL, pleural effusions, and pericardial effu¬ 

sions may occur and are reversible once treatment is stopped. IL-2 causes peripheral 

vasodilation, decreased systemic vascular resistance, and hypotension that may lead to 

decreased renal perfusion. A decrease in systolic blood pressure occurs 2-12 hours after 

start of therapy and typically progresses to significant hypotension with hypoperfusion. 

In addition, protein and fluid extravasate into the extravascular space, forming edema 

and new effusions. Strict I and O, vital signs 2-4 hours. 

• GI Toxicities: Nausea and vomiting are mild. Diarrhea is common, can be severe, and 

may require bicarbonate replacement. Stomatitis is common but mild. 

• Renal/hepatic Toxicity: IL-2 causes direct tubular cell injury and decreased renal blood 

flow with cumulative doses. Oliguria, proteinuria, increased creatinine, and LLTs. Anuria 

occurs in 38% of patients; is reversible after drug discontinuance. Hepatomegaly and 

hypoalbuminemia may occur. 

• Bone Marrow Toxicity: Severe anemia, requiring transfusion. Thrombocytopenia 

common but rarely requires transfusion. 

• Skin: Diffuse erythematous rash which may desquamate. Pruritus. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Usually administered in hospital setting. Chair time 1 hour on days 1-5 and 15-19. Repeat 

cycle every 28 days. 

Ten visits every cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



516 Malignant Melanoma 

Temozolomide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry and LFTs 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Temozolomide_mg (130 mg/m^) PO on days 1-5 

• If well tolerated, can increase dose to 200-mg/m^ PO on days 1-5. 

• Available in 5-, 20-, 100-, and 250-mg capsules for oral use. 

• Store at room temperature; protect from light and moisture. 

• Bone Marrow Depression: Myelosuppression is dose-limiting toxicity, with leukopenia 

more frequent than thrombocytopenia. Nadir day 28-29. Anemia may also occur. Does 

not usually require G-CSF administration. 

• G1 Toxicides; Nausea and vomiting occur in 75% of patients, usually mild to moderate 

and occurring on day 1. Diarrhea, constipation, and/or anorexia may affect up to 40% of 
patients. 

• Skin: Photosensitivity. Rash, itching, and mild alopecia may occur and are mild. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Repeat cycle every 28 days until disease progression. 

One to 2 visits per month. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ __ 
m2 Diagnosis Ht Wt 



Combination Regimens 

Doxorubicin + Cisplatin... 

Doxorubicin: 60-mg/m^ IV on day 1 

Cisplatin: 60-mg/m^ IV on day I 

Repeat cycle every 21-28 days.'^’^^^ 

.518 

CAP. .519 

Cyclophosphamide: 500-mg/m^ IV on day 1 

Doxorubicin: 50-mg/m^ IV on day 1 

Cisplatin: 80-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^^^ 

Gemdtabine + Cisplatin .520 

Gemcitabine: 1000-mg/m^ IV on days 1, 8, and 15 

Cisplatin: 100-mg/m^ IV on day 1 

Repeat cycle every 28 days.^’^^^ 

Gemdtabine + Carboplatin..... 

Gemcitabine: 1000-mg/m^ IV on days 1,8, and 15 

Carboplatin: AUC of 5, IV on day 1 

Repeat cycle every 28 days.^’^^^ 

.521 

Pemetrexed (Alimta) + Cisplatin . 

Pemetrexed: 500 mg/m^ IV over 10 minutes on day 1 

Cisplatin: 75-mg/m^ IV over 2 hours on day 1 

Repeat every 21 days.^’^^^ 

.522 

517 



518 Malignant Mesothelioma 

Combination Regimens 

Doxorubicin + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^"^) 

Multigated angiogram (MUGA) scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (60 mg/m-) IV on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all can occur; 

may be severe. 

• GI Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis occurs in 10% of patients but is not dose limiting. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Electrolyte Imbalance: Decreased Mg^'*’, K, Ca^''^, Na^, and R 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmenta¬ 

tion, photosensitivity, and radiation recall occur. Complete alopecia occurs with doses 
> 50 mg/m^. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy. Paresthesias and numbness in a classic “stocking glove” pattern. Risk increases with 
cumulative doses. 

• Ototoxicity: High-frequency hearing loss and tinnitus with cisplatin, 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 21-28 days. 

One per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! __ 
m2 Diagnosis Ht Wt 



Malignant Mesothelioma 519 

Cyclophosphamide + Doxorubicin + Cisplatin (CAP) Mesothelioma 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cyclophosphamide__ mg (500 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water. Shake well to ensure that all particles completely dissolve. 

• Reconstituted solution is stable for 24 hours at room temperature and for 

6 days refrigerated. 

Doxoruhicin_mg (50 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (80 mg/m^) IV over 1-3 hours on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia occur equally in 

25%-30% of patients. Leukopenia and thrombocytopenia are dose related. 

• GI Toxicities: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis can occur. 

• GU Toxicities: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. 

Bladder toxicity in the form of hemorrhagic cystitis, dysuria, and increased urinary 

frequency. Provide adequate hydration. Red-orange discoloration of urine for up to 

48 hours. 

• Electrolyte Imbalance: Decreased Mg^"*", K, Ca^''", Na^, and P. 

• Cardiotoxicity: Acutely, pericarditis or myocarditis may occur. Later, cardiomyopathy in 

the form of CHF may occur. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neuro¬ 

pathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Extravasation of doxorubicin causes severe tissue damage. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Alopecia. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 28 days. 

One visit per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



520 Malignant Mesothelioma 

Gemcitabine + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel (including and LFTs 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV on days 1,8, and 15 

Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP 

(5 cc for 200 mg, 23 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Cisplatin_mg (100 mg/m^) IV on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of 0.9% sodium chloride. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grades 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time of gemcitabine (> 60 minutes) is associated with higher toxicides. 

• GI Symptoms; Moderate to severe nausea and vomiting; may be acute or delayed. Diar¬ 

rhea and/or mucositis (15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 
(40%). 

• Renal: Nephrotoxicity is dose related with cisplatin and occurs at 10-20 days. Can be 

avoided with adequate hydration, diuresis, as well as slower infusion time. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in classic 

“stocking glove” distribution. Risk increases with cumulative doses. Proprioception, 

vibrating sense, and motor function can occur. Ototoxicity occurs in 30% beginning 
with high frequency hearing. 

• Electrolyte Imbalance: Decreased Mg^'*', K, Ca^'*', Na"*", and P 

• Hepatic; Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, and 1 hour on days 8 and 15. Repeat cycle every 28 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



Malignant Mesothelioma 521 

Gemcitabine + Carboplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel (with LFTs) 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV on days 1, 8, and 15 

• Available in 1-g or 200-mg vials; reconstitute vAth 0.9% sodium chloride (5 cc for 

200 mg and 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. 

• Do not refrigerate, because precipitate will form. 

Carboplatin_mg (area under the curve [AUC] 5) IV on day 1. 

• Do not use aluminum needles, because precipitate will form. 

• Available in powder or solution. Discard reconstituted powder after 8 hours. 

• Hypersensitivity Reaction: Rash, urticaria, erythema, and pruritus. Bronchospasm and 

hypotension are uncommon, but risk increases in patients receiving more than seven 

courses of carboplatin therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF recommended. 

• GI Toxicides: Moderate to severe nausea and vomiting, acute or delayed. Mucositis and 

diarrhea seen. Elevation of serum transaminase and bilirubin levels. 

• Flulike Syndrome: Flulike symptoms with fever in absence of infection 6-12 hours after 

treatment. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte Imbalance: Decreases Mg^'*', K+, Na"*" and 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1, and 1 hour on days 8 and 15. Repeat cycle every 28 days. 

Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1 

Physician Date 

Patient Name ID Number 

Diagnosis M^ 



522 Malignant Mesothelioma 

Pemetrexed + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and carcinoembryonic antigen (CEA) 

N/A 

0.9% sodium chloride 

5-HT3 in 100 cc of NS 

Dexamethasone 4-mg PO bid for 3 days, starting the day before treatment 

Folic acid 1-mg PO qd, starting 5 days before the first treatment ending 21 days 

after the last dose of pemetrexed. 

Vitamin 1000 meg IM during the week preceding the first dose and every three cycles 

thereafter (may be given the same day as pemetrexed from second dose on) 

Pemetrexed_mg (500 mg/m^) IV in 100 cc of NS over 10 minutes on day 1 

• Available in 500-mg single-use vials for reconstitution. 

• Reconstitute with 20 mL of 0.9% sodium chloride (preservative free) for a final concen¬ 

tration of 25 mg/mL. 

• Further dilute in 100 cc of NS. 

• Discard any unused portion. 

Cisplatin_mg (75 mg/m^) IV over 2 hours on day 1, approximately 30 minutes 

after the end of pemetrexed administration 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mF. 

• Further dilute solution with 250 cc or more of NS. 

• Bone Marrow Toxicides: Myelosuppression is dose-limiting toxicity. Dose reductions or 

treatment delay may be necessary for subsequent doses. Administer vitamin B12 and 

folic acid supplements to minimize hematologic toxicides. 

• GI Toxicides: Moderate to severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Anorexia, stomatitis, and pharyngitis may occur. Instruct patient 

to take vitamin B12 and folic acid supplements to minimize GI toxicides. Patients with 

hepatic impairment may require dose adjustments. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Patients 

vdth renal impairment may require dose adjustments. Can be avoided with adequate 

hydration, diuresis, as well as slower infusion time. 

• Electrolyte Imbalance: Decreases Mg^"*", K+, Ca^"*", Na’*', and P. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss is classic 

“stocking glove” distribution. Risk increases with cumulative doses. Proprioception, 

\4brating sense, and motor function can occur. Ototoxicity occurs in 30% beginning with 

high frequency hearing. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia. Pruritus and rash may occur with pemetrexed. Premedication with dexa¬ 

methasone is effective in preventing or minimizing symptoms of rash and pruritis. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request 6 cycles worth of visits. 



Malignant Mesothelioma 523 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

/ / 

Ht Wt 



MULTIPLE MYELOMA 

Combination Regimens 

MP ...526 

Melphalan: 8-10 mg/m^ PO on days 1-4 

Prednisone 60 mg/m^ on days 1-4 

Repeat cycle every 42 days.^’^^^ 

Vincristine: 0.4-mg/day IV continuous infusion on days 1-4 

Doxorubicin: 9-mg/mVday IV continuous infusion on days 1-4 

Dexamethasone: 40-mg PO on days 1-4, 9-12, and 17-20 

Repeat cycle every 28 days.^’^^^ 

Thalidomide + Dexamethasone.528 

Thalidomide: 200-mg/day PO 

Dexamethasone: 40-mg/day PO on days 1-4, 9-12, and 17-20 (odd cycles) 

40-mg/day PO on days 1-4 (even cycles). 

Repeat cycle every 28 days.^’^^® 

M2 Protocol.....529 

Vincristine: 0.03-mg/kg IV on day 1 

Carmustine: 0.5-mg/kg IV on day 1 

Melphalan: 0.25-mg/kg PO on days 1-4 

Cyclophosphamide: 10-mg/kg IV on day 1 

Prednisone: 1-mg/kg PO on days 1-7, taper after first week, 

discontinue on day 21 

Repeat cycle every 35 days.^’^^^ 

VBMCP .531 

Vincristine: 1.2-mg/m^ IV on day 1 

Carmustine: 20-mg/m^ IV on day 1 

Melphalan: 8'mg/m^ PO on days 1-4 

Cyclophosphamide: 400-mg/m^ IV on day 1 

Prednisone: 40-mg/m^ PO on days 1-7, all cycles, then 20 mg/m^ PO on 

day 8-14 first three cycles only 

Repeat cycle every 35 days for 10 cycles (induction), then 

every 42 days for three cycles, then every 56 days until relapse. 

524 



Multiple Myeloma 525 

Single-Agent Regimens 

Dexamethasone.  ,...532 

Dexamethasone: 40-mg IV or PO on days 1-4, 9-12, and 17-20 

Repeat cycle every 21 days.^’^^^ 

Melphalan.  533 

Melphalan: 90-140 mg/m^ IV on day 1 

Repeat cycle every 28-42 days.^’^^^ 

Thalidomide .534 

Thalidomide: 200-800 mg PO daily 

Continue treatment until disease progression or undue toxicity. 

Bortezomib. 535 

Bortezomib: 1.3-mg/m^ IV on days 1, 4, 8, and 11. 

Repeat cycle every 21 days.*’^^"^ 

If disease is progressive after two cycles or stable after four cycles, may 

add dexamethasone 20-mg PO daily on the day of and the day after 

bortezomib. 

Interferon-ot-2b....,.  536 

lnterferon-a-2b: 2 MU SC or IM, 3 times weekly 

Use as maintenance therapy in patients with significant response to induc¬ 

tion chemotherapy. 

Revlimid.  537 

10-mg PO daily 



526 Multiple Myeloma 

Combination Regimens 

Melphalan + Prednisone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Chair time: 

Estimated number of visits: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy 

Melphalan:_8-10 mg/m^ PO on days 1-4 

Prednisone:_60-mg/m^ PO on days 1-4 

Repeat every 42 days. 

OR 
Melphalan:_9-mg/m^ PO on days 1-4 

Prednisone:__ 40-mg/m^ PO tid on days 1-4 

Repeat every 28 days. 

Melphalan (2-mg tablets) should be taken on an empty stomach, and prednisone should be 

taken with food. 

• Myelosuppression: Dose limiting, with leukopenia and thrombocytopenia equally 

affected. Effect may be prolonged and cumulative. Nadir 4-6 weeks. 

• G1 Toxicities: Gastric irritation, increased appetite. Nausea and vomiting minimal, but 

severe with high doses. 

• Steroid Toxicities: Sodium and water retention, cushingoid changes, behavioral changes, 

including emotional lability, insomnia, mood swings, and euphoria. May increase glucose 

and sodium levels, decrease potassium level, and affect warfarin dose. 

• Musculoskeletal Changes: Muscle weakness, loss of muscle mass, osteoporosis, and 

pathological fractures with prolonged use of steroids. 

• Perceptual Alterations: Cataracts or glaucoma may develop. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

None 

Weekly or every other week for CBC. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Multiple Myeloma 527 

VAD 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, MUG A, central line placement 

Vincristine_0.4-mg/day IV continuous infusion on days 1-4 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials. Img/mL. 

Doxorubicin_9-mg/m2 IV continuous infusion on days 1-4 

• Potent vesicant 

• Available in 2 mg/mL solution. 

• Doxorubicin will form precipitant with heparin. 

Dexamethasone: 40-mg PO on days 1-4, 9-12, and 17-20 

Mix vincristine and doxorubicin in 50-100 mL to run over 4 days 

• Myelosuppression: Dose limiting toxicity, nadir usually occurs at days 10-14. 

• GI Toxicities: Mild nausea and vomiting. Constipation and paralytic ileus secondary to 

autonomic neuropathy. Gastric irritation, increased appetite. 

• Cardiotoxicity: Dosage 550 mg/m^. May result in cardiomyopathy. Acutely, pericarditic- 

myocarditis syndrome may occur and can be acute or delayed. 

• GU Toxicities: Discoloration of urine from pink to red up to 48 hours. 

• Neurotoxicity: Peripheral neuropathy including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Skin alterations: Alopecia. 

• Elevated white blood cell secondary to demargination. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, 

hypokalemia, increased sodium. Warfarin and insulin doses may need to be increased. 

Muscle weakness, loss of muscle mass, osteoporosis, and pathological fractures with pro¬ 

longed use; mood changes, euphoria, headache, insomnia, depression and psychosis; 

cataracts or glaucoma may develop. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim 
(Neulasta)_ 

□ epoetin alfa 
(Procrit)/darbepoetin alfa 
(Aranesp)_ 

□ Antibiotic_ 

□ filgrastim 
(Neupogen) 

□ AllopurinoL 

□ Antifungal. 

Repeat cycle every 28 days. 

30 minutes on day 1, and 30 minutes for pump discontinuation 

Days 1 and 4, weekly to monitor blood counts 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



528 Multiple Myeloma 

Thalidomide + Dexamethasone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Thalidomide:__ 200-mg day PO daily 

• Available in 50- and 100-mg tablets. Take at bedtime. 

Dexamethasone: 40-mg PO on days 1-4, 9-12, and 17-20 (odd cycles) 

40-mg PO on days 1-4 (even cycles). Should be taken with food. 

• Reproductive; ABSOLUTE CONTRAINDICATION IN PREGNANCY. 

Teratogenic. Patients must be using birth control. Negative pregnancy test required for 

women of childbearing age. Must complete registration with Celgene (STEPS program. 

Summit, NJ) to dispense. 

• Neurologic: Drowsiness, fatigue, peripheral neuropathy. Increased sedation with barbitu¬ 

rates, alcohol, chlorampromazine, and reserpine 

• GI Toxicity: Constipation; can be severe and should be treated with prophylaxis. Gastric 

irritation with dexamethasone; increased appetite. 

• Skin Integrity: Maculopapular skin rash, urticaria, and dry skin. Serious reactions, in¬ 

cluding Stevens-Johnson syndrome, have been reported. Discontinue if patient develops 

rash. 

• Elevated white blood cell secondary to demargination. 

• Steroid Toxicides: Sodium and water retention, cushingoid changes, hyperglycemia, hy¬ 

pokalemia, increased sodium level. Warfarin and insulin doses may need to be increased. 

• Musculoskeletal Changes: Muscle weakness, loss of muscle mass, osteoporosis, and 

pathological fractures with prolonged use. 

• Neuropsychiatric Effects; Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. 

• Perceptual Alterations: Cataracts or glaucoma may develop. 

Repeat cycles every 28 days. 

Monthly 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Multiple Myeloma 529 

M2 Protocol 

Baseline laboratory tests: 

Baseline procedures or tests: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment Schedule: 

Estimated number of visits: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy, pulmonary function tests 

5-HT3 and dexamethasone 

Vincristine_0.03-mg/kg IV through side port of free-flowing IV on day 1 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials. Img/mL. 

Carmustine (BCNU):_0.5-mg/kg IV on day I 

• Available in 100 mg powder, add 3 mL sterile diluent and add sterile water. 

• Stable for 8 hours at room temperature or 24 hours when refrigerated. 

Melphalan;_0.25-mg/kg PO on days 1-4 

• Available in 2 mg tablets. 

Cyclophosphamide:_10-mg/kg IV on day 1 

• Available 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Reconstituted solution stable for 24 hours at room temperature and 6 days if refrigerated. 

• Dilute with sterile water or bacteriostatic water for injection (paraben preserved only); 

shake well until solution is clear. Final concentration equals 20 mg/mL. Further dilute 

into 250-500 mL of NS or D5W. 

Prednisone:_1-mg/kg PO on days 1-7; taper after first week; discontinue on day 21 

Repeat cycle every 35 days. 

• Myelosuppression: Dose limiting. Involving all blood elements, delayed and cumulative. 

Double nadir days 7-14 and 4-6 weeks after tx. 

• GI Toxicities: Severe nausea with carmustine; otherwise nausea and vomiting are mild. 

Constipation and paralytic ileus secondary to autonomic neuropathy. Gastric irritation, 

increased appetite with prednisone. 

• Hemorrhagic Cystitis: Irritation of bladder wall capillaries; preventable with appropriate 

hydration. 

• Pulmonary toxicity with carmustine doses >1400 mg. 

• Neurotoxicity: Peripheral neuropathy, including numbness, weakness, myalgias, and late 

severe motor difficulties. Jaw pain. 

• Skin Alterations: Alopecia. 

• Elevated white blood cell count secondary to demargination. 

• Steroid Toxicities: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, increased sodium level. Warfarin and insulin doses may need to be increased. 

Muscle weakness, loss of muscle mass, osteoporosis, and pathological fractures with pro¬ 

longed use; mood changes, euphoria, headache, insomnia, depression, and psychosis; 

cataracts or glaucoma may develop. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Chair time 3 hours on day 1. 

Day 1, then weekly to monitor blood counts. 

I 



530 Multiple Myeloma 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

/ / 

Ht Wt m2 



Multiple Myeloma 531 

VBMCP (Vincristine, Carmustine, Melphalan, Cyclophosphamide, Prednisone) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Premedicate: 

Administer: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy, pulmonary function tests 

5-HT3 and dexamethasone 

Vincristine_1.2-mg/m^ IV through side port of free-bowing IV on day 1 

Carmustine:_20-mg/m^ IV on day I 

Add sterile alcohol (provided -with drug), then add sterile water. May be further diluted in 
100-250 mL DSVv' or NS. 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Chair time: 

Estimated number of visits: 

Melphalan:_8-mg/m2 PO on days 

Cyclophosphamide:_400-mg/m^ IV on day 1 dilute with sterile water or bacterio¬ 

static water for injection (paraben preserved only); shake well until solution is clear. Final 

concentration equals 20 mg/mL. Further dilute into NS or D5W 250-500 mL. 

Prednisone:_40-mg/m^/d PO on days 1-7 (all cycles), and_20-mg/m^/d 
PO, on days 8-14 (first three cycles only) 

• Myelosuppression: Teach self care measures to minimize risk of infection and bleeding. 

• GI Toxicities; Severe nausea with carmustine, otherwise nausea and vomiting is mild. 

Constipation and paralytic ileus secondary to autonomic neuropathy. Gastric irritation, 
increased appetite with prednisone. 

• Hemorrhagic Cystitis: Irritation of bladder wall capillaries; preventable with appropriate 
hydration. 

• Pulmonary toxicity with Carmustine doses > 1400 mg. 

• Neurotoxicity: Peripheral neuropathy including numbness, weakness, myalgias, and late 
severe motor difficulties. Jaw pain. 

• Skin Alterations: Alopecia 

• Elevated white blood cell count secondary to demargination. 

• Steroid Toxicities: Sodium and water retention, cushingoid changes, hyperglycemia, 

hypokalemia, increased sodium. Warfarin and insulin doses may need to be increased; 

muscle weakness, loss of muscle mass, osteoporosis, and pathological fractures with 

prolonged use; mood changes, euphoria, headache, insomnia, depression and psychosis; 

cataracts or glaucoma may develop. 

• Reproductive: Mutagenic and potentially teratogenic, impotence secondary to neuropathy. 

Moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta)__ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp)_ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 35 days for 10 cycles (induction), then every 42 days for 3 cycles, then 

every 56 days until relapse. 

30 minutes on day 1, and 30 minutes for pump discontinuation. 

Days 1 and 4, then weekly to monitor blood counts. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 



532 Multiple Myeloma 

Single-Agent Regimens 

Dexamethasone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Chair time: 

Estimated number of visits: 

CBC; Chemistry, renal and liver functions 

Bone marrow biopsy 

Dexamethasone:_40-mg IV or PO on days 1—4, 9—12, and 17—20 

Repeat every 21 days. 

Take with food. 

• Elevated white blood cell count secondary to demargination. 

• GI Toxicides: Gastric irritation, increased appetite 

• Steroid toxicides: Sodium and water retention, Cushingoid changes, hyperglycemia, hy¬ 

pokalemia, increased sodium level. Warfarin and insulin doses may need to be increased. 

• Musculoskeletal Changes: Muscle weakness, loss of muscle mass, osteoporosis, and 

pathological fractures with prolonged use. 

• Neuropsychiatric Effects: Mood changes, euphoria, headache, insomnia, depression, and 

psychosis. 

• Perceptual Alterations: Cataracts or glaucoma may develop. 

None 

Weekly or every other week for CBC 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Multiple Myeloma 533 

Melphalan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Premedicate: 

Administer: 

Major Side Effects 

Chair time: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

5-HT3 and dexamethasone 

Melphalan:_90-140 mg/m^ IV on day 1 

• Available in 50 mg vial. Add 10 mb of supplied diluent, shake until clear. 

• Further dilute in NS to concentration not greater than 0.45 mg/mL. 

• Administer over a minimum of 15 minutes, within 60 minutes. 

• Stability, must be used within 60 minutes after dilution. Do Not Refrigerate. 

Repeat every 28-42 days 

• Myelosuppression: Dose limiting with leukopenia and thrombocytopenia equally 

affected. Effect may be prolonged and cumulative. Nadir 4-6 weeks. 

• Hypersensitivity Reaction: Observed in 10% of patients treated with IV melphalan. 

Characterized by diaphoresis, usticaria, skin rashes, bronchospasm, dyspnea, 
tachycardia, and hypotension. 

• Skin: Alopecia rare. Skin ulcerations at injection site rare. 

• GI Toxicities: Severe nausea and vomiting with IV therapy. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

1 hour 

Weekly or every other week for CBC. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! __ 
Diagnosis Ht Wt 



534 Multiple Myeloma 

Thalidomide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Chair time: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Thalidomide:_200-800 mg/m^/day PO daily 

Available in 50- and 100-mg tablets. Take at bedtime. 

• Alteration in Sexuality/Reproductive; ABSOLUTE CONTRAINDICATION IN PREG¬ 
NANCY. Teratogenic. Patients must be taking birth control. Negative pregnancy test 
required for women of childbearing age. Must complete registration with Celgene 

(STEPS program; Summit, NY) to dispense. 

• Neurologic: Drowsiness, fatigue, peripheral neuropathy. Increased sedation with barbitu¬ 
rates, alcohol, chlorampromazine, and reserpine. 

• G1 Toxicity: Constipation; can be severe and should be treated with prophylaxis. 

• Skin Integrity: Maculopapular skin rash, urticaria, and dry skin. Serious reactions, in¬ 
cluding Stevens-Johnson syndrome, have been reported. Discontinue if patient develops 

rash. 

None 

Monthly 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 



Multiple Myeloma 535 

Bortezomib (Velcade) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 
Chair time: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

5-HT3 and dexamethasone 

Bortezomib:_1.3-mg/m^ IV push followed by saline flush on 

days 1, 4, 8, and 11; followed by a 10-day rest period. 

• Dilute powder in 3.5 mL of NS. 

• Reconstituted product should be clear. 

• Stable for 8 hours at room temperature. 

If disease is progressive after two cycles, may add: 

Dexamethasone at 20-mg PO daily on the day of and the day after borteximib. 

• Available in 10 mg vial. 3.5 mg of bortezomib cake or powder. 

• Myelosuppression: Neutropenia and thrombocytopenia 

• G1 Toxicides: Nausea and vomiting, anorexia, constipation, and dehydration. Orthostatic 
hypotension. 

• Fatigue: Fatigue, malaise, and generalized weakness 

• Peripheral Neuropathy: Mix of sensorimotor neuropathy. May improve and or return to 

baseline with discontinuation of drug. 

• Steroid Toxicides: Sodium and water retention, cushingoid changes, behavioral changes, 

including emotional lability, insomnia, mood swings, and euphoria. May increase glucose 

and sodium levels, decrease potassium level, and affect warfarin dose. 

• Musculoskeletal Changes: Muscle weakness, loss of muscle mass, osteoporosis, and 

pathological fractures with prolonged use. 

• Perceptual Alterations: Cataracts or glaucoma may develop. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta)_ □ filgrastim (Neupogen)_ 

□ epoetin alfa (Procrit)/ □ Allopurinol_ 
darbepoetin alfa (Aranesp) _____ 

□ Antibiotic_ □ Antifungal_ 

Repeat cycle every 21 days. 

1 hour day 1-4, 8-11. 

5 visits per cycle. Request 4 cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 



536 Multiple Myeloma 

Interferon-a-2b 

Baseline laboratory tests: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, renal and liver functions 

Bone marrow biopsy 

Interferon-a-2b_2 MU SQ or IM 3 times per week 

• Available in multidose pens with 6 doses of 3 MU (18 MU) or 5 MU (30 MU) or 10 MU 

(60 MU). Keep refrigerated. 

• Flulike Symptoms; Fever, chills, headache, myalgias, and arthralgias. Occurs in 

80%-90% of patients. Onset 3-4 hours after injection and lasting for up to 8-9 hours. 

Incidence decreases with subsequent injections. Symptoms can be managed with aceta¬ 

minophen, ibuprofen, and/or indomethacin and increased oral fluid intake. 

• Bone Marrow Depression: Myelosuppression with mild leukopenia and thrombocyto¬ 

penia. Cumulative effect, dose-limiting thrombocytopenia; reversible. 

• GI Toxicides: Nausea and diarrhea are mild, and vomiting is rare. Anorexia occurs in 

46%-65% of patients and is cumulative and dose limiting. Taste alteration and xero¬ 

stomia may occur. 

• Renal/hepatic: Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare in¬ 

stances. Mild transient elevations in serum transaminase levels. Dose-dependent toxicity 

observed more frequently in the presence of pre-existing liver abnormalities. 

• Cardiotoxicity: Chest pain, arrhythmias, and CHF are rare. 

• Skin: Alopecia is partial. Dry skin, pruritus, and irritation at injection site seen. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ G-CSF_ □ Peg-G-CSF_ 

□ epoetin alfa/ □ Allopurinol_ 
darbepoetin alfa_ 

□ Antibiotic_ □ Antifungal_ 

Use as a maintenance therapy in patients with significant response to induction therapy. 

Weekly or every other week for CBC 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 



Multiple Myeloma 537 

Lenalidomide (Revlimid) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects: 

CBC, Chemistry Panel, LFTs, and pregnancy test for females of childbearing potential 

Bone marrow biopsy to establish myelodysplastic syndrome associated with a deletion 5q 

cytogenetic abnormality with or without additional cytogenetic abnormalities. 

N/A 

Oral 5-HT3 if nausea occurs. 

Lenalidomide_10 mg by mouth daily 

• Available in 5-mg (pale yellow opaque) and 10-mg (blue/green) capsules for oral use. 

• Take with water. Do not break, chew, or open capsules. 

• Store at 25° C (77° F), excursions permitted to 15-30°C (59-86°F). 

• Drug is only available under a special restricted distribution program called the Revassist 

program. 

• Reproductive: Teratogenic. Pregnancy category X. Lenalidomide is an analogue of 

thalidomide. Thalidomide is a known human teratogen that causes life-threatening 

human defects. If lenalidomide is taken during pregnancy, it may cause birth defects or 

death to an unborn baby. All patients on lenalidomide must participate in telephone 

surveys and patient registry (Revassist program). Under this program, all female patients 

of childbearing potential must have a negative pregnancy test done by their doctors 

within 10-14 days and 24 hours before lenalidomide therapy, then weekly during the 

first 4 weeks of lenalidomide therapy. Thereafter, the patient must have a pregnancy test 

every 4 weeks if she has regular menstrual cycles, or every 2 weeks if her cycles are irreg¬ 

ular while she is taking lenalidomide. Two forms of birth control, one highly effective 

and an additional effective method, must be used simultaneously at least 4 weeks before 

beginning lenalidomide therapy, during therapy, during therapy interruption, and for 

4 weeks following discontinuation of lenalidomide therapy. Male patients must never 

have unprotected sexual contact with a female who can become pregnant. Call 1-888- 

423-5436 for information/assistance with Revassist program and enrollment. 

• Hematologic Toxicides: Neutropenia and thrombobytopenia. Grade 3 and 4 hematologic 

toxicity was seen in 80% of patients studied. Eighty percent of patients had to have a 

dose delay/reduction during the major study. Thirty-four percent of patients had to have 

a second dose delay/reduction. Patients may require use of blood product support and/or 

growth factors. See package insert for delays/reductions. 

• Thromboembolic Events: Increased risk of deep venous thrombois (DVT) and pul¬ 

monary embolism (PE) in patients with multiple myeloma who were treated with 

lenalidomide combination therapy. It is not known whether prophylactic anticoagulation 

or antiplatelet therapy prescribed in conjunction with lenalidomide may lessen the po¬ 

tential for venous thromboembolic events. Instruct patients to seek medical attention if 

they develop symptoms such as shortness of breath, chest pain, or arm or leg swelling. 

• Renal Toxicides: Drug is known to be substantially excreted by the kidney, and the risk 

of toxic reactions to this drug is expected to be greater in patients with impaired renal 

function. Care should be taken in patients with impaired renal function. 

• GI Toxicides: Diarrhea common. Constipation also seen. Nausea occurs, sometimes with 

vomiting and stomach pain. Dry mouth reported in many patients. Anorexia. 

• Hepato Toxicides: Hyperbilirubinemia, cholecystitis, and hepatic failure uncommon. 

• Respiratory Toxicides: Nasopharyngitis, cough dyspnea, pharyngitis, epistaxis, dyspnea 

on exertion, rhinitis, and bronchitis all reported (listed by frequency of occurrence). 

• Musculoskeletal: Arthralgia, back pain, muscle cramps, and myalgias can occur. 

• Neurosensory Effects: Eatigue is common. Dizziness, vertigo, headache, hypoesthesia, 

insomnia, depression, and peripheral neuropathy can occur. 

• Skin: Pruritus, rash, and dry skin commonly occur. Edema in extremities with or with¬ 

out pain. 



538 Multiple Myeloma 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Mildly emetogenic protocol. 

□ Neulasta □ Neupoge 

□ Imodium □ Procrit 

□ Aranesp □ Lomotil 

No chair time. Weekly visits for CBC first 8 weeks of therapy, then monthly thereafter. 

Ten visits first three months of therapy. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 



539 



540 Myelodysplastic Syndrome 

Single-Agent Regimens 

Azacitidine (Vidaza) 

CBC, Chemistry Panel, and LFTs 

N/A 

N/A 

Oral 5-HT3 or phenothiazine orally 30 minutes prior to daily dosing. 

Azacitidine_mg (75 mg/m^) subcutaneously, daily for 7 days. Give a minimum 

of 4 cycles, therapeutic effects may not be seen until 5 or more cycles completed. 

• Dose may be increased to 100 mg/m^ if no beneficial effect is seen after two treatment 

cycles and if no toxicity other than nausea and vomiting has occurred. 

• Available as lyophilized powder in 100-mg vials for subcutaneous injection. 

• Reconstitute drug with 4 mL sterile water for injection. Inject diluent slowly into the 

vial. Invert 2-3 times and gently rotate until a uniform suspension is achieved. Suspen¬ 

sion will be cloudy. 

• The resulting suspension will contain azacitidine 25 mg/mL. 

• Doses greater than 4 mL should be divided equally into two syringes. 

• Must be administered within 1 hour after reconstitution. 

• Myelotoxicities: Neutropenia and thrombocytopenia may require dose reductions as 

follows: Baseline (start of treatment) WBC ^ 3.0 X 10^/L, ANC ^ 1.5 X 10^/L, and 

platelets > 75 X 10®/L: 

Nadir Counts Percentage Dose in the 

ANC(XIOVL) Platelets (X10VL)Next Course 

<0.5 <25.0 50% 

0.5-1.5 25.0-50.0 67% 

>1.5 >50.0 100% 

See package insert for dose reductions for patients whose counts are less than those 

stated above. Dose adjustments should then be based on nadir counts and bone marrow 

biopsy cellularity at the time of the nadir. Anemia may occur or be exacerbated. 

• GI Toxicities: Nausea is common. Vomiting, diarrhea, constipation, stomatitis, and 

tongue ulceration also occur. Dysphagia, dyspepsia, and abdominal distension were also 

reported. 

• Renal Toxicities: Patients with renal impairment should be closely monitored. Elevated 

serum creatinine, renal failure, renal tubular acidosis seen. If unexplained reductions in 

serum bicarbonate levels (< 20 mEq/L) occur, the dose should be reduced by 50% on 

the next course. If unexplained elevations of BUN or serum creatinine occur, the next 

cycle should be delayed until values return to normal or baseline, and the dose should be 

reduced by 50% on the next treatment course. 

• Respiratory Toxicities: Decreased breath sounds, pleural effusion, rhonchi atelectasis, 

exacerbation of dyspnea, postnasal drip, and chest wall pain seen in study. 

• Cardiovascular Toxicities: Hypotension, syncope, and chest pain can occur. 

• Sensory/neurotoxicities: Lethargy, increased fatigue, malaise, and hypoesthesia reported. 

• Skin: Injection site reactions (erythema, pruritus, swelling, pain, bruising, injection site 

granuloma, and injection site pigmentation changes) can occur. Rotate injection sites; 

give at least one inch from an old site and never into areas where the site is tender, 

bruised, red, or hard. Peripheral edema, urticaria, and dry skin reported. 

• Reproductive: Pregnancy Category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Mildly to moderately emetogenic protocol. 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 



Myelodysplastic Syndrome 541 

Supportive drugs: □ Neulasta □ Neupogen 

□ Imodium □ Procrit 

□ Aranesp □ Lomotil 

Treatment schedule: Thirty minutes for injection days 1-7. Repeat cycle every 28 days as tolerated. 

Estimated number of visits: Ten visits per month. Request 5 months worth of visits. 

Dose Calculation by: 1. _ 2. _ 

Physician Date 

Patient Name ID Number 

/ __! _ 
Diagnosis Ht Wt 



542 MyelodyspLastic Syndrome 

Arsenic Trioxide (Trisenox) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC, Chemistry Panel (including and LFTs 

12-lead EKG 

Normal saline 

Oral 5-HT3 or phenothiazine if nausea occurs. 

Arsenic trioxide__ mg (0.3 mg/kg) IV days 1-5, then twice weekly for 

11 weeks. 

• Available in 10-mL, single-use ampules containing 10 mg of arsenic trioxide, at a 

concentration of 1 mg/mL. 

• Further dilute in 100-250 cc D5W or 0.9% sodium chloride injection, USE 

• Give IV over 1-2 hours (or up to 4 hours if acute vasomotor reactions occur). 

• Drug is chemically and physically stable for 24 hours at room temperature and 48 hours 

when refrigerated. However, does not contain any preservatives, so unused portions 

should be discarded. 

• Vasomotor Reactions; Symptoms include flushing, tachycardia, dizziness, and lighthead¬ 

edness. Increasing the infusion time to 4 hours usually resolves these symptoms. Stop 

infusion for tachycardia and/or hypotension. Resume at decreased rate after resolution. 

Headaches can also occur; treat with acetaminophen as needed. 

• APL Differentiation Syndrome: Characterized by fever, dyspnea, weight gain, pulmonary 

infiltrates, and pleural or pericardial effusions, with or without leukocytosis. Can be 

fatal. At the first suggestion, high-dose steroids should be instituted (dexamethasone 

10-mg IV bid) for at least 3 days or longer until signs and symptoms abate. Most patients 

do not require termination of arsenic trioxide therapy during treatment of the syndrome. 

• Cardiotoxicities: Drug can cause QT interval prolongation and complete atrioventricular 

block. Prolonged QT interval can progress to a torsade de pointes-type fatal ventricular 

arrhythmia. Patients with history of QT prolongation, concomitant administration of 

drugs that prolong the QT interval, CHF, administration of potassium-wasting diuretics, 

and conditions resulting in hypokalemia or hypomagnesemia sueh as concurrent admin¬ 

istration of amphotericin B. FKGs should be done weekly, more often if abnormal. 

• Fluid/electrolyte Imbalance: Hypokalemia occurs in about 50% of patients. Hypomagne¬ 

semia and hyperglycemia also commonly occur. Fdema seen in 40% of patients. Fess 

commonly, hyperkalemia, hypocalcemia, hypoglycemia, and acidosis occur. Potassium 

levels should be kept > 4.0 mEq/dF and magnesium >1.8 mg/dF during arsenic triox¬ 

ide therapy. 

• Hematologic Effects: Feukocytosis seen in 50%-60% of patients with a gradual increase 

in WBC that peaks between 2 and 3 weeks after starting therapy. Usually resolves sponta¬ 

neously without treatment and/or complications. Anemia (14%), thrombocytopenia 

(19%) and neutropenia (10%). Disseminated intravascular coagulation (DIG) occurred 

in 8% of patients. 

• GI Toxicides; Nausea is most common (75%) and is usually mild, followed by vomiting 

(58%), abdominal pain (58%), diarrhea (53%), constipation (28%), anorexia (23%), 

dyspepsia (10%), abdominal tenderness or distention (8%), and dry' mouth (8%). 

• Hepatic Toxicides: Increased hepatic transaminases AFT and AST seen. 

• Renal Toxicities; Use with caution in patients with renal impairment. Kidney is the main 

route of elimination of arsenic. 

• Respiratory Toxicities: Cough is common. Other symptoms include dyspnea, epistaxis, 

hypoxia, pleural effusion, postnasal drip, wheezing, decreased breath sounds, crepita¬ 

tions, rales/crackles, hemoptysis, tachypnea, and rhonchi. 

• Musculoskeletal: Arthralgias (33%), myalgias (25%), bone pain (23%), back pain (18%), 

neck pain, and pain in limbs (13%). 

• Sensory/perception: Fatigue was reported by 63% of patients. Headache, insomnia, and 

pareshtesias common. Dizziness, tremors, seizures, somnolence, and (rarely) coma can 

occur. 



Myelodysplastic Syndrome 543 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Skin: Dermatitis common. Pruritis, ecchymosis, dry skin, erythema, hyperpigmentation, 

and urticaria also reported. Injection site reactions (pain, erythema, and edema) can 

occur. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ Neulasta DNeupogen 

□ Imodium □ Procrit 

□ Aranesp □ Lomotil 

Chair time 2 hours days 1-5 then, twice weekly for 11 weeks. May repeat cycle if response 

is seen. 

Twenty-seven visits per cycle. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



544 Myelodysplastic Syndrome 

Lenalidomide (Revlimid) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

CBC, Chemistry Panel, LFTs, and pregnancy test for females of childbearing potential 

Bone marrow biopsy to establish myelodysplastic syndrome associated with a deletion 5q 

cytogenetic abnormality with or without additional cytogenetic abnormalities. 

N/A 

Oral 5-HT3 if nausea occurs. 

Lenalidomide 10 mg by mouth daily 

• Available in 5-mg (pale yellow opaque) and 10-mg (blue/green) capsules for oral use. 

• Take with water. Do not break, chew, or open capsules. 

• Store at 25° C (77° F), excursions permitted to 15-30°C (59-86°F) 

• Drug is only available under a special restricted distribution program called the Revassist 

program. 

• Reproductive: Teratogenic. Pregnancy category X. Lenalidomide is an analogue of thali¬ 

domide. Thalidomide is a known human teratogen that causes life-threatening human 

defects. If lenalidomide is taken during pregnancy, it may cause birth defects or death to 

an unborn baby. All patients on lenalidomide must participate in telephone surveys and 

patient registry (Revassist program). Under this program, all female patients of child¬ 

bearing potential must have a negative pregnancy test done by her doctor within 10-14 

days and 24 hours before lenalidomide therapy, then weekly during the first 4 weeks of 

lenalidomide therapy. Thereafter, the patient must have a pregnancy test every 4 weeks if 

she has regular menstrual cycles, or every 2 weeks if her cycles are irregular while she is 

taking lenalidomide. Two forms of birth control, one highly effective and an additional 

effective method, must be used simultaneously at least 4 weeks before beginning lenali- 

domide therapy, during therapy, during therapy interruption, and for 4 weeks following 

discontinuation of lenalidomide therapy. Male patients must never have unprotected sex¬ 

ual contact with a female who can become pregnant. Call 1-888-423-5436 for information/ 

assistance with Revassist program and enrollment. 

• Hematologic Toxicides: Neutropenia and thrombobytopenia. Grade 3 and 4 hematologic 

toxicity was seen in 80% of patients studied. Eighty percent of patients had to have a 

dose delay/reduction during the major study. Thirty-four percent of patients had to have 

a second dose delay/reduction. Patients may require use of blood product support and/or 

growth factors. See package insert for delays/reductions. 

• Thromboembolic Events: Increased risk of deep venous thrombois (DVT) and pul¬ 

monary embolism (PE) in patients with multiple myeloma who were treated with 

lenalidomide combination therapy. It is not known whether prophylactic anticoagulation 

or antiplatelet therapy prescribed in conjunction with lenalidomide may lessen the po¬ 

tential for venous thromboembolic events. Instruct patient to seek medical attention if 

they develop symptoms such as shortness of breath, chest pain, or arm or leg swelling. 

• Renal Toxicities: Drug is known to be substantially excreted by the kidney and the risk of 

toxic reactions to this drug is expected to be greater in patients with impaired renal func¬ 

tion. Care should be taken in patients with impaired renal function. 

• GI Toxicities: Diarrhea common. Constipation also seen. Nausea occurs, sometimes with 

vomiting and stomach pain. Dry mouth reported in many patients. Anorexia. 

• Hepatotoxicities: Hyperbilirubinemia, cholecystitis, and hepatic failure uncommon. 

• Respiratory Toxicities: Nasopharyngitis, cough dyspnea, pharyngitis, epistaxis, dyspnea 

on exertion, rhinitis and bronchitis all reported (listed by frequency of occurrence). 

• Musculoskeletal: Arthralgia, back pain, muscle cramps, and myalgias can occur. 

• Neurosensory Effects: Fatigue is common. Dizziness, vertigo, headache, hypoesthesia, 

insomnia, depression, and peripheral neuropathy can occur. 

• Skin: Pruritus, rash, and dry skin commonly occur. Edema in extremities with or with¬ 

out pain. 

Mildly emetogenic protocol. 



Myelodysplastic Syndrome 545 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

□ Neulasta □ Neupogen 

□ Imodium □ Procrit 

□ Aranesp □ Lomotil 

No chair time. Weekly visits for CBC first 8 weeks of therapy, then monthly thereafter. 

Ten visits first three months of therapy. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 



546 MyelodyspLastic Syndrome 

Dedtabine (Dacogen) 

Baseline laboratory tests: 

Monitor: 

Baseline procedures or tests: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC, Chemistry 

CBC 

Bone marrow biopsy 

Dacogen_15 mg/m^ IV over 3 hours every 8 hours, for 3 days 

OR 

Dacogen_20 mg/m^ IV over 1 hour daily for 5 days 

OR 

Dacogen_10 mg/m^ IV over 1 hour daily for 10 days 

OR 

Dacogen_10 mg/m^ Subcutaneously BID for 5 days 

• Available in 50 mg single dose vials. Dilute with 10 mL Sterile Water for injection result¬ 

ing in 5mg/mL 

• Further dilute in Sodium Chloride, D5W, or Lactated Ringer’s Solution within 15 min¬ 

utes of preparation to a final concentration of 0.1-1.0 mg/mL (250 mL is a safe volume 

for most doses). 

• Final solution should be used infused within 15 minutes and infusion should be com¬ 

pleted within 3 hours or it must be refrigerated at 2° C and is stable for a maximum of 

7 hours until administration. 

• Bone Marrow Depression: Neutropenia, febrile neutropenia, thrombocytopenia and 

anemia are the most common side effects. Growth factors and prophylactic antibiotics 

are recommended. Transfusions as indicated. 

• Flulike Symptoms: Fatigue with pyrexia, arthralgias, myalgias, bone, and back pain may 

be present but mild. 

• GI Toxicides: Mild nausea and vomiting, anorexia; stomatitis is usually minimal; 

constipation and diarrhea infrequent and mild. 

• Skin Integrity: Ecchymosis, rash, and petechaie are usually mild. 

• Reproduction: Pregnancy Category D. Breast feeding should be avoided. 

Mildly emetogenic protocol 

□ G-CSF (neupogen) □ Peg-G-CSF (neulasta) 

□ epoetin alfas (Procrit) □ darbepoeitn alfa (Aranesp) 

□ Antibiotic_ □ Antifungal_ 

Chair time 4 hours, for 3 day protocol; 2 hours for 3 or 5 day protocol. 30 minutes for 

subcutaneous dosing. 

3-5 days the week of treatment and weekly CBC; Repeat cycle every 6 weeks for a mini¬ 

mum of 4 cycles; however, a complete or partial response may take longer than 4 cycles. 

Continue as long as the patient continues to benefit. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



OVARIAN CANCER 

Combination Regimens 

cc. .549 

Carboplatin: 300-mg/m^ IV on day 1 

Cyclophosphamide; 600-mg/m^ IV on day 1 

Repeat cycle every 28 days.^-^^^ 

CP. .550 

Cisplatin; 100-mg/m^ IV on day 1 

Cyclophosphamide: 600-mg/m^ IV on day 1 

Repeat cycle every 28 days.^’^^® 

CT. 

Cisplatin; 75-mg/m^ IV on day 2 

Paclitaxel: 135-mg/m^ IV over 24 hours on day I 

Repeat cycle every 21 days.^’^^^ 

Paclitaxel must be administered first, followed by cisplatin. 

.551 

Carboplatin + Paclitaxel .. 

Carboplatin: AUC of 6-7.5, IV on day 1 

Paclitaxel; 175-mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^’^'^^ 

Paclitaxel must be administered first, followed by carboplatin. 

.552 

Carboplatin + Docetaxel . 

Carboplatin: AUC of 6, IV on day 1 

Docetaxel: 60-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^'^^ 

.553 

Gemcitabine + Liposomal Doxorubicin . 

Gemcitiabine: 1,000-mg/m^ IV on days 1 and 8 

Doxil: 30-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^'^^ 

.554 

547 



Gemdtabine + Cisplatin .....555 

Gemcitiabine: 800-1,000 mg/m^ IV on days 1 and 8 

Cisplatin: 30 mg/m^ IV on days 1 and 8 

Repeat cycle every 21 days.b343 

Single-Agent Regimens 

Altretamine.556 

Altretamine: 260-mg/m^/day PO in four divided doses after meals and at 

bedtime 

Repeat cycle every 14-21 days.'^'^'^"^ 

Liposomal Doxorubicin (Doxil) .557 

Liposomal doxorubicin: 50-mg/m^ IV over 1 hour on day 1 

Repeat cycle every 28 daysd’^"^^ 

Paclitaxel .558 

Paclitaxel: 135-mg/m^ IV over 3 hours on day 1 

Repeat cycle every 21 days.^’^"^^ 

Topotecan.559 

Topotecan: 1.5-mg/m^ IV on days 1-5 

Repeat cycle every 21 days.^’^"*'^ 

Gemdtabine .560 

Gemdtabine: 800-mg/m^ IV weekly for 3 weeks 

Repeat cycle every 4 weeks, 

Etoposide ...561 

Etoposide: 50-mg/mVday PO on days 1-21 

Repeat cycle every 28 days.^’^"^^ 



Ovarian Cancer 549 

Combination Regimens 

Carboplatin + Cyclophosphamide (CC) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and LFTs, CA 125 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Carboplatin_mg (300 mg/m^) IV on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available in 50, 150, and 450 lyopholized powder or 50, 150, 450, and 600 mg solution. 

• Discard reconstituted powder after 8 hours. 

• Multidose vial stable for 15 days after first use. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

• Hypersensitivity Reactions; Rash, urticaria, erythema, and pruritus. Bronchospasm and 

hypotension are uncommon, but risk increases from l%-27% in patients receiving more 

than seven courses of carboplatin-based therapy. 

• Bone Marrow Depression: Dose-limiting myelosuppression 

• GI Toxicities: Moderate-to-severe nausea and vomiting within first 24 hours. 

• Hepatic Toxicity: Reversible hepatic dysfunction is mild to moderate; increased LFTs and 

bilirubin. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• GU: Hemorrhagic cystitis, dysuria, and increased urinary frequency occurs in 5%-10% of 

patients. Usually reversible on discontinuation of drug. 

• Electrolyte Imbalance: Decreased Mg^"*", K, Ca^"'', Na"*", and R 

• Skin: Hyperpigmentation of skin and nails may occur. Alopecia likely. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 28 days. 

One visit per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ 
M^ 

Diagnosis Ht Wt 



550 Ovarian Cancer 

Cisplatin + Cyclophosphamide (CP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^), CA 125 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cisplatin_mg (100 mg/m^) IV on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available in 1-mg/mL solution. 

• Further dilute in 250 cc or more of NS. 

Cyclophosphamide_mg (600 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution is completely dissolved. 

• Reconstituted solution stable for 24 hours at room temperature, and 6 days refrigerated. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen; may be 

severe and dose limiting. 

• GI Toxicides: Nausea and vomiting is moderate to severe and can be acute or delayed. 

• Renal/bladder Toxicides: Nephrotoxicity is dose related with cisplatin and presents at 

10-20 days. Hemorrhagic cystitis, dysuria, and urinary frequency. 

• Electrolyte Imbalance: Decreased Mg^"*", K, Ca^'^, Na"*", and P. 

• Skin: Hyperpigmentation of skin and nails. Complete alopecia. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral 

sensory neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

Increased risk with cumulative dosing. 

• Ototoxicity: High-frequency hearing loss and tinnitus with cisplatin. 

• Reproductive: Drugs are teratogenic and mutagenic. Sterility may be 

permanent. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat cycle every 28 days. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



Ovarian Cancer 551 

Cisplatin - Paclitaxel (CT) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits; 

CBC: Chemism- (including Mg^'^) and CA 125 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS (days 1 and 2) 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS (day 1 only) 

Paclitaxel_mg (135 mg/m-) IV over 24 hours on day 1 

• Available in 30 mg and 300 mg xials (6 mg/itiL) or 100 mg (16.7 mg/mL). 

• Final concentration is ^ 1.2 mg/mL. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for 

administration. 

Cisplatin_mg (75 mg/m^) IV on day 2 

• Available in 1 mg/mL solution. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

Repeat q.xle even 21 days. 

Paclitaxel must be administered first, followed by carboplatin. 

• H%'persensiti\it\’ Reaction: Paclitaxel (30%-40%). Premedicate as described. 

• Bone Marrow- Depression: Neutropenia, thromboq.topenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• G1 Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. 

• Renal: Nephrotoxicit)' is dose related with cisplatin and presents at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Flectrohie Imbalance: Decreases MG-^, Ca-"^, Na~, and P 

• Neurotoxicit)-: Severe neuropathy with numbness, tinghng, and sensor}" loss in classic 

"stocking and glove” distribution. Proprioception, Gbrating sense, and loss of motor 

function can occur. Increased risk with cumulative dose, more frequent with longer 

infusions. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnane}' categor}' D. Breast feeding should be avoided. 

Moderate to highly emetogenic protocol. 

Z pegfilgrastim (Neulasta) Z filgrastim (Neupogen) 

Z epoetin alfa (Procrit) Z darbepoetin alfa (Aranesp) 

Chair time 1 hour on dav 1, and 3 hours on day 2. Repeat every- 21 days as tolerated or 

until disease progression. 

Two ^isits per ty'cle. Request three cycles worth of %-isits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ 7 
M^ Diagnosis Ht Wt 



552 Ovarian Cancer 

Carboplatin + Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, CA 125 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 23-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (175 mg/m^) IV over 3 hours day 1 

• Available in 30 mg and 300 mg vials (6 mg/mL) or 100 mg vial (16.7 mg/mL). 

• Final concentration is ^ 1.2 mg/mL 

• Use non-PVC containers and tubing with 0.22-micron inline filter to administer. 

Carboplatin_mg (AUC 6-7.5) IV on day 1 

• Available in 50-, 150-, and 450-mg lyopholized powder or 50-, 150-, 450-, and 600-mg 

solution (10 mg/mL). 

• Multidose vial stable for 15 days after first use. 

• Do not use aluminum needles, because precipitate will form. 

• Give carboplatin after paclitaxel to decrease toxicities. 

• Hypersensitivity Reaction: Paclitaxel (30%-40%). Characterized by rash, urticaria, 

erythema, and pruritis. Bronchospasms and hypotension uncommon but may occur 

1-4% of patients. Premedicate as described. Increased risk of hypersensitivity reactions 

in patients receiving more than seven courses of carboplatin therapy. 

• Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia are cumulative 

and dose related. Can be dose limiting. G-CSF support recommended. 

• GI Toxicities: Moderate to severe nausea and vomiting may be acute or delayed. Muco¬ 

sitis and/or diarrhea occurs in 30%-40% of patients. 

• Renal; Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrolyte imbalance; Decreases Mg^"*", K^, Ca^"*", Na'*', and P. 

• Neurotoxicity: Severe neuropathy with numbness and tingling in classic “stocking and 

glove” distribution. Proprioception, vibrating sense, and motor function loss can occur. 

Increased risk with cumulative dosing and longer infusions. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 5 hours on day 1. Repeat cycle every 21 days until disease progression. 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 



Ovarian Cancer 653 

Carboplatin ^ Docetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; ChemistT)' (including Mg- ) and CA 123 

N7A 

0.9% sodium chloride 

Dexamethasone 8-mg PO bid for 3 days, starring the day before treatment 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS day of treatment 

Carboplatin_mg (AUC 6) I\ on day 1 

• Available in 50-, 150-. and 450-mg lyopohzed powder or 50-. 150-, 450-, and 600-mg 

solution (10 mg/mL). 

• Multidose Mai stable for 15 da\-5 after first use. 

• Do not use aluminum needle, because precipitate \^'ill form. 

• Available in powder or solution. Discard reconstituted p>owder after 8 hours. 

Docetaxel_mg (60 mgAn^) IV on day 1 

• Available in 20- or 80-mg doses: comes \^'ith owm diluent Do not shake. 

• Reconstituted Mals stable at room temperature or if refrigerated for 8 hours. 

• Further dilute in 250 cc of D5\\' or 0.9% sodium chloride. 

• Use non-P\'C containers and tubings to administer. 

• H\persensitiMD.‘ Reaction: Severe h\-persensiti\it}- reactions with docetaxel in 2%-3% of 

patients. Premedication \Mth dexamethasone recommended. Carboplatin can cause rash, 

urticaria. er\thema. and pruritus. Bronchospasm and hypotension are uncommon. 

but risk increases from 1% to 27% in patients recebing more than seven courses of 

carboplatin-based therapy. 

• Bone Marrow Depression: Neutropenia, thrombocytopenia, and anemia are dose related 

and can be dose limiting. 

• GI Toxicides: Moderate-to-severe nausea and vomiting within first 24 hours. 

• Renal: Nephrotoxicity less common than with cisplatin and rarely symptomatic. 

• Electrohie Imbalance: Decreased Mg-~. K, Ca- , and Na 

• Neuropathy: Neurologic d\sfunction is infrequent, but there is increased risk in patients 

> 65 years old or those preMouslv treated with cisplatin and recebing prolonged carbo¬ 

platin treatment. 

• Skin: Alopecia is common and pruritic rash may occur with docetaxel. Nad changes, 

occurring in 11-40% of patients mav include onychobsis Goss of nail). Keep nails clean, 

use nail hardeners, tea tree od. Lotrimin d indicated. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderatelv to highly emetogenic protocol. 

~ pegfilgrastim (N’eulasta) _ fdgrastim CNeupogeni 

Z epoetin alfa (Procrit) Z darbepoetin alfa (Aranesp^ 

Chair time 4 hours on day 1. Repeat cycle every 21 days. 

Tw o %isils per cycle. Request 6 months worth of %isits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt M- 



554 Ovarian Cancer 

Gemdtabine + Liposomal Doxorubicin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 125 

N/A 

0.9% sodium chloride 

Oral 5-HT3 or IV 5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m2) IV on days 1 and 8 

• Available in 1-g or 200-mg vials, reconstitute with 0.9% sodium chloride. 

• USP (5 cc for 200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Liposomal doxorubicin_mg (30 mg/m2) IV over 1 hour on day 1 

• Available as a 2-mg/mL solution in 20- or 50-mg vials. 

• Further dilute drug (doses up to 90 mg) in 250 cc of D5W. 

• Infusion Reaction: Flushing, dyspnea, facial swelling, headache, back pain, tightness in 

the chest and throat, and/or hypotension with liposomal doxorubicin. Usually occurs 

during first treatment and is seen in 5%-10% of patients. Resolves quickly after infusion 

stopped. 

• Bone Marrow Depression: Leukopenia occurs in 63-91% of patients, with anemia (73%), 

with grades 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppres- 

sion is dose limiting. Nadir occurs in 10-14 days with recovery at 21 days. Prolonged 

infusion time of gemcitabine (> 60 minutes) is associated with higher toxicides. 

• G1 Toxicides: Nausea and vomiting are usually mild to moderate (70%). Stomatitis 

occurs in 7% of patients and diarrhea in 8%; both are usually mild. 

• Cardiac; Acutely, pericarditis and/or myocarditis, electrocardiographic changes, or ar¬ 

rhythmias. Not dose related. With high cumulative doses > 550 mg/m2, cardiomyopathy 

may occur. Increased risk of cardiotoxicity when liposomal doxorubicin is given with 

trastuzumab (Herceptin) or mitomycin. 

• Skin: Manifested as hand-foot syndrome with skin rash, swelling, erythema, pain, and/or 

desquamation. Occurs in 3.4% of patients and is dose related. Edema occurs in 30% of 

patients. Alopecia is rare. Hyperpigmentation of nails, urticaria, and radiation recall can 

occur. 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour weekly for 3 weeks. Repeat cycle every 4 weeks. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht ■Wt 



Ovarian Cancer 555 

Gemcitabine + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine_mg (800-1000 mg/m^) IV on days 1 and 8 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP 

(5 cc for 200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Cisplatin_mg (30 mg/m^) IV on days 1 and 8 

• Available in 1 mg/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more 0.9% sodium chloride. 

• Hematologic; Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicities. 

• GI Symptoms: Moderate-to-severe nausea and vomiting; may be acute or delayed. 

Diarrhea and/or mucositis (15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Renal; Nephrotoxicity is dose related with cisplatin and occurs at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Neurotoxicity: Neuropathy with numbness, tingling, and sensory loss in classic “stock¬ 

ing and glove” distribution. Proprioception, vibrating sense, and motor function loss can 

occur. Increased risk with cumulative doses and more frequent in longer infusions. 

• Electrolyte Imbalance; Decreased Mg^"*", K, Ca^+, Na"*", and P. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1 and 15, and 1 hour on day 8. Repeat cycle every 21 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

Diagnosis Ht Wt 



556 Ovarian Cancer 

Single-Agent Regimens 

Altretamine (Hexalen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Dose Calculation by: 1. _ 

CBC: Chemistry, CA 125 

N/A 

N/A 

Oral phenothiazine or S-HT^ 

Altretamine_mg (260 mg/mVday) PO in four divided doses 

(after meals and at bed time) 

• Available in 50-mg gelatin capsules for oral use. 

• Bone Marrow Suppression: Dose limiting toxicity; nadir occurs at 21-28 days and rapid 

recovery within 1 week of cessation of drug. 

• G1 Toxicides: Nausea and vomiting in 30% of patients; is usually mild to moderate. 

Worsens with increasing cumulative doses of drug. Usual dose-limiting toxicity. Diarrhea 

and cramps may also be dose limiting. 

• Neurotoxicities. Peripheral sensory neuropathy occurs in 31% of patients and is moder¬ 

ate to severe in 9% of patients. 

• CNS: Agitation, confusion, hallucinations, depression, mood disorders, and Parkinson- 

like symptoms may occur and are usually reversible. Neurological effects are more com¬ 

mon with continuous dosing > 3 months rather than pulse dosing. 

• Skin: Rashes, pruritus, eczematous skin lesions may occur but are rare. 

• Renal: Elevations in blood urea nitrogen (BUN) (9%) or creatinine (7%) can occur. 

• Reproductive: Pregnancy category D. Breat feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Repeat cycle every 14-21 days. 

One per cycle. 

2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



Ovarian Cancer 557 

Liposomal Doxorubicin (Doxil) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, CA 125 

MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS. 

Liposomal doxorubicin_mg (50 mg/m^) IV over 1 hour on day 1 

• Available as a 2-mg/mL solution in 20- or 50-mg vials 

• Further dilute drug (doses up to 90 mg) in 250 cc of D5W. 

• Infusion Reaction: Flushing, dyspnea, facial swelling, headache, back pain, tightness in 

the chest and throat, and/or hypotension. Usually occurs during first treatment and is 

seen in 5%-10% of patients. Resolves quickly after infusion stopped. 

• Bone Marrow Depression: Dose-limiting toxicity in the treatment of HIV-infected 

patients. Leukopenia occurs in 91% of patients, with anemia and thrombocytopenia 

less common. 

• GI Toxicities: Nausea and vomiting are usually mild to moderate. Stomatitis occurs in 7% 

of patients and diarrhea in 8%; both are usually mild. 

• Cardiac: Acutely, pericarditis and/or myocarditis, electrocardiographic changes, or ar¬ 

rhythmias. Not dose related. With high cumulative doses > 550 mg/m^, cardiomyopathy 

may occur. Increased risk of cardiotoxicity when liposomal doxorubicin is given with 

trastuzumab (Herceptin) or mitomycin. 

• Skin: Skin toxicity manifested as hand-foot syndrome with skin rash, swelling, erythema, 

pain, and/or desquamation. Occurs in 3.4% of patients and is dose related. Hyperpig¬ 

mentation of nails, skin rash, urticaria, and radiation recall occur. Alopecia occurs in 9% 

of patients with Kaposi’s sarcoma. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 28 days. 

Two visits per cycle. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis M^ 



558 Ovarian Cancer 

Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg2+) and CA 125 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (135 mg/m^) IV over 3 hours on day 1 

• Final concentration is ^ 1.2 mg/mL 

• Use non-PVC containers and tubing with 0.22-micron inline filter for 

administration. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and 

recovery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when 

compared with 24-hour schedule. G-CSF support recommended. 

• GI Toxicity: Nausea and vomiting occur in 52% of patients, mild and preventable -with 

anitemetics. Diarrhea in 38% of patients and stomatitis in 31%. 

• Neurotoxicity: Severe neuropathy with numbness, tingling, and sensory loss in arms and 

legs. Proprioception and vibratory sense and loss of motor function can occur. 

Paresthesias are dose related and can be severe, requiring pain medication or neurontin. 

More frequent with longer infusions and at doses >175 mg/m^. 

• Ototoxicity occurs in > 30% beginning with high-frequency hearing. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat every 21 days as tolerated or until disease progression 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Ovarian Cancer 559 

Topotecan 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 125 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Topotecan_mg (1.5 mg/m^) IV on days 1-5 

• Available as a 4-mg vial. 

• Reconstitute vial with 4 mL of sterile water for injection. 

• Further dilute in 0.9% sodium chloride or D5W. 

• Use immediately. 

• Hematologic: Severe grade 4 myelosuppression occurs during the first course of therapy 
in 60% of patients. Dose-limiting toxicity. Typical nadir occurs at days 7-10 with full 
recovery by days 21-28. If severe neutropenia occurs, reduce dose by 0.25 mg/m^ for 
subsequent doses, or may use G-CSF to prevent neutropenia 24 hours after last day of 

topotecan therapy. 

• GI Toxicities: Nausea and vomiting, mild to moderate and dose related. Occurs in 
60%-80% of patients. Diarrhea occurs in 42% of patients, and constipation occurs in 
39%. Abdominal pain may occur in 33% of patients. 

• Hepatic Toxicity: Evidence of increased drug toxicity in patients with low protein levels 
and hepatic dysfunction. Dose reductions may be necessary. 

• Renal: Use with caution in patients with abnormal renal function. Dose reduction is nec¬ 
essary in this setting. Microscopic hematuria occurs in 10% of patients. 

• Skin: Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1-5. Repeat every 21 days until disease progression. 

Six visits per cycle. Request three cycles. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient.Name ID Number 

/ 
M^ Diagnosis Ht Wt 



560 Ovarian Cancer 

Gemcitabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 125 

N/A 

0.9% sodium chloride 

Oral phenothiazine 

OR 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Gemcitabine_mg (800 mg/m^) IV weekly for 3 weeks 

• Available in 1-g or 200-mg vials, reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. DO NOT refrigerate, be¬ 

cause precipitate will form. 

• Infusion Reactions: Characterized by flushing, facial swelling, headache, dyspnea and/or 

hypotension. Usually related to rate of infusion and resolves with discontinuation of 

infusion. 

• Hematologic; Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grades 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicities. 

• GI Symptoms: Mild to moderate nausea and vomiting (70%), diarrhea, and/or mucositis 

(15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Pulmonary Toxicities; Mild dyspnea or drug induced pneumonitis may occur. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia is rare. 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour weekly for 3 weeks. Repeat cycle every 4 weeks. 

Six visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Ovarian Cancer 561 

Etoposide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and CA 125 

N/A 

0.9% sodium chloride 

Oral phenothiazine or S-HT^. 

Etoposide_mg (50 mg/m^/day) PO days 1-21 

• Available in 50- or 100-mg capsules for oral use 

• May give as a single dose up to 400 mg; > 400 mg, divide dose into 2-4 doses. 

• Store in refrigerator. 

• Bone Marrow Depression: Nadir 10-14 days after drug dose, with recovery on days 

21-22. Neutropenia maybe severe. 

• G1 Toxicides: Nausea and vomiting and anoxeria occur in 30%-40% of patients and 

is generally mild to moderate. More commonly observed with oral administration. 

• Skin: Alopecia observed in nearly two thirds of patients. 

• Neurotoxicities: Peripheral neuropathies may occur but are rare and mild. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

No chair time. Repeat cycle every 28 days as tolerated or until disease progression. 

One to two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

_! 
Ht 

_/ _ 
Wt M^ 



OVARIAN CANCER 

(Germ Cell) 

Combination Regimens 

BEP. 

Bleomycin: 30 U IV on days 2, 9, and 16 

Etoposide: 100 mg/mVday IV on days 1-5 

Cisplatin: 20 mg/m^/day IV on days 1-5 

Repeat cycle every 21 daysd’^^° 
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Ovarian Cancer 563 

Combination Regimens 

Etoposide + Bleomycin + Cisplatin (BEP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

PFTs and chest x-ray study at baseline and before each cycle of therapy 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Acetaminophen 30 minutes before bleomycin 

Bleomycin 30 units IV push or infusion over 15 minutes on days 2, 9, and 16 

• A test dose of 2 units is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in 0.9% sodium chloride or 
sterile water. 

• Reconstituted solution is stable for 24 hours at room temperature. 

Etoposide_mg (100 mg/m^) IV infusion over 1 hour on days 1-5 

• Available in 100-mg vials; when reconstituted with 5 or 10 mL of NS, D5W or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 
as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to final concentration of 0.1 mg/mL 

Cisplatin_mg (20 mg/m^) IV infusion over 1-2 hours on days 1-5 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

• Allergic Reaction: Bleomycin—fever and chills observed in up to 25% of patients. True 

anaphylactic reactions are rare. Etoposide—bronchospasm, with or without fever, chills. 

Hypotension may occur during rapid infusion. Anaphylaxis may occur but is rare. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• G1 Toxicities: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. 

• Pulmonary Toxicities: Pulmonary toxicity is dose limiting in bleomycin. Seen more 

frequently cumulative with bleomycin dose > 400 units. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. 

Risk may be reduced with adequate hydration 

• Electrolyte Imbalance: Decreased Mg^"'", K, Ca^’*’, Na"*", and P 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neu¬ 

ropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1, 1-5, and 1 hour on days 9 and 16. Repeat every 21 days. 

Seven visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



PANCREATIC CANCER 

LOCALLY ADVANCED DISEASE 

5-FluorouracU + Radiation Therapy 

(Gastrointestinal Tumor Study)...567 

Group [GITSG] Regimen) 

5-Fluorouracil: 500-mg/m^/day IV on days 1-3 and 29-31, then weekly 

beginning on day 71 

Radiation therapy; Total dose, 4000 cGy 

Chemotherapy and radiation therapy started on the same day and given 

concurrently. ^ ^ 

METASTATIC DISEASE 
Combination Regimens 

5-Fluorouracil + Leucovorin...568 

5-Fluorouracil: 425-mg/m‘ IV on days 1-5 

Leucovorin: 20-mg/m^ IV on days 1-5 

Repeat cycle every 28 days.'^’^^^ 

Gemcitabine + Capecitabine..—569 

Gemcitabine: 1000-mg/m^ IV on days 1 and 8 

Capecitabine: 650-mg/m^ PO bid on days 1-14 

Repeat cycle every 21 days.^’^^^ 

Gemcitabine + Docetaxel + Capecitabine (GTX).570 

Gemcitabine; 750-mg/m^ IV over 75 minutes on days 4 and 11 

Docetaxel: 30-mg/m^ IV on days 4 and 11 

Capecitabine: 1000-1500 mg/m^ PO bid on days 1-14 

Repeat cycle every 2 weeks. 

Gemcitabine + Cisplatin.  572 

Gemcitabine: 1000-mg/m^ IV on days 1, 8, and 15 

Cisplatin: 50-mg/m^ IV on days 1 and 15 

Repeat cycle every 28 days.^’^^^ 
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Pancreatic Cancer 565 

Gemdtabine + Cisplatin (Modified) .  573 

Gemcitabine: 600-750 mg/m^ IV on days 1 and 15 

Cisplatin: 25-mg/m^ IV on days 1 and 15 

Repeat cycle every 28 days.^’^^^ 

Gemdtabine + Cisplatin (Fixed Dose Rate).574 

Gemcitabine: 1000-mg/m^ IV on days 1 and 8 

Cisplatin: 20-mg/m^ IV on days 1 and 8 

Repeat cycle every 28 days^’^^^’^^^ 

Gemdtabine + Oxaliplatin.575 

Gemcitabine: 1000-mg/m^ IV over 100 minutes at 10 mg/m^/min on day 1 

Oxaliplatin: 100-mg/m^ over 2 hours on day 2. 

Repeat cycle every 2 weeks. 

Gemdtabine + Irinotecan .576 

Gemcitabine: 1000-mg/m^ IV over 30 minutes on days 1 and 8 

Irinotecan: 100-mg/m^ IV over 90 minutes on days 1 and 8 

Repeat cycle every 21 days.^’^^° 

FAM .577 

5-Fluorouracil: 600-mg/m^ IV on days 1, 8, 29, and 36 

Doxorubicin: 30-mg/m^ IV on days 1 and 29 

Mitomycin: 10-mg/m^ IV on day 1 

Repeat cycle every 56 days.^’^^^ 

Gemdtabine + Erlotinib (Tarcera).  578 

Gemcitabine: 1000-mg/m^ IV weekly for 7 weeks, then 1 week rest, 

subsequent cycles 

1000-mg/m^ IV weekly for 3 weeks with 1 week rest 

Erlotinib: 100-mg PO daily 

Repeat 3-week cycles every 28 days.^’^^^ 

5-Fluorouradl -l- Streptozocin -l- Mitomycin.580 

5-Fluorouracil: 600-mg/m^ IV on days 1, 8, 29, and 36 

Streptozocin: 1000-mg/m^ IV over 1 hour on days 1, 8, 29, and 36 

Mitomycin: 10-mg/m^ IV bolus on day 1 

Repeat cycle every 72 days.^’^^^ 



566 Pancreatic Cancer 

Single-Agent Regimens 

Gemdtabine .581 

Gemcitabine: 1000-mg/m^ IV weekly for 7 weeks, then 1-week rest 

Subsequent cycles 1000-mg/m^ IV weekly for 3 weeks with 1-week rest 

Repeat 3-week cycle every 28 days.^’^^"^ 

OR 

Gemcitabine: 1000-mg/m^ IV over 100 minutes at 10 mg/mVmin on days 

1, 8, and 15 

Repeat cycle every 28 days.^'^®^ 

Capecitabine...582 

Capecitabine; 1250-mg/m^ PO bid on days 1-14 

Repeat cycle every 21 days.k366 



Pancreatic Cancer 567 

LOCALLY ADVANCED DISEASE 

5-Fluorouradl + Radiation Therapy (GITSG) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Radiation therapy: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 19-9 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Fluorouracil_mg (500 mg/m^/day) IV on days 1-3 and 29-31, then weekly 
beginning on day 71 

• Available 500 mg/lOmL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

Total dose, 4000 cGy 

Chemotherapy and radiation therapy are started on the same day and given concurreirtly. 

• Bone Marrow Depression; Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily for 5 or weekly regimens. 

• GI Toxicides: Nausea and vomiting occur in 30%-50% of patients but is usually mild. 

Nausea and vomiting and dehydration may worsen thoughout treatment may require 

IV hydration and additional antiemetics. Mucositis and diarrhea can be severe and dose 

limiting. 

• Skin: Local tissue irritation in radiation field progressing to desquamation can occur. Do 

not use oil-based lotions or creams in radiation field. Hyperpigmentation, photosensitiv¬ 

ity, and nail changes may occur with 5-fluorouracil as well as hand-foot syndrome can be 

dose limiting. 

• Ocular; Photophobia, increased lacrimation, conjunctivitis, and blurred vision may occur 

with 5-fluorouracil. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1-3 and 29-31, then weekly beginning on day 71. 

Six visits first month. One visit weekly beginning week 10 and through the end of radiation 

therapy. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



568 Pancreatic Cancer 

METASTATIC DISEASE 
Combination Regimens 

5-FluorouraaT+Leucovorin (Mayo Clinic Regimen) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 19-9 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

Leucovorin_mg (20 mg/m^/day) IV bolus on days 1-5 

• Available in solution or powder. Reconstitute solution with sterile water. May further di¬ 

lute with 0.9% sodium chloride or D5W. 

• Do not mix in same solution with 5-FU, because a precipitate will form. 

5-FU_mg (425 mg/mVday) IV bolus 1 hour after start of leucovorin, days 1-5. 

• Available 500 mg/lOmL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

• Bone Marrow Depression; Nadir 10-14 days. Neutropenia, thrombocytopenia are dose 

related. Can be dose limiting for daily for 5 or weekly regimens. 

• G1 Toxicides: Nausea and vomiting occur in 30%-50% of patients but is usually mild. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin; Alopecia is more common in the 5-day course and results in diffuse thinning 

of hair. H>y)erpigmentation, photosensitivity, and nail changes may occur. Hand-foot 

syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on days 1-5. Repeat cycle every 28 days for six cycles. 

Six \dsits per cycle. 36 per treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Pancreatic Cancer 569 

Gemdtabine + Capedtabine (Xeloda) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, CA 19-9, and creatinine clearance 

N/A 

0.9% sodium chloride 

Oral phenothiazine or S-HT^ and dexamethasone 10 mg 

Gemcitabine_mg (1000 mg/m^) IV on days 1 and 8 

• Available in 1-g or 200-mg vials, reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Capecitabine_mg (650 mg/m^) PO bid on days 1-14 

• Available in 150 mg and 500 mg tablets. Do not cut tablets. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor international normalized ratios (INRs) closely in patients taking warfarin; may 

increase INR. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grades 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicities. 

• GI Symptoms: Mild-to-moderate nausea and vomiting (70%), diarrhea and/or mucositis 

(15%-20%). Diarrhea occurs in up to 40% with 12% being grade 3-4. Stomatitis is com¬ 

mon, 3% of which is severe. 

• Flulike Syndrome: (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Renal Insufficiency: Xeloda is contraindicated in patients with creatinine clearance 

< 30 mlVmin. CRCL 30-50 mL/min at baseline should be dose reduced to 75% of 

total xeloda dose. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. Dose modifications may 

be required if hyperbilirubinemia occurs. 

• Skin: Hand-foot syndrome (15%-20%). Pruritic, maculopapular skin rash, usually 

involving trunk and extremities. Edema occurs in 30% of patients. Alopecia is rare. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour. Repeat weekly for 7 weeks, then 1-week rest. Then weekly for 3 weeks 

with 1 week off. 

Repeat every 21 days until disease progression. 

Ten visits initial course (3 months). Three visits per month subsequent courses. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
m2 Diagnosis Ht Wt 



570 Pancreatic Cancer 

Gemdtabine + Docetaxel + Capedtabine (GTX) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

CBC; Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

Oral phenothiazine 

OR 

5-HT3 and dexamethasone 10 mg in 100 cc of NS and dexamethasone 8-mg PO bid for 

3 days, starting the day before treatment 

Gemcitabine_mg (750 mg/m^) IV over 75 minutes days 4 and 11 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Docetaxel_mg (30 mg/m^) IV on days 4 and 11 

• Available in 20- or 80-mg doses; comes with own diluent. Do not shake. Reconstituted 

drug stable at room temperature or if refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubings to administer. 

Capecitabine_ _mg (1000-1250 mg/m^) PO bid on days 1-14 

• Available in 150 and 500 mg tablets. Do not cut tablets. 

• Administer within 30 minutes of a meal with plenty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INR 

• Hypersensitivity: Severe hypersensitivity reactions with docetaxel in 2%-3% of patients. 

Characterized by skin rash, erythema, hypotension, dyspnea and /or bronchospasm. 

Usually occurs within first 2-3 minutes, usually after first dose. May be prevented with 

premedication with steroid and addition of diphenhydramine 50 mg IV and/or cimeti- 

dine 300 mg IV. Premedication with dexamethasone recommended. 

• Hematologic: Myelosuppression is dose limiting. 

• G1 Symptoms: Mild to moderate nausea and vomiting, diarrhea, and mucositis. May 

require additional antiemetics and IV hydration. 

• Sensory Neuropathy: Peripheral paresthesias and numbness (49%). 

• Flulike Syndrome: (20%) with fever 6-12 hours after treatment. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic rash and nail changes. Nail changes may include brown discoloration of 

nail beds and/or onycholysis (loss of nail). Keep nails clean. Use nail hardeners and tea 

tree oil. Lotrimin if indicated. 

• Reproduction: Pregnancy category D. Breast feeding shoud be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours on days 4 and 11. Repeat cycle every 21-28 days until disease 

progression. 

Three visits per cycle. Request three cycles worth of visits. Estimated number of visits: 



Pancreatic Cancer 571 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! __ 
Diagnosis Ht Wt 



572 Pancreatic Cancer 

Gemdtabine + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV on days 1, 8, and 15 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Cisplatin_mg (50 mg/m^) IV on days 1 and 15 

• Available 1 mg/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more 0.9% sodium chloride. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicides. 

• G1 Symptoms: Moderate-to-severe nausea and vomiting; may be acute or delayed. 

Diarrhea and/or mucositis (15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Renal: Nephrotoxicity is dose related with cisplatin and occurs at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Neurotoxicity: Sensory neuropathy; dose related. Neuropathy with numbness, tingling, 

and sensory loss in classic “stocking and glove” distribution. Proprioception, vibrating 

sense, and motor function loss can occur. Increased risk with cumulative doses and more 

frequent in longer infusions. 

• Electrolyte Imbalance: Decreased Mg^"*", K, Ca^"*", Na’*', and P. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1 and 15, and 1 hour on day 8. Repeat cycle every 28 days. 

Four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

Diagnosis Ht Wt 



Pancreatic Cancer 573 

Gemdtabine + Cisplatin (Modified) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine_mg (600-750 mg/m^) IV on days 1 and 15 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cc fo'r 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. DO NOT refrigerate, be¬ 

cause precipitate will form. 

Cisplatin_mg (25-30 mg/m^) IV on days 1 and 15 

• Available in 1 mg/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more 0.9% sodium chloride. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicides. 

• G1 Symptoms: Moderate-to-severe nausea and vomiting; may be acute or delayed. 

Diarrhea and/or mucositis (15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Renal: Nephrotoxicity is dose related with cisplatin and occurs at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Neurotoxicity: Sensory neuropathy; dose related. Neuropathy with numbness, tingling, 

and sensory loss in classic “stocking and glove” distribution. Proprioception, vibrating 

sense, and motor function loss can occur. Increased risk with cumulative doses and more 

frequent in longer infusions. 

• Electrolyte Imbalance: Decreased Mg^^, K, Ca^"*", Na"*", and P. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours. Repeat cycle every 28 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
Diagnosis Ht Wt 



574 Pancreatic Cancer 

Gemdtabine + Cisplatin (Fixed Dose Rate) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Ejjects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV on days 1 and 8 

• Available in 1-g or 200-mg vials; reconstitute with 0,9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Cisplatin_mg (20 mg/m^) IV on days 1 and 8 

• Available 1 mg/mL. 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more 0.9% sodium chloride. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicides. 

• GI Symptoms: Moderate-to-severe nausea and vomiting; may be acute or delayed. 

Diarrhea and/or mucositis (15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Renal: Nephrotoxicity is dose related with cisplatin and occurs at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Neurotoxicity: Sensory neuropathy; dose related. Neuropathy with numbness, tingling, 

and sensory loss in classic “stocking and glove” distribution. Proprioception, vibrating 

sense, and motor function loss can occur. Increased risk with cumulative doses and more 

frequent in longer infusions. 

• Electrolyte Imbalance: Decreased K, Ca^"*", Na’'", and P. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours. Repeat cycle every 21 days 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 



Pancreatic Cancer 575 

Gemdtabine + Oxaliplatin (GemOx) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV over 100 minutes (10 mg/m^/min) on day 1 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 
because precipitate will form. 

Oxaliplatin_mg (100 mg/m^) IV over 2 hours on day 2 

• Available in 50- and 100-mg vials. 

• Do not use aluminum needles or chloride solutions. 

• Reconstitute powder with bacteriostatic water for injection or D5W injection (10-cc 

50-mg vial and 20-cc 100-mg vial); then further dilute in 250-500 cc of D5W. 

• Hematologic; Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicities. 

• GI Symptoms; Moderate-to-severe nausea and vomiting (70%). Diarrhea in 80%-90% of 

patients, mucositis in 15%-20%. 

• Neurotoxicity; Peripheral sensory neuropathy with distal paresthesias can be dose- 

limiting. Acute dysesthesias in the laryngopharyngeal region can occur within hours 

or 1-3 days after therapy. Exposure to cold can exacerbate these symptoms. AVOID 

cold beverages and food as well as cold air. 

• Flulike Syndrome; (20%) v/ith fever in absence of infection 6-12 hours after treatment 
(40%). 

• Hepatic; Elevation of serum transaminase and bilirubin levels. 

• Skin; Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia is rare. 

• Delayed Hypersensitivity; May occur after 10-12 cycles. Symptoms range from mild 

symptoms to anaphylaxis and severe hypersensitivity (characterized by dyspnea, hy¬ 

potension, angioedema, and generalized urticaria). 

• Reproduction; Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1, and 3 hours on day 2. Repeat every 2 weeks until disease 
progression. 

Three visits per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



576 Pancreatic Cancer 

Gemdtabine + Irinotecan (Gemiri) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs, and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Atropine 0.5-1.0 mg IV unless contraindicated. 

Gemcitabine_mg (1000 mg/m^) IV over 30 minutes on days 1 and 8 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP 

(5 cc for 200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Irinotecan_mg (100 mg/m^) IV on days 1 and 8 

• Available in 2- and 5-mL vials (20 mg/mL). 

• May dilute in 500 cc of D5W (preferred) or 0.9% sodium chloride. 

• Administer over 90 minutes. 

• Hematologic: Myelosuppression is dose limiting. Nadir occurs at days 7-10, recovery by 

days 21-28. GCSF reccommended. 

• GI Symptoms; Moderate-to-severe nausea and vomiting. Diarrhea, acute (cholinergic 

effect) or delayed, can be severe and should be aggressively treated and may be dose 

limiting. Mucositis (15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Hepatic; Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia is mild. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours on days 1 and 8. Repeat cycle every 21 days until disease progression. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 



Pancreatic Cancer 577 

5-Fluorouradl + Doxorubicin + Mitomycin (FAM) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry and CA 19-9 

MUG A scan 

0.9% sodium chloride 

S-HTj and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (600 mg/mVday) IV on days 1, 8, 29, and 36 

• Available 500 mg/lOmL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

Doxorubicin_mg (30 mg/m^) IV on days 1 and 29 

• Available 2 mg/mL. 

• Potent vesicant 

• Drug will form a precipitate if it is mixed with heparin or 5-FU. 

Mitomycin_mg (10 mg/m^) IV bolus on day 1 

• Available 5 mg (2 mg/mL) vial, 20- and 40-mg vials. 

• Potent vesicant 

• Dilute with sterile water to give a final concentration of 0.5 mg/mL. Reconstituted solu¬ 

tion stable for 14 days is refrigerated or 7 days at room temperature 

• Bone Marrow Depression: Dose-limiting and cumulative toxicity with leukopenia being 

more common than thrombocytopenia. Nadir counts are delayed at 4-6 weeks with mito¬ 

mycin but occur at 10-14 days with doxorubicin. 

• GI Toxicides: Nausea and vomiting in 50% of patients and are moderate to severe. 

Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Vesicants cause tissue necrosis if extravasated. Hyperpigmentation, photosensitivity, 

radiation recall, and nail changes may occur. Hand-foot S}mdrome can be dose limiting. 

• Cardiac Toxicity: Acutely, pericarditis, myocarditis syndrome may occur. Later, 

cardiomyopathy in the form of CHF may occur (dose limit 550 mg/m^). 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• GU: Hemolytic-uremic syndrome: Hematocrit<25%, platelets<100K, and renal failure 

(serum creatinine >1.6 mg/dL). Rare event (< 2%). Red-orange discoloration of urine 

for up to 48 hours after infusion of doxorubicin. 

• Reproduction: Pregnancy categor)' D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 to 2 hours on days 1, 8, 29, and 36. Repeat every 56 days until progression. 

Five visits per treatment course, CBC weekly. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



578 Pancreatic Cancer 

Gemcitabine + Erlotinib (Tarceva) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs 

N/A 

0.9% sodium chloride 

Oral phenothiazine or 5HT3 oral or IV 

Gemcitabine: 1000-mg/m^ IV weekly for 7 weeks, then 1 week rest, subsequent cycles: 

1000 mg/m^ IV weekly for 3 weeks with 1 week rest 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

Erlotinib: 100-mg PO daily 

• Available in 25-, 100-, and 150-mg tablets. 

• Taken 1 hour prior to eating or 2 hours after eating. 

• Dose reductions should be considered with hepatic and renal impairments. 

• Dose modification: Decrease in 50 mg increments. 

• ITematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicities. 

• GI Symptoms: Mild-to-moderate nausea and vomiting (70%), mucositis (15%-20%). 

Diarrhea is seen in 54% of patients, and is mild to moderate, only 6% grade 3. 

• Flulike Syndrome (20%) with fever in the absence of infection 6-12 hours after treatment 

(40%). 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin Alterations: Rash with tarceva, from maculopapular to pustular on the face, neck, 

chest, back, and arms affecting up to 75% of patients. Most rashes are mild to moderate 

beginning on day 8-10, maximizing in intensity by week 2, and gradually resolving by 

week 2. Use of skin treatments such as corticorsteriods, topical clindamycin or minocy¬ 

cline have been used with varying results. 

• Visual Alterations: Conjuctivitis and dry eyes may occur and are mild to moderate 

(grade 1-2). 

• Interstitial Lung Disease: Seen in 1% of patients with 33% mortality. Symptoms include 

dyspnea, sometimes with cough or low grade fever, rapidly becoming more severe. This 

is a class effect. Drug should be stopped immediately in patients with worsening or 

unexplained pulmonary symptoms. 

• Drug Interactions: Inducers of the CYP3A4 pathway may increase metabolism of 

erlotinib and decrease plasma concentrations; and inhibitors of the CYP3A4 pathway 

may increase the metabolism of erlogitnib and increase plasma concentrations. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour. Weekly for 7 weeks with 1 week rest, then weekly for 3-week 

increments, one week off. Repeat 3 week cycles every 28 days. 

Weekly appointments throughout therapy, for treatment or blood counts. Request 

6 months worth of visits. 



Pancreatic Cancer 579 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 



580 Pancreatic Cancer 

5-FluorouracU + Streptozodn + Mitomycin (SMF) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CA 19-9 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Fluorouracil_mg (600 mg/m^/day) IV on days 1, 8, 29, and 36 

• Available 500 mg/lOmL. 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

Streptozocin_mg (1000 mg/m^) IV over 1 hour on days 1, 8, 29, and 36 

• I-g vial; reconstitute with sterile water or 0.9% sodium chloride 

• Irritant; avoid contact with skin or extravasation. 

• Administer with 1—2 L of hydration to avoid renal toxicity. 

Mitomycin_mg (10 mg/m^) IV bolus on day 1 

• Available 5 mg/10 mb. 20- and 40-mg vials. 

• Potent vesicant 

• Dilute with sterile water to give a final concentration of 0.5 mg/mL. Reconstituted 

solution stable for 14 days if refrigerated or 7 days at room temperature 

• Renal: Renal dysfunction occurs in 60% of patients receiving streptozocin. Usually 

transient proteinuria and azotemia, but may progress to permanent renal failure. Dose 
limiting. 

• Bone Marrow Depression: Dose-limiting and cumulative toxicity, with leukopenia being 

more common than thrombocytopenia. Nadir counts are delayed at 4-6 weeks with mito¬ 
mycin but occur at 7-14 days with streptozocin. 

• G1 Toxicities: Nausea and vomiting occur in up to 90% of patients and are moderate to 

severe. Mucositis and diarrhea can be severe and dose limiting. 

• Skin: Vesicants cause tissue necrosis if extravasated. Hyperpigmentation, photosensitiv¬ 

ity, and nail changes may occur. Hand-foot syndrome can be dose limiting. 

• Blood Glucose Levels: Hypoglycemia (20%) or hyperglycemia may occur. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Hemolytic-uremic Syndrome: Hematocrit< 25%, platelets < lOOK, and renal failure 

(serum creatinine > 1.6 mg/dL). Rare event (< 2%). Hydrate with 1-2 liters of fluid. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 3 hours on days 1, 8, 29, and 36. Repeat every 72 days until disease progression. 

Four visits per treatment course. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 



Pancreatic Cancer 581 

Single-Agent Regimens 

Gemdtabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry panel, LFTs 

N/A 

0.9% sodium chloride 

Oral phenolhiazine 

OR 
5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Gemdtabine_mg (1000 mg/m^) IV over 30 minutes weekly for 7 days, then 

1-week rest. 

Subsequent cycles: 

Gemcitabine_mg (1000 mg/m^) IV weekly for 3 weeks with 1-week rest. Repeat 

3 week cycle every 28 days 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable for 24 hours at room temperature. DO NOT refrigerate, 

because precipitate will form. 

• Infusion Reactions: Characterized by flushing, facial swelling, headache, dyspnea and/or 

hypotension. Usually related to rate of infusion and resolves with discontinuation of 

infusion. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grades 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicides. 

• G1 Symptoms: Mild to moderate nausea and vomiting (70%), diarrhea, and/or mucositis 

(15%-20%). 

• Flulike Syndrome (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Pulmonary Toxicides: Mild dyspnea or drug induced pneumonitis may occur. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia is rare. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour. (See schedules above.) 

Weekly. Request 2-3 months worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



582 Pancreatic Cancer 

Capedtabine (Xeloda) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, bilirubin, LFTs, and CEA 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Capecitabine_mg (1250 mg/m^) PO bid on days 1-14 

• Available in 150- and 500-mg tablets. Do not cut tablets. 

• Administer within 30 minutes of a meal with plen ty of water. 

• Monitor INRs closely in patients taking warfarin; may increase INR 

• GI Toxicides; Nausea and vomiting, in 30%-50% of patients, is usually mild to moderate. 

Diarrhea occurs in up to 40%, with 15% being grade 3-4. Stomatitis is common, 3% of 

which is severe. 

• Bone Marrow Suppression: Less than 5-FU. 

• Renal Insufficiency: Contraindicated in patients with creatinine clearance < 30 mL/min, 

CrCl 30-50 mlVmin at baseline should have dose reduction to 75% of total dose. 

• Skin: Hand-foot syndrome (palmar-plantar erythrodysesthesia) seen in 15%-20% of 

patients. Characterized by tingling, numbness, pain, erythema, dryness, rash, swelling, 

increased pigmentation, and/or pruritus of the hands and feet. Less frequent in reduced 
doses. 

• Ocular: Blepharitis, tear-duct stenosis, acute and chronic conjunctivitis. 

• Hepatic: Elevations in serum bilirubin (20%-40%), alkaline phosphatase, and hepatic 

transaminase (SCOT, SGPT) levels. Dose modifications may be required if hyperbiliru¬ 
binemia occurs. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time, treatment days 1-14. Repeat cycle every 21 days. 

Two visits per cycle. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



PROSTATE CANCER 

_cr!__ 

Combination Regimens 

Flutamide + Leuprolide^-^®^.586 

Flutamide; 250-mg PO tid 

Leuprolide; 7.5-mg IM every 28 days or 22.5-mg IM every' 12 weeks 

Flutamide + Goserelin^'^®®.587 

Flutamide; 250-mg PO tid 

Goserelin: 10.8-mg SC every 12 weeks 

Estramustine -i- Etoposide .588 

Estramustine: 15-mg/kg/day PO in four divided doses on days 1-21 

Etoposide: 50-mg/m^/day PO in two divided doses on days 1-21 

Repeat cycle every 28 days.^’^®^ 

Estramustine + Vinblastine .589 

Estramustine: 600-mg/m^ PO daily on days 1-42 

Vinblastine: 4-mg/m^ IV weekly for 6 weeks 

Repeat cycle every 8 weeks. 

Paclitaxel + Estramustine.590 

Paclitaxel: 120-mg/m^ IV continuous infusion on days 1-4 

Estramustine: 600-mg/m^ PO daily, starting 24 hours before paclitaxel 

therapy 

Repeat cycle every' 21 days.^*^^^ 

Mitoxantrone -t Prednisone.591 

Mitoxantrone: 12-mg/m^ IV on day 1 

Prednisone; 5-mg PO bid daily 

Repeat cycle every 21 days.^’^^^ 

583 



Docetaxel + Estramustine 592 

Docetaxel: 35-mg/m^ IV on day 2 of weeks 1 and 2 

Estramustine: 420-mg PO for the first four doses and 280-mg PO for the 
next five doses on days 1-3 of weeks 1 and 2 

Repeat cycle every 21 days.^-^^^ 

Dexamethasone (Decadron) 4-mg PO bid on days 1-3 of weeks 1 and 2. 

Docetaxel + Prednisone.594 

Docetaxel: 75-mg/m^ IV on day 

Prednisone: 5-mg PO daily 

Repeat cycle every 21 days for up to a total of 10 cycles. 

Single-Agent Regimens 

Paclitaxel .. 

Paclitaxel: 135-170 mg/m^ IV as a 24-hour infusion on day 1 

Repeat cycle every 3 weeks. 

OR 

Paclitaxel: 150-mg/m^ IV as a 1-hour infusion weekly for 6 weeks 

Repeat cycle every 8 weeks.^376 

Docetaxel .    597 

Docetaxel: 75-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^^^ 

OR 

Docetaxel: 20-40 mg/m^ weekly for 3 weeks 

Repeat cycle every 4 weeks. ^377 

Estramustine.    598 

Estramustine: 14-mg/kg/day PO in three to four divided doses^’^^® 

Goserelin (Zoladex).  599 

Goserelin: 3.6-mg SC on day 1; repeat cycle every 28 days.h379 

OR 

Goserelin: 10.8^mg SC on day 1; repeat cycle every 12 weeks.^379 

Leuprolide (Lupron).600 

Leuprolide: 7.5-mg IM on day 1; repeat cycle every 28 days.h380 

OR 

Leuprolide: 22.5-mg IM on day 1; repeat cycle every 12 weeks. iL38i 



Prostate Cancer 585 

Bicalutamide...601 

Bicalutamide: 50-mg PO bid 

In patients who do not respond to other antiandrogen agents, may start 

with a higher dose of 150-mg PO daily. 

Flutamide.    602 

Flutamide; 250-mg PO tid.^’^®^ 

Nilutamide .603 

Nilutamide; 300-mg PO on days 1-30; then 150-mg PO daily.^'^®"^ 

Prednisone .  ..604 

Prednisone: 5-mg PO bid.^-^^^ 

Ketoconazole.605 

Ketoconazole; 1200-mg PO daily. 

Aminoglutethimide .  606 

Aminoglutethimide: 250-mg PO qid; if tolerated, may increase to 500-mg 

PO qid.b386 



586 Prostate Cancer 

Combination Regimens 

Flutamide + Leuprolide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and prostate-specific antigen (PSA) 

None 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Flutamide 250-mg PO tid (three times per day) 

• Available in 125-mg capsules for oral use 

• Monitor patients taking warfarin carefully; increased anticoagulant effect may occur. 

Leuprolide 7.5-mg IM every 28 days or 22.5-mg IM every 12 weeks 

• Use syringes, diluent, kit provided by manufacturer. 

• GI Toxicides: Nausea and vomiting occur in 10% of patients. Diarrhea occurs in 10% of 

patients, and if it is severe, flutamide may need to be discontinued. 

• Sexual Function: Decreased libido and impotence in 33% of patients. Gynecomastia 

occurs in 10% of patients. 

• Tumor Flare: May occur in up to 20% of patients, usually within the first 2 weeks of 

starting therapy. May observe increased bone pain, urinary retention, or back pain with 

spinal cord compression. May be prevented by pretreating with an antiandrogen agent 

such as flutamide. High-risk patients (those with painful bone metastases or those with 

impending ureteral obstruction and/or spinal cord compression) start flutamide at least 

2 weeks before starting leuprolide. 

• Hot Flashes: Occur in 60% of patients. Clonidine 0.1-0.2 mg PO daily, megestrol acetate 

(Megace) 20-mg PO bid, or soy tablets 1 PO tid may be successful in treatment or 

prevention. 

• Hepatic Toxicity: Transient elevations in serum transaminase levels are rare but may ne¬ 

cessitate discontinuation of therapy. 

• Renal: Use with caution in patients with abnormal renal function. Leuprolide can in¬ 

crease BUN and creatinine levels. Peripheral edema secondary to sodium retention. 

• Lab Values: Elevated serum cholesterol levels. 

• GU Effects: Yellow-green discoloration of urine with flutamide. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

Office visits every 4 or 12 weeks for leuprolide injections 

Monthly while taking treatment 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



Prostate Cancer 587 

Flutamide + Goserelin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Flutamide 250-mg PO tid (three times per day) 

• Available in 125-mg capsules for oral use. 

• Monitor patients taking warfarin carefully increased anticoagulant effect may occur. 

Goserelin 10.8-mg SQ every 12 weeks 

• Inject into upper abdomen parallel to the abdominal wall. 

• May use lidocaine before injection if ordered. 

• GI Toxicides; Nausea and vomiting occur in 10% of patients. Diarrhea occurs in 10% of 

patients, and if it is severe, flutamide may need to be discontinued. 

• Sexual Function: Decreased libido and impotence in 33% of patients. Gynecomastia oc¬ 

curs in 10% of patients. 

• Tumor Flare; May occur in up to 20% of patients, usually within the first 2 weeks of 

starting therapy. May observe increased bone pain, urinary retention, or back pain with 

spinal cord compression. May be prevented by pretreating with an antiandrogen agent, 

such as flutamide. High-risk patients (those with painful bone metastases or those with 

impending ureteral obstruction and/or spinal cord compression) should start flutamide 

at least 2 weeks before starting leuprolide. 

• Hot Flashes: Occur in 50% of patients. Clonidine 0.1-0.2 mg PO daily, megestrol acetate 

(Megace) 20-mg PO bid, or soy tablets 1 PO tid may be successful in treatment or 

prevention. 

• Hepatic Toxicity: Transient elevations in serum transaminases are rare but may necessi¬ 

tate discontinuation of therapy. 

• Renal: Use with caution in patients with abnormal renal function. Leuprolide can 

increase BUN and creatinine levels. 

• Laboratory Values: Elevated serum cholesterol levels. 

• Genitourinary Effects; Yellow-green discoloration of urine with flutamide. 

Mildly emetogenic protocol. 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Office visits every 12 weeks for leuprolide injections 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



588 Prostate Cancer 

Estramustine + Etoposide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or S-HT^. 

Estramustine_mg (15 mg/kg/day) PO in four divided doses on days 1-21 

• Available in 140-mg capsules. 

• Store in refrigerator; may be stored at room temperature for 24-48 hours. 

• Take at least 1 hour before or 2 hours after meals. 

• Milk products and calcium-rich foods may impair absorption of drug. 

• Contraindicated in patients with thrombophlebitis or thromboembolic disorder. 

Etoposide_mg (50 mg/mVday) PO in two di\4ded doses on days 1-21 

• Available in 50- or 100-mg capsules for oral use. 

• Store capsules in refrigerator. 

• Monitor patients on warfarin closely, may prolong PT/INR. 

• GI Toxicides; Nausea and vomiting occur within 2 hours of ingestion; are usually mild to 

moderate. Intractable vomiting may occur after prolonged therapy (6-8 weeks). Diarrhea 

occurs in 10%-25% of patients. 

• Sexual Function; Gynecomastia occurs in 50% of patients. Breast tenderness may occur. 

• Myelosuppression; Nadir 10-14 days after treatment. Dose-limiting toxicity with 

leukopenia more common than thrombocytopenia. 

• Hot Flashes; Occur in 60% of patients. Clonidine 0.1-0.2 mg PO daily, megestrol 

acetate (Megace) 20-mg PO bid, or soy tablets 1 PO tid may be successful in treatment 

or prevention. 

• Hepatic Toxicity; Mild abnormalities in liver function test results may occur (elevations 

in lactate dehydrogenase, SGOT, bilirubin levels) with or without jaundice but are 

usually self-limiting. 

• Renal Toxicity; Use with caution in patients with abnormal renal function; dose reduc¬ 

tion recommended. Renal status should be closely monitored during therapy. 

• Skin; Rash, pruritus, dry skin, peeling skin of fingertips, thinning hair, and night sweats. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Office visits weekly for CBC. Repeat cycle every 28 days. 

Four visits per cycle. Request three cycles worth. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
M^ Diagnosis Ht Wt 
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Estramustine + Vinblastine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or 5-HT3. 

Estramustine_mg (600 mg/m^) PO daily on days 1-42 

• Available in 140-mg capsules. 

• Store in refrigerator; may be stored at room temperature for 24-48 hours. 

• Take at least 1 hour before or 2 hours after meals. 

• Milk products and calcium-rich foods may impair absorption of drug. 

• Contraindicated in patients with thrombophlebitis or thromboembolic disorder 

Vinblastine_mg (4 mg/m^) IV weekly for 6 weeks 

• Vesicant 

• Available in 10-mg vials for IV use. 

• Reduces blood levels of phenytoin; monitor patients for therapeutic dosing. 

• GI Toxicides: Nausea and vomiting occur within 2 hours of ingestion; are usually mild. 

Intractable vomiting may occur after prolonged therapy (6-8 weeks). Diarrhea occurs in 

15%-25% of patients. However, abdominal pain, constipation, or adynamic ileus may 

occur. Stomatitis is uncommon but can be severe. 

• Sexual Function; Gynecomastia occurs in 50% of patients. Breast tenderness may occur. 

• Myelosuppression; Nadir 4-10 days after treatment. Neutrophils greatly affected. Throm¬ 

bocytopenia may be severe in patients who have undergone prior XRT or chemotherapy. 

• Cardiovascular: CHF, cardiac ischemia, and thromboembolism have occurred but are 

rare. 

• Hepatic Toxicity: Contraindicated in patients with severe liver disease. Dose reduction 

may be necessary in the presence of hepatic failure. 

• Skin: Rash, pruritus, dry skin, peeling skin of fingertips, and night sweats. Alopecia is 

mild and reversible in 43%-50% of patients. 

• Reproductive: Likely to cause azoospermia. Pregnancy category D. Breast feeding should 

be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour weekly for 6 weeks. Repeat cycle every 8 weeks. 

Weekly. Request three cycles worth. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Paclitaxel + Estramustine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^"^) and PSA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

AND 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS before paclitaxel day 1 

Oral phenothiazine or 5-HT3 before estramustine on subsequent days 

Paclitaxel_mg (120 mg/m^) IV continuous infusion days 1-4 

• Available in 30- and 300-mg (6 mg/mL) and 100-mg (16.7mg/mL) vials. 

• Final concentration is ^ 1.2 mg/mL 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

Estramustine_mg (600 mg/m^) PO daily; start 24 hours before paclitaxel 

• Available in 140-mg capsules. 

• Store in refrigerator; may be stored at room temperature for 24-48 hours 

• Take at least 1 hour before or 2 hours after meals. 

• Milk products and calcium-rich foods may impair absorption of drug. 

• Hypersensitivity Reaction: Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually 

occurs within the first 2-3 minutes of infusion and almost always within the first 10 

minutes. Premedicate as described. 

• GI Toxicities: Nausea and vomiting occur within 2 hours of ingestion; usually mild to 

moderate. Intractable vomiting may occur after prolonged therapy. Diarrhea occurs in 

15%-25% of patients. 

• Bone Marrow Depression; Dose-limiting neutropenia with nadir at days 8-10 and recov¬ 

ery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when com¬ 

pared with 24-hour schedule. G-CSF support recommended. 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias in classic “stocking 

and glove” distribution. Proprioception, vibrating sense, and motor function loss may 

occur. More frequent with longer infusions and at doses >175 mg/m^. 

• Sexual Function; Gynecomastia occurs in 50% of patients. Breast tenderness. 

• Hepatic toxicity: Mild abnormalities (elevations) in LFT results with or without jaundice. 

• Skin; Alopecia in nearly all patients. Rash, pruritus, dry skin, peeling skin of fingertips, 

and night sweats. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 2 hours. Repeat every 21 days as tolerated or until disease progression. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 
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Mitoxantrone + Prednisone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and PSA 

MUG A scan 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Mitoxantrone_mg (12 mg/m^) IV on day 1 

• Vesicant 

• Available as a dark blue solution in multidose 2-mg/mL vials. 

• Store at room temperature; precipitate forms when refrigerated. Precipitate can be dis¬ 

solved when vial is warmed to room temperature. 

• May be diluted in at least 50 mb of D5W or 0.9% sodium chloride 

• Solution is stable at room temperature for at least 48 hours. 

Prednisone 5-mg PO bid daily 

• Available in 5-mg tablet. 

• Administer with meals or an antacid. 

• Bone Marrow Suppression: Myelosuppression is a dose-limiting toxicity. Nadir at 10-14 

days; greater in elderly or pretreated patients. 

• GI Toxicides: Gastric irritation. May increase appetite and cause weight gain. Nausea 

and vomiting frequent, usually mild. Mucositis and diarrhea common, not severe. Use 

with caution in patients with abnormal liver function. Dose modification should be 

considered for mitoxantrone. 

• Infection: Increased susceptibility to infections; may mask infections. 

• Cardiotoxicity: Cardiomyopathy in cumulative doses greater than 140 mg/m^ similar to 

but less severe than those of doxorubicin. 

• Fluid/electrolyte Imbalance: CHF, hypertension, and edema. Hypokalemia and hypocal¬ 

cemia may occur because of increased excretion of potassium and calcium. 

• Musculoskeletal: Osteoporosis, loss of muscle mass, muscle weakness, tendon rupture, 

pathological fractures, and aseptic necrosis of the heads of the humerus and femur can 

occur. However, usually occurs with long-term, high-dose therapy. 

• Adrenal: Rapid cessation of therapy leads to adrenal insufficiency. 

• Optic Toxicities: Cataracts or glaucoma may develop with prolonged use. 

• Behavioral: Emotional lability, insomnia, mood swings, euphoria, and psychosis 

• Skin: Tissue necrosis with extravasation. Alopecia observed in 40% of patients. Blue 

discoloration of fingernails, sclera, and urine for 1-2 days after treatment. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour on day 1. Repeat cycle every 21 days. 

Two visits per cycle. Request four cycles worth of visits. Note: Need weekly CBCs. 

Dose Calculation by: 1. 2. 

Physician 

1 

Date 

Patient Name ID Number 

/ / 

Diagnosis Ht Wt M^ 
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Docetaxel + Estramustine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and PSA 

N/A 

0.9% sodium chloride 

Dexamethasone 4-mg PO bid on days 1-3 of weeks 1 and 2 

Oral phenothiazine or 5-HT3 days 1-3 of weeks 1 and 2 

Docetaxel_mg (35 mg/m^) IV on day 2 of weeks 1 and 2 

• Comes in 20 or 80 mg blister packs with own diluent. Do not shake. Reconstituted vials 

stable at room temperature or if refrigerated for 8 hours. 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubing to administer 

Estramustine PO tid (three times per day) on days 1-3 weeks 1 and 2 (420 mg first four 

doses, 280 mg next 

five doses) 

• Available in 140-mg capsules. 

• Store in refrigerator; may be stored at room temperature for 24-48 hours. 

• Take at least 1 hour before or 2 hours after meals. 

• Milk products and calcium-rich foods may impair absorption of drug. 

• Hypersensitivity Reactions: Severe hypersensitivity reactions with docetaxel in 2%-3% of 

patients. Characterized by generalized skin rash, erythema, hypotension, dyspnea, and/ 

or bronchospasm. Usually occurs in the first 10 minutes of infusion with first or second 

treatment. Treat with hydrocortisone IV, dipheahydrum 50 mg IV and/or cimetidine 

300 mg IV Premedication with dexamethasone recommended. 

• Bone Marrow Depression: Neutropenia is dose limiting, with nadir at days 7-10 and 

recovery by day 14. Thrombocytopenia and anemia also occur. 

• GI Toxicities: Nausea and vomiting occur within 2 hours of ingestion and are usually 

mild to moderate. Intractable vomiting may occur after prolonged therapy. Diarrhea 

occurs in 15%-25% of patients. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients. Sensory alterations 

are paresthesias in a glove and stocking distribution and numbness. 

• Fluid Balance: Fluid retention syndrome. Symptoms include weight gain, peripheral 

and/or generalized edema, pleural effusion, and ascites. Occurs in about 50% of patients. 

Premedication with dexamethasone effective in preventing or minimizing occurrences. 

• Sexual Function: Gynecomastia occurs in 50% of patients. Breast tenderness. 

• Hepatic Toxicity: Mild abnormalities (elevations) in LFT results may occur with or 

without jaundice. 

• Taboratory Tests: Abnormal Ca^"'" and P levels may occur. 

• Skin: Alopecia occurs in 80% of patients. Nail changes, rash, and dry, pruritic skin seen. 

Nail changes may include brown discoloration of nail beds, onycholysis (loss of nail) 

may occur. Keep nails clean, use tea tree oil and nail hardener. Lotromin if indicated. 

Hand-foot syndrome has also been reported. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time hour on day 2 weeks 1 and 2. Repeat cycle every 21 days. 

Three visits per cycle. Request four cycles worth of visits. 
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Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
Diagnosis Ht Wt 
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Docetaxel + Prednisone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

CBC: Chemistry (including Mg^^) and PSA 

Central line placement 

0.9% sodium chloride 

5-HT3 or oral phenothiazine 

Docetaxel_75 mg/m^ IV on day 1 

Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Reconstituted vials 

stable at room temperature, refrigerated for 8 hours 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubing to administer. 

Prednisone 5-mg PO bid 

• Available in 5-mg tablet. 

• Administer with meals or an antacid. 

• GI Toxicities: Gastric irritation due to increased secretion of hydrochloric acid and de¬ 

creased secretion of protective gastric mucus. May increase appetite and cause weight 

gain. 

• Infection: Steroids increase susceptibility to infections and tuberculosis, may mask or 

aggravate infection, and may prolong or delay healing of injuries. 

• Fluid/electrolyte Imbalance: Sodium and water retention may occur and lead to CHF, 

hypertension, and edema in susceptible patients. Flypokalemia and hypocalcemia may 

occur because of increased excretion of potassium and calcium. 

• Fluid Retention Syndrome: Symptoms include weight gain, peripheral and/or generalized 

edema, pleural effusion, and ascites. Occurs in about 50% of patients. Concurrent ad¬ 

ministration with oral prednisone in this protocol may be effective in preventing or mini¬ 

mizing occurrences. 

• Musculoskeletal: Osteoporosis may occur with long-term use. Loss of muscle mass, mus¬ 

cle weakness (steroid myopathy), tendon rupture, pathological fractures, and aseptic 

necrosis of the heads of the humerus and femur can occur. However, usually occurs with 

long-term, high-dose therapy. 

• Adrenal: Long-term therapy leads to suppression of normal adrenal function. Rapid ces¬ 

sation of therapy leads to adrenal insufficiency. 

• Optic Toxicities: Cataracts or glaucoma may develop with prolonged used. Risk of ocular 

infections from virus or fungi is increased. 

• Behavioral: Emotional lability, insomnia, mood swings, euphoria, and psychosis may 

occur, causing ineffective coping and role-relationship problems. 

• Hypersensitivity Reactions: Severe hypersensitivity reactions with docetaxel in 2%-3% of 

patients. Characterized by generalized skin rash, erythema, hypotension, dyspnea, and/ 

or bronchospasm. Usually occurs in the first 10 minutes of infusion with first or second 

treatment. Treat with hydrocortisone IV, dipheahydrum 50 mg IV and/or cimetidine 

300 mg IV Premedication with dexamethasone recommended. 

• Bone Marrow Depression: Neutropenia is dose-limiting, with nadir at days 7-10 and re¬ 

covery by day 14. Thrombocytopenia and anemia also occur. 

• Gl Toxicities: Nausea and vomiting are mild to moderate. Mucositis and diarrhea occur 

in 40% of patients. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients. Sensory alterations 

are paresthesias in a glove and stocking distribution and numbness. 

• Skin: Alopecia occurs in 80% of patients. Nail changes, rash, and dry, pruritic skin seen. 

Nail changes may include brown discoloration of nail beds, onycholysis (loss of nail) 

may occur. Keep nails clean, use tea tree oil and nail hardener. Lotromin if indicated. 

Hand-foot syndrome has also been reported. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 
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Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 2 hours on day 1. Repeat cycle every 21 days OR every 4 weeks. 

Estimated number of visits: Weekly. Request three cycles worth of visits. 

Dose Calculation by: 1._^ 2. _ 

Physician Date 

Patient Name ID Number 

Diagnosis Ht 

/ 
Wt 

/ 
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Single-Agent Regimens 

Paclitaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry (including and PSA 

Central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Diphenhydramine 25-50 mg and cimetidine 300 mg in 100 cc of NS 

Paclitaxel_mg (135-170 mg/m^) IV over 24 hours on day 1 every 3 weeks 

• Available in 30- and 300-mg (6 mg/mL) or 100-mg (16.7 mg/mL) vials. 

• Final concentration is ^ 1.2 mg/mL. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

OR 

Paclitaxel_mg (150 mg/m^) IV over 1 hour on day 1 weekly for 6 weeks 

• Final concentration is ^ 1.2 mg/mL. 

• Use non-PVC containers and tubing with 0.22-micron inline filter for administration. 

Major Side Effects • Hypersensitivity reaction; Occurs in 20%-40% of patients. Characterized by generalized 

skin rash, flushing, erythema, hypotension, dyspnea, and/or bronchospasm. Usually oc¬ 

curs within the first 2-3 minutes of infusion and almost always within the first 10 min¬ 

utes. Premedicate as described. 

Initiate antiemetlc protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Bone Marrow Depression: Dose-limiting neutropenia with nadir at days 8-10 and recov¬ 

ery by days 15-21. Decreased incidence of neutropenia with 3-hour schedule when com¬ 

pared with 24-hour schedule. G-CSF support recommended. 

• Neurotoxicity: Severe neuropathy with numbness and tingling in classic “stocking and 

glove” distribution. Proprioception, vibrating sense, and motor function loss can occur. 

Increased risk with cumulative dosing and longer infusions. 

• G1 Toxictiy: Mucositis and/or diarrhea seen in 30-40% of patients. Nausea and vomiting 

is mild to moderate. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours. Repeat every 21 days as tolerated or every 8 weeks for hourly dosing 

until disease progression 

Two visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 
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^ocetaxel 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC; Chemistry (including and PSA 

Central line placement 

0.9% sodium chloride 

Dexamethasone 8-mg bid for 3 days, starting the day before treatment 

Oral phenothiazine or 5-HT3 

Docetaxel_mg (75 mg/m^) IV on day 1 every 21 days 

OR 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Docetaxel_mg (20—40 mg/m^) IV weekly X 3 weeks, repeat every 4 weeks 

• Comes in 20- or 80-mg blister packs with own diluent. Do not shake. Reconstituted vials 

stable at room temperature or if refrigerated for 8 hours 

• Further dilute in 250 cc of D5W or 0.9% sodium chloride. 

• Use non-PVC containers and tubing to administer. 

• Hypersensitivity: Severe hypersensitivity reactions with docetaxel in 2%-3% of patients. 

Characterized by skin rash, erythema, hypotension, dyspnea and/or bronchospasm. 

Usually occurs within first 2—3 minutes, usually after first dose. May be prevented with 

premedication with steroid and addition of diphenhydramine 50 mg IV and/or cimeti- 

dine 300 mg. IV. Premedication with dexamethasone recommended. 

• Bone Marrow Depression: Neutropenia is dose-limiting, with nadir at days 7-10 and 

recovery by day 14. Thrombocytopenia and anemia also occur. 

• GI Toxicities: Nausea and vomiting are mild to moderate. Mucositis and diarrhea occur 
in 40% of patients. 

• Neuropathy: Peripheral neuropathy may affect up to 49% of patients. Sensory alterations 

are paresthesias in a glove and stocking distribution and numbness. Risk increases with 
cumulative doses. 

• Fluid Balance: Fluid retention syndrome. Symptoms include weight gain, peripheral 

and/or generalized edema, pleural effusion, and ascites. Occurs in about 50% of patients. 

Premedication with dexamethasone effective in preventing or minimizing occurrences. 

• Skin: Pruritic rash and nail changes. Nail changes may include brown discoloration of 

nail beds and/or onycholysis (loss of nail). Keep nails clean. Use nail hardeners and tea 
tree oil. Lotrimin if indicated. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1. Repeat cycle every 21 days OR every 4 weeks. 

Two OR four visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Estramustine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or 3-HT3. 

Estramustine_mg (14 mg/kg/day) PO in three to four divided doses 

• Available in 140-mg capsules. 

• Store in refrigerator; may be stored at room temperature for 24-48 hours 

• Take at least 1 hour before or 2 hours after meals. 

• Milk products and calcium-rich foods may impair absorption of drug. 

• Contraindicated in patients with thrombophlebitis or thromboembolic disorder 

• GI Toxicides; Nausea and vomiting occur within 2 hours of ingestion; are usually mild to 

moderate. Intractable vomiting may occur after prolonged therapy (6-8 weeks). Diarrhea 

occurs in 15%-25% of patients. 

• Sexual Function: Gynecomastia occurs in 50% of patients. Breast tenderness. 

• Myelosuppression; Rare. 

• Hepatic Toxicity: Mild abnormalities in liver function tests may occur (elevations in 

lactate dehydrogenase, SGOT, bilirubin levels) with or without jaundice, but are usually 

self-limiting. 

• Laboratory Values; Abnormal Ca and P levels may occur. 

• Skin: Rasb, pruritus, dry skin, peeling skin of fingertips, thinning hair, and night sweats. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Office visits every 1-2 weeks for evaluation by physician. 

Two visits per month. Request 3 months worth of visits. 

Dose Calculation by: 1. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 
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Goserelin (Zoladex) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Goserelin 3.6-mg SC every 28 days 

OR 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Goserelin 10.8-mg SQ every 12 weeks 

• Inject into upper abdomen parallel to the abdominal wall. 

• May use lidocaine before injection if ordered. 

• GI Toxicides: Nausea and vomiting rarely occur and are usually mild. Constipation or 

diarrhea occurs in < 5% of patients. 

• Sexual Function: Decreased libido and impotence in 33% of patients. Gynecomastia 
occurs in 10% of patients. 

• Tumor Flare: May occur in up to 20% of patients, usually within the first 2 weeks of start 

of therapy. May observe increased bone pain, urinary retention, or back pain with spinal 

cord compression. May be prevented by pretreating with an antiandrogen agent. High- 

risk patients (those with painful bone metastases or those with impending ureteral 

obstruction and/or spinal cord compression) should start antiandrogen therapy at least 
2 weeks before starting drug. 

• Hot Flashes: Occur in 50% of patients. Clonidine 0.1-0.2 mg PO daily, megestrol 

acetate (Megace) 20-mg PO bid, or soy tablets 1 PO tid may be successful in treatment 
or prevention. 

• Hepatic Toxicity: Transient elevations in serum transaminases are rare but may necessi¬ 
tate discontinuation of therapy. 

• Renal: Use with caution in patients with abnormal renal function. 

• Laboratory Values: Elevated serum cholesterol levels. 

• Reproduciton: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Office visits every 28 days OR every 12 weeks for injections. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 
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Leuprolide (lupron) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Leuprolide 7.5-mg IM every 28 days 

OR 

Leuprolide 22.5-mg IM every 12 weeks 

• Use syringes, diluent, kit provided by manufacturer 

• GI Toxicides; Nausea and vomiting rarely observed 

• Sexual function: Decreased libido and impotence. Gynecomastia occurs in 3%-6.9% of 

patients. 

• Tumor Flare: May occur in up to 20% of patients, usually within the first 2 weeks of start 

of therapy. May observe increased bone pain, urinary retention, or back pain with spinal 

cord compression. May be prevented by pretreating with an antiandrogen agent. High- 

risk patients (those with painful bone metastases or those with impending ureteral 

obstruction and/or spinal cord compression) should start antiandrogen therapy at least 

2 weeks before starting leuprolide. 

• Hot Flashes: Occur in 67.9% of patients. Clonidine 0.1-0.2 mg PO daily, megestrol 

acetate (Megace) 20-mg PO bid, or soy tablets 1 PO tid may be successful in treatment 

or prevention. 

• Myelosuppression: Rare 

• Renal: Use with caution in patients with abnormal renal function. Leuprolide can 

increase BUN and creatinine levels. 

• Laboratory Values: Elevated serum cholesterol levels. 

Mildly emetogenic protocol. 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Office visits every 4 or 12 weeks for leuprolide injections. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Prostate Cancer 601 

Bkalutamide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Bicalutamide 50-mg PO bid 

• In patients who do not respond to other antiandrogen agents, may start with a higher 
dose of 150-mg PO daily. 

• Available as a 50-mg white, film-coated tablet for oral use. 

• Monitor patients taking warfarin carefully; can increase anticoagulant effect. 

• GI Toxicides: Nausea, vomiting, and diarrhea are rarely observed. Constipation observed 

in 10% of patients. 

Initiate antiemetic protocol: 
Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Sexual Function: Decreased libido, impotence, gynecomastia, nipple pain, and galactor¬ 
rhea occur in 50% of patients. 

• Hot Flashes: Occur in 67.9% of patients. Clonidine 0.1-0.2 mg PO daily, megestrol 

acetate (Megace) 20-mg PO bid, or soy tablets 1 PO tid may be successful in treatment 
or prevention. 

• Myelosuppression: Rare. 

• Hepatic: Use with caution in patients with abnormal liver function. Monitor LF at base¬ 

line and throughout treatment. 

• Renal: No dose modification needed for renal dysfunction. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Daily until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



602 Prostate Cancer 

Flutamide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or 5-HT3 

Flutamide 250-mg PO tid (three times per day) 

• Available in 125-mg capsules for oral use. 

• Use with caution in patients taking warfarin; may increase anticoagulation effect. 

• GI Toxicities: Nausea, vomiting, and diarrhea observed in 10% of patients. If severe 

diarrhea occurs, flutamide may need to be discontinued. 

• Sexual Function: Decreased libido and impotence in 33% of patients. Gynecomastia 

occurs in 10% of patients. 

• Hot Flashes: Occur in 60% of patients. Clonidine 0.1-0.2 mg PO daily, megestrol 

acetate (Megace) 20-mg PO bid, or soy tablets 1 PO tid may be successful in treatment 

or prevention. 

• Myelosuppression: Rare 

• Hepatic: Transient elevations in serum transaminase levels are rare but may necessitate 

discontinuation of therapy if levels are two to three times the upper limit of normal. 

• Renal: Increased BUN and creatinine levels. Yellow-green discoloration of urine. 

• Reproduciton: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Daily until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Prostate Cancer 603 

Nilutamide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or S-HT^ 

Nilutamide 300-mg PO on days 1-30; then 150-mg PO daily 

• Available in 50- and 150-mg tablets for oral use. 

• Use with caution in patients taking warfarin; may cause increased anticoagulation effects. 

• Treatment should begin the day of or the day after surgical castration. 

• GI Toxicides; Nausea and anorexia occur infrequently. Constipation. 

• Sexual Function: Decreased libido, impotence, gynecomastia, nipple pain, and galactorrhea 

• Hot Flashes: Occur in 28% of patients and are the most common side effect. Clonidine 

0.1-0.2 mg PO daily, megestrol acetate (Megace) 20-mg PO bid, or soy tablets 1 PO tid 

may be successful in treatment or prevention. 

• Alcohol: Patients should be advised to abstain from alcohol while taking nilutamide 

because of increased risk of intolerance. 

• Hepatic; Use with caution in patients with abnormal liver function. Contraindicated in 

patients with severe liver impairment. 

• Respiratory: Contraindicated in patients with severe respirator)' insufficiency. Dyspnea is 

rare but is related to interstitial pneumonitis, a serious side effect of the drug. Pneumoni¬ 

tis usually observed within the first 3 months of treatment; incidence may be higher in 

patients of Asian descent. 

• Vision; Impaired adaptation to dark, abnormal vision, and alterations in color vision 

occur in up to 57% of patients. 

• Reproduction: Pregnancy category C. 

Mildly emetogenic protocol. 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Daily until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



604 Prostate Cancer 

Prednisone 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

N/A 

Prednisone 5-mg PO bid 

• Available in 5-mg tablet. 

• Administer with meals or an antacid. 

• GI Toxicities: Gastric irritation due to increased secretion of hydrochloric acid and de¬ 

creased secretion of protective gastric mucus. May increase appetite and cause weight 

gain. 

• Infection: Steroids increase susceptibility to infections and tuberculosis, may mask or 

aggravate infection, and may prolong or delay healing of injuries, 

• Fluid/electrolyte Imbalance: Sodium and water retention may occur and lead to CHF, 

hypertension, and edema in susceptible patients. Hypokalemia and hypocalcemia may 

occur because of increased excretion of potassium and calcium. 

• Musculoskeletal: Osteoporosis may occur with long-term use. Loss of muscle mass, mus¬ 

cle weakness (steroid myopathy), tendon rupture, pathological fractures, and aseptic 

necrosis of the heads of the humerus and femur can occur. However, usually occurs with 

long-term, high-dose therapy. 

• Adrenal: Long-term therapy leads to suppression of normal adrenal function. Rapid ces¬ 

sation of therapy leads to adrenal insufficiency. 

• Optic Toxicities: Cataracts or glaucoma may develop with prolonged used. Risk of ocular 

infections from virus or fungi is increased. 

• Behavioral: Emotional lability, insomnia, mood swings, euphoria, and psychosis may 

occur, causing ineffective coping and role-relationship problems. 

Mildly emetogenic protocol. 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Treatment daily as tolerated or until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



Prostate Cancer 605 

Ketoconazole 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, and PSA 

None 

N/A 

Oral phenothiazine or 3-HT3 if nausea occurs 

Ketoconazole 1200-mg PO daily 

• Store in tightly closed container at < 40°C (104°F). 

• May take with meals to decrease GI side effects. 

• Do not give antacids, cimetidine, ranitidine, famotidine, sucralfate, or other drugs that 

increase gastric pH for at least 2 hours after taking ketoconazole. 

• Sexual Function; Breast enlargement and tenderness may occur in some men, lasting 

weeks to duration of therapy. Oligospermia, azoospermia, decreased libido, and impo¬ 

tence may also occur. 

• GI Side Effects; Nausea and vomiting occur in 3%-10% of patients. Anorexia affects 

about 10% of patients. Diarrhea, abdominal pain, flatulence, and constipation may occur 
less frequently. 

• Hepatic Toxicities; Abnormalities (elevations) in LFT results may occur. Hepatotoxicity 

is less common, is usually reversible, and is rarely fatal. 

• Skin; Rash, dermatitis, purpura, urticaria occur in 1% of patients. 

• CNS Effects; Dizziness, headache, nervousness, insomnia, lethargy, somnolence, and 

paresthesia have occurred in about 1% of patients. 

Mildly emetogenic protocol. 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Treatment is daily as tolerated or until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



606 Prostate Cancer 

Aminoglutethimide (Cytadren) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry, LFTs, thyroid function tests, and PSA 

None 

N/A 

Oral phenothiazine or 5-HT3 if nausea occurs 

Aminoglutethimide 250-mg PO qid 

OR 

Aminoglutethimide 500 mg PO qid 

• If tolerated, may increase to 500-mg PO qid. 

• Available as 250-mg tablets for oral use. 

• Decreases levels of warfarin, phenytoin, phenobarbital, theophylline, medrox)'proges- 

terone, digoxin, and dexamethasone (Decadron) by enhancing their metabolism. 

• Administer hydrocortisone along with drug to prevent adrenal insufficiency. Usual 

dose is 40-mg PO qd, although higher doses (100 mg) are sometimes used during the 

initial 2 weeks of therapy to reduce frequency of adverse events. 

• Skin: Maculopapular skin rash, usually occurring in the first week of therapy. Self-limited 

with resolution in 5-7 days, and discontinuation of therapy is not necessary. May be 

accompanied by malaise and low-grade fever. 

• Sensory: Fatigue, lethargy, and somnolence. Occurs in 40% of patients, and onset is 

within the first week of therapy. Dizziness, nystagmus, and ataxia are less common. 

• GI Toxicides: Mild nausea and vomiting occur in 10%-13% of patients. 

• Hypothyroidism: Monitor thyroid function. 

• Adrenal Insufficiency: Occurs in the absence of hydrocortisone replacement. Presents as 

postural hypotension, hyponatremia, and hyperkalemia. 

• Myelosuppression: Leukopenia and thrombocytopenia rarely occur. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

No chair time. Treatment is daily as tolerated or until disease progression. 

Biweekly during treatment 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
m2 Diagnosis Ht Wt 



RENAL CELL CANCER 

Combination Regimens 

Interferon-a-2a + IL-2 .....608 

Interferon-a-2a; 9 MU SC on days 1-4, weeks 1-4 

lnterleukin-2: 12 MU SC on days 1-4, weeks 1-4 

Repeat cycle every 6 weeks. 

5-FluorouracU + Gemcitabine......610 

5-Fluorouracil; 150-mg/m^/day IV continuous infusion on days 1-21 

Gemcitabine: 600-mg/m^ IV on days 1, 8, and 15. 

Repeat cycle every 28 days.^’^®® 

Single-Agent Regimens 

Low-Dose IL-2.  611 

Interleukin-2: 3 MU/day IV continuous infusion on days 1-5 

Repeat cycle every 14 days for 1 month. 

Interferon-a-2a.613 

Interferon-a-2a: 5-15 MU SC daily or 3-5 times per week^’^^® 

Nexavar^'^®^ ...614 

Nexavar: 400 mg (2 X 200 mg tablets) PO bid 

Sutenti'^®^ .615 

Sutent: 50 mg PO per day, 4 weeks on 2 weeks off 

607 



608 RenaL CeU Cancer 

Combination Regimens 

Interferon-a-2a + IL-2 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including LFTs) 

N/A 

N/A 

Oral phenothiazine or h-HT^ 

Acetaminophen 325 or 500 mg 2 tablets PO 

Interferon-a-2a 9 MU SC on days 1-4, weeks 1-4 

• Available in multidose pens 6 doses of 3 MU (18 MU) or 5 MU (30 MU) or 10 MU 

(60 MU). 

• Keep refrigerated. 

AND 

Interleukin-2 12 MU SC on days 1-4, weeks 1-4 

• Available in lyophilized vials containing 22 MU. 

• Reconstitute with 1.2 mL sterile water to final concentration of 18 MU/mL. 

• Stable for 48 hours refrigerated. 

• Flulike Symptoms: Fever, chills, headache, myalgias, and arthralgias. Occurs in 

80%-90% of patients. Symptoms can be managed with acetaminophen, nonsteroidal 

anti-inflammatory drugs, and increased oral fluid intake. 

• Bone Marrow Depression: Myelosuppression with anemia, mild leukopenia, and 

thrombocytopenia. 

• G1 Toxicities: Nausea and diarrhea are mild, vomiting is rare. Diarrhea is common, can 

be severe, and may require bicarbonate replacement. Anorexia occurs in 46%-65% of 

patients and is cumulative and dose limiting. Taste alteration and xerostomia may occur. 

Stomatitis is common but mild. 

• Renal/hepatic: Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Direct tubular cell injury and decreased renal blood flow occur with 

cumulative doses of IL-2. Acute renal failure and nephrotic syndrome have been re¬ 

ported in rare instances. Mild transient elevations in serum transaminase levels. Dose- 

dependent toxicity observed more frequently in the presence of pre-existing liver 

abnormalities. 

• Vascular Leak Syndrome: Characterized by weight gain, arrythmias, and/or tachycentias, 

hypotension, edema, oliguria, and renal insufficiency, pleural effusions and pulmonary 

congestion. 

• Neuro: Somnolence, delirium, and confusion are common but usually resolve after 

interleukin-2 is stopped. More common with continuous infusion. 

• Cardiotoxicity: Chest pain, arrhythmias, and CHF are rare. 

• Skin: Alopecia is partial. Diffuse erythematous rash, which may desquamate. Pruritus 

(with or ■without rash) and irritation at injection site. 

• Reproductive: Pregnancy category C. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1 for self-injection teaching. Repeat every 6 weeks. 

One per week for laboratory tests. Request 12 weeks worth of visits. May require extra 

visits for hydration. 



Renal Cell Cancer 609 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
Diagnosis Ht Wt 



610 Renal Cell Cancer 

5-Fluorouradl + Gemcitabine 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry and CEA 

Central line placement 

0.9% sodium chloride 

Oral phenothiazine or 5-HT2 

5-Fluorouracil_mg (150 mg/m^/day) IV continuous infusion on days 1-21 

• Available 500 mg/mL 

• No dilution required. Can be further diluted with 0.9% sodium chloride or D5W. 

Gemcitabine_mg (600 mg/m^) IV on days 1, 8, and 15 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. DO NOT refrigerate, be¬ 

cause precipitate will form. 

• Hematologic: Leukopenia, thrombocytopenia, and anemia, with grades 3 and 4 thrombo¬ 

cytopenia more common in elderly patients. Myelosuppression is dose limiting. Nadir 

occurs in 10-14 days with recovery at 21 days. Prolonged infusion time of Gemcitabine 

(> 60 minutes) is associated with higher toxicides. 

• GI Symptoms: Mild to moderate nausea and vomiting, diarrhea, and/or mucositis, and 

diarrhea can be severe and dose limiting. 

• Flulike Syndrome with fever in absence of infection 6-12 hours after treatment. 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

can occur. Alopecia is rare, but diffuse thinning of hair may occur. Hyperpigmentation, 

photosensitivity, and nail changes may occur. Hand-foot syndrome can be dose limiting. 

• Ocular: Photophobia, increased lacrimation, conjunctivitis, and blurred vision. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Chair time 1 hour days 1, 8, and 15. Repeat cycle every 28 days until disease progression. 

Four visits per cycle. Request three to four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
m2 Diagnosis Ht Wt 



Renal Cell Cancer 611 

Single-Agent Regimens 

Low-Dose IL-2 (Aldesleukin) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including LFTs) 

Central line placement 

0.9% sodium chloride 

Oral phenothiazine or 5-HT3 

DO NOT USE corticosteroids 

Acetaminophen 325 or 500 mg 2 tablets PO 

Interleukin-2 3 MU/day IV continuous infusion on days 1-5 

• Available in lyophilized vials containing 22 MU. 

• Reconstitute with 1.2 mL of sterile water to a final concentration of 18 MU/mL. 

• For IV use, further dilute drug with D5W; aggregation of IL-2 occurs in 0.9% sodium 

chloride or bacteriostatic water. 

• Reconstituted solution is stable for 48 hours on refrigeration. 

• Flulike Symptoms: Fever, chills, headache, malaise, myalgias, and arthralgias. Occurs 

in all patients. Symptoms can be managed with acetaminophen, nonsteroidal anti¬ 

inflammatory drugs, and increased oral fluid intake. 

• Capillary Leak Syndrome: Peripheral edema, CHF, pleural effusions, and pericardial effu¬ 

sions may occur and are reversible once treatment is stopped. Peripheral vasodilation, 

decreased systemic vascular resistance, and hypotension may lead to decreased renal per¬ 

fusion. A decrease in systolic blood pressure occurs 2-12 hours after the start of therapy 

and progresses to significant hypotension with hypoperfusion. Syndrome seen in high- 

dose therapy. 

• Pulmonary Toxicities: Dyspnea, tachypnea. Pulmonary edema may occur with hypoxia, 

as a result of fluid shifts. 

• Bone Marrow Depression: Myelosuppression with anemia, thrombocytopenia, and 

neutropenia. Severe anemia occurs in 70% of patients, requiring transfusion. Thrombo¬ 

cytopenia common but rarely requires transfusion. 

• GI Toxicities: Nausea and vomiting are mild. Diarrhea is common, can be severe, and 

may require bicarbonate replacement. Stomatitis is common but mild. 

• Renal Toxicities: Direct tubular cell injury and decreased renal blood flow with cumula¬ 

tive doses. Oliguria, proteinuria, and increased serum creatinine and BUN levels. Anuria 

occurs in 38% of patients: renal dysfunction is reversible after drug discontinuation. 

• Hepatic Toxicities: Abnormal (elevations) LFT results. Hepatomegaly and 

hypoalbuminemia. 

• Skin: All patients develop diffuse erythematous rash, which may desquamate. Pruritus 

may occur with or without rash. 

• Reproduction: Pregnancy category C. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat cycle every 14 days for 1 month. 

One visit per cycle. Two for course. 



612 Renal Cell Cancer 

Dose Calculation by: 1. 

Physician 

Patient Name 

Diagnosis 

2. 

Date 

ID Number 

_! _/ _ 
Ht Wt m2 



Renal Cell Cancer 613 

Interferon-ct-2a 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including LFTs) 

N/A 

N/A 

Oral phenothiazine or 5-HT3 

Acetaminophen 325 or 500 mg 2 tablets PO 

Interferon-a-2a_MU (5-15 MU) SC daily or three to five times per week .. 

• Available in multidose pens 6 doses of 3 MU (18 MU) or 5 MU (30 MU) or 10 MU 

(60 MU). 

• Keep refrigerated. 

• Flulike Symptoms: Fever, chills, headache, myalgias, and arthralgias. Occur in 80%-90% 

of patients. Onset 3-4 hours after injection and lasting for up to 8-9 hours. Incidence 

decreases with subsequent injections. Symptoms can be managed with acetaminophen 

and increased oral fluid intake. 

• Bone Marrow Depression: Myelosuppression with mild leukopenia and 

thrombocytopenia. 

• G1 Toxicities: Nausea and diarrhea are mild; vomiting is rare. Anorexia occurs in 

46%-65% of patients and is cumulative and dose limiting. Taste alteration and xerosto¬ 

mia may occur. 

• Renal/hepatic: Renal toxicity is uncommon and is manifested by mild proteinuria and 

hypocalcemia. Acute renal failure and nephrotic syndrome have been reported in rare in¬ 

stances. Mild transient elevations in serum transaminase levels. Dose-dependent toxicity 

observed more frequently in the presence of pre-existing liver abnormalities. 

• Cardiotoxicity: Chest pain, arrhythmias, and CHF are rare. 

• Skin: Alopecia is partial. Dry skin, pruritus, and irritation at injection site. 

• Reproductive: Pregnancy category C. 

Mildly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1 for self-injection teaching 

One visit per week for laboratory tests. Request 12 weeks worth of visits. May require extra 

visits for hydration. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 



614 RenaL Cell Cancer 

Nexavar (Sorafenib) 

Baseline laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry with P, LFT 

Oral phenothiazine 

Nexavar 400 mg (2 X 200-mg tab) PO BID 

• Available in 200-mg tablets. 

• Must be taken without food (at least one hour before or two hours after administration). 

• Dose modification: Decrease to 400 mg (2 tablets) one time per day. 

• Skin Reaction: Rash on trunk and neck, red raised rash with pruritis and can resolve 

after first 6 weeks of therapy. There is no correlation between developing a rasb and re¬ 

sponse rates. 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Hand- and Foot Skin Reaction: May start with hardened callouses and turn into blisters 

with moist desquamation, ulceration with severe pain and sloughing of skin. Grade 3 

hand and foot requires interruption/discontinuation of drug therapy. Resume at 50% of 

the dose when symptom resolve. May be able to increase dose if tolerated. 

• Gastrointestinal: Diarrhea 43%, nausea and vomiting 23%-16%, (SHTj’s were not used in 

clinical trials), constipation 15% all grades 1 and 2. Mucositis, stomatitis, dyspepsia, and 
dysphagia are common. 

• Cardiac: Hypertension: 15%, grade 3 only 3% (20% increase in systolic blood pressure). 

Monitor blood pressure weekly for 6 weeks. May resolve on its own after 6 weeks, or 

treat for hypertension as necessary. 

• Hemorrhagic Events: Most common is splinter hemorrhages of the nails. 

• Multiple Drug Interacations: CYP2B6 and CYP28 pathway. INR may increase with 

patients on warfarin therapy. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Daily as tolerated until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 



Renal Cell Cancer 615 

Sutent (Sunitim’b malate) 

Baseline laboratory tests: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry with P, LFT 

Oral phenothiazine or 5-HT3 

Sutent 50-mg PO per day, 4 weeks on 2 weeks off. 

• Available in 12.5-, 25- and 50-mg capsules. 

• May be taken with or without food. 

• Dose modification: Increase or decrease by 12.5 mg based on indmdual safety and , 

tolerance. 

• Bone Marrow Depression: Neutropenia occurs in 39-45%, anemia 25-37%, and throm- 

bocytopermia in 18-19% af patients. 

• Potential Activity Intolerance: Fatigue occurs in 22-38% of patients. 

• Skin Alterations: Skin discoloration, dryness, thickness or cracking of the skin, blister or 

rash on palms of hands and soles of feet. 

• Gastrointestinal: Diarrhea 81%, nausea and vomiting 49%-63%, stomatitis 58%, 

constipation 41%, and abdominal pain 57%. 

• Cardiac: 15% of patients had decreases in Left Ventricular Ejection Fraction Dysfunction 

(LVEF). Monitor for signs and s}Tnptoms of congestive heart failure (CHF). Patients with 

cardiac history should have a baseline LVEF 

• Hypertension: 15%, grade 3, 4% 

• Hemorrhagic Events: Epistaxis is the most common hemorrhagic event, bleeding from all 

sites 37%. 

• Musculoskeletal: Arthalgia 24%, back pain 23%, and myalgias 28%. 

• Multiple Drug Interacations: CYP3A4 pathway. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ loperamide (Imodium) □ diphenoxylate/atropine sulfate (Lomotil) 

Daily as tolerated until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



SOFT TISSUE SARCOMAS 

Combination Regimens 

AD .618 

Doxorubicin: 15-mg/m^/day IV continuous infusion on days 1-4 

Dacarbazine: 250-mg/mVday IV continuous infusion on days 1-4 

Repeat cycle every 21 daysd’^^^ 

MAID ..619 

Mesna; 2500-mg/m^/day IV continuous infusion on days 1-4 

Doxorubicin: 20-mg/m^/day IV continuous infusion on days 1-3 

Ifosfamide: 2300-mg/m^/day IV continuous infusion on days 1-3 

Dacarbazine: 300-mg/mVday IV continuous infusion on days 1-3 

Repeat cycle every 21 days.^’^^'^ 

CYVADIC .620 

Cyclophosphamide: 500-mg/m^ IV on day 1 

Vincristine: 1.5-mg/m^ IV on day 1 (maximum, 2 mg) 

Doxorubicin: 50-mg/m^ IV on day 1 

Dacarbazine: 750-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’^^^ 

CAV Alternating with IE (Ewing's Sarcoma).622 

Cyclophosphamide: 1200-mg/m^ IV on day 1 

Doxorubicin: 75-mg/m^ IV on day 1 

Vincristine: 2-mg IV on day 1 

AND 

Ifosfamide: 1800-mg/m^ IV on days 1-5 

Etoposide: 100-mg/m^ IV on days 1-5 

Alternate CAV with IE every 21 days for a total of 17 cyclesd’ 

Single-Agent Regimens 

Doxorubicin...624 

Doxorubicin: 75-mg/m^ IV on day 1 

Repeat cycle every 21 daysd’^^^ 

616 



Soft Tissue Sarcomas 617 

Gemcitabine...625 

Gemcitabine; 1000-mg/m^ IV weekly for 7 weeks, then 1-week rest 

Subsequent cycles 1000-mg/m^ IV weekly for 3 weeks with 1-week rest 

Repeat 3-week cycle every 28 days.^’^^^ 

Imatinib (Gleevec).......626 

Imatinib: 400-mg/day PO 

Continue treatment until disease progression.^ 



618 Soft Tissue Sarcomas 

Combination Regimens 

Doxorubidn + Dacarbazine (AD) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

Central line placement, MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Doxorubicin_mg (15 mg/m^) IV continuous infusion days 1-4 

• Potent vesicant 

• Available as a 2-mg/mL solution 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Dacarbazine_mg (250 mg/m^) IV continuous infusion on days 1-4 

• Potent vesicant 

• Available in 100- and 200-mg vials for IV use. Reconstitute with sterile water or 0.9% 

sodium chloride. Solution should be yellow; discard if it turns pink or red. 

• Stable for 8 hours at room temperature, 72 hours if refrigerated 

• Bone Marrow Depression: Myelosuppression is a dose-limiting toxicity. 

• GI Toxicides; Nausea and vomiting can be severe; aggressive antiemetic therapy is 

strongly recommended. 

• Flulike Syndrome: Fever, chills malaise, myalgias, and arthralgias. 

• GU Toxicides: Discoloration of urine from pink to red for up to 48 hours after doxoru¬ 
bicin. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. 

• Skin: Extravasation of either drug causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia likely. 

• CNS: Paresthesias, neuropathies, ataxia, lethargy, headache, confusion, and seizures have 

been observed. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat cycle every 21 days. 

One visit per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! _ 
Diagnosis Ht Wt 



Soft Tissue Sarcomas 619 

Mesna + Doxorubicin + Ifosfamide + Dacarbazine (MAID) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^'^) 

Central line placement, MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS (days 1-4) 

Mesna_mg (2500 mg/mVday) IV continuous infusion days 1-4 

• Available in 200 mg glass ampule, 100 mg/mL or 1000 mg multidose vial. 

• Refrigerate and use reconstituted solution within 6 hours. Diluted solution is stable for 

24 hours at room temperature. 

Doxorubicin_mg (20 mg/m^/day) IV continuous infusion on days 1-3 

• Potent vesicant 

• Available in a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Ifosfamide_mg (2500 mg/m^) IV continuous infusion on days 1-3 

• Available in 1 and 3 gram single dose vials. Use within 24 hours. 

• Reconstitute powder with sterile water for injection; discard unused portion after 8 hours. 

• May further dilute in D5W or 0.9% sodium chloride. 

Dacarbazine_mg (300 mg/m^) IV continuous infusioir on days 1-3 

• Potent vesicant 

• Available in 100- and 200-mg vials for IV use. Reconstitute with sterile water or 0.9% 

sodium chloride. Solution should be yellow; discard if it turns pink or red. 

• Stable for 8 hours at room temperature, 72 hours if refrigerated. 

• Bone Marrow Depression: Myelosuppression can be dose limiting. 

• Flulike Syndrome: Fever, chills, malaise, myalgias, and arthralgias. That may last several 

days after treatment. 

• GI Toxicities: Moderate-to-severe nausea and vomiting. Mucositis and/or diarrhea occurs 

in 30%-40% of patients. 

• GU Toxicities: Bladder irritation—hemorrhagic cystitis with hematuria, dysuria, urinary 

frequency. Renal toxicity—increased BUN and serum creatinine levels, decreased urine 

creatinine clearance, acute tubular necrosis, pyelonephritis, glomerular dysfunction, and 

metabolic acidosis. Risk may be reduced with adequate hydration. 

• Neurotoxicity: Lethargy, confusion, seizure, cerebellar atoxia, weakness, hallucinations, 

and cranial nerve dysfunction. 

• CNS: Somnolence, confusion, depressive psychosis, or hallucinations (12%) 

• Skin Alterations: Alopecia with photosensitivity and radiation recall. Total loss of body 

hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Refill/mix infusion daily. 1 hour daily for four days. Weekly CBCS. Repeat every 21 days. 

Five visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ / _ 
M^ Diagnosis Ht Wt 



620 Soft Tissue Sarcomas 

Cyclophosphamide + Vincristine + Doxorubicin + Dacarbazine (CYVADIC) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (500 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water. Shake well to ensure that all particles completely dissolve. 

• Reconstituted solution is stable for 24 hours at room temperature and for 

6 days if refrigerated. 

Vincristine_mg (1.5 mg/m^) IV on day 1. Maximum dose is 2 mg. 

• Vesicant 

• Available in 1-, 2-, or 5-mg vials. Refrigerate until use. 

Doxorubicin__mg (50 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Dacarbazine_mg (750 mg/m^) IV on day 1 

• Potent vesicant 

• Available in 100- and 200-mg vials for IV use. Reconstitute with sterile water or 0.9% 

sodium chloride. Solution should be yellow; discard if it turns pink or red. 

• Stable for 8 hours at room temperature, 72 hours if refrigerated. 

• Bone Marrow Depression: Myelosuppression is a dose-limiting toxicity. 

• G1 Toxicities: Nausea and vomiting can be severe; aggressive antiemetic therapy is 

strongly recommended. Constipation, abdominal pain, or paralytic ileus. Aggressive 

bowel program suggested. 

• Flulike Syndrome: Fever, chills malaise, myalgias, and arthralgias. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses of doxorubicin > 550 mg/m^, cardiomyopathy may occur. 

• GU Toxicities: Bladder toxicity in the form of hemorrhagic cystitis, dysuria, and 

increased urinary frequency occurs in 5%-10% of patients. Risk may be reduced with 

adequate hydration. Discoloration of urine from pink to red for up to 48 hours after 

doxorubicin. 

• Skin: Extravasation of doxorubicin or vincristine causes severe tissue damage. Hyperpig¬ 

mentation, photosensitivity, and radiation recall occur. Alopecia. 

• Neuropathies: Peripheral neuropathies as a result of toxicity to nerve fibers. Automatic 

nervous system dysfunction or thostasis, sphincter problems and paralytic ileus. Bone, 

back, limb, jaw, and partial gland pain may occur. 

• CNS: Paresthesias, neuropathies, ataxia, lethargy, headache, confusion, and seizures have 

been observed. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1. Repeat cycle every 21 days. 

One visit per cycle. Request three cycles worth of visits. 



Soft Tissue Sarcomas 621 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _! __ 
Diagnosis Ht Wt 



622 Soft Tissue Sarcomas 

Cyclophosphamide + Doxorubicin + Vincristine (CAV) Alternating with Ifosfamide + Etoposide (IE) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: CAV 

Major Side Effects 

CBC: Chemistry and LFTs 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS. 

Cyclophosphamide_mg (1200 mg/m^) IV on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water and shake well to ensure that solution completely dissolves. 

• Reconstituted solution stable for 24 hours at room temperature, 6 days if refrigerated. 

Doxorubicin_mg (75 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Vincristine_2-mg IV on day 1 

• Vesicant 

• Available in 1-, 2-, and 5-mg vials. 

• Refrigerate vials until use. 

Alternate every 21 days with: 

Ifosfamide_1800-mg/m^ IV on days 1-5 

• Available in 1- and 3-g vials. 

• Reconstitute with sterile water. Further dilute to concentrations of 0.6-20 mg/mL in 

D5W or NS. 

• Stable for 24 hours if refrigerated. 

• Drug interactions phenobarbital, phenytoin, cimetidine, and allopurinol increase toxic¬ 

ity. Ifosfamide may enhance anticoagulant effects of warfarin. 

Mesna 

• 15 minutes before, 4 and 8 hours after, ifosfamide dose or Mesna tablets at 40% of 

ifosfamide dose at 2 and 6 hours after ifosfamide. 

Etoposide_100-mg/m^/day IV over 1-2 hours on days 1-5 

• Etoposide (VePesid) 5 cc/100 mg; etoposide phosphate diethanolate (Etopophos) recon¬ 

stitute with 5-10 mL of NS, D5W, sterile water, bacteriostatic sterile water, or bacterio¬ 

static NS with benzyl alcohol to 20 mg/mL or 10 mg/mL, respectively. Eurther dilute to 

final concentration NS or to final concentration of 0.1 mg/mL. 

• Bone Marrow Depression: Leukopenia, thrombocytopenia, and anemia all seen; may be 

severe. 

• GI Toxicides: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis and diarrhea (10%); not dose limiting. Constipation, abdominal pain, or para¬ 

lytic ileus as a result of nerve toxicity. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses of doxorubicin > 550 mg/m^, cardiomyopathy may occur. Cyclophosphamide may 

increase the risk of doxorubicin-induced cardiotoxicity. 

• Neurotoxicities: Peripheral neuropathies as a result of toxicity to nerve fibers. Cranial 

nerve dysfunction may occur (rare), as well as jaw pain, diplopia, vocal cord paresis, 

mental depression, and metallic taste. 

• Altered Urinary Elimination: Hemorrhagic cystitis, hematuria; occurance preventable 

with uroprotection and hydration with 2-3 L per day. Monitor BUN and serum creati¬ 

nine levels. Uroprotection with mesna 20% of ifosfamide dose and hydration to prevent 

bladder toxicity. Risk may be reduced with adequate hydration. 

• Hepatic: Use with caution in patients with abnormal liver function. Dose reduction is 

required in the presence of liver dysfunction. 

• Bladder Toxicities: Hemorrhagic cystitis, dysuria, and urinary frequency. Red-orange 

discoloration of urine; resolves by 24-48 hours. 



Soft Tissue Sarcomas 623 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

• Skin; Extravasation of vesicants causes severe tissue destruction. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Complete alopecia. 

• Sensory/perceptual Alterations: Lethargy and confusion at high doses of ifosfamide, usu¬ 

ally lasting 1-8 hours and is reversible. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. Impotence may 

occur. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1 with CAV, 3-4 hours with IE. 

Alternate CAV with IE every 21 days for a total of 17 cycles. 

Two visits for each CAV and six visits for each IE 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ 
Diagnosis Ht Wt 



624 Soft Tissue Sarcomas 

Single-Agent Regimens 

Doxorubicin (Soft Tissue Sarcoma) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

MUGA scan, central line placement 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Doxorubicin_mg (75 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

• Bone Marrow Depression: WBC and platelet nadir 10-14 days after drug dose, with re¬ 

covery from days 15-21. Myelosuppression may be severe but is less severe with weekly 

dosing. 

• GI Toxicides: Nausea and vomiting are moderate to severe and occur in 44% of patients. 

Stomatitis occurs in 10% of patients but is not dose limiting. 

• GU Toxicity: Red-orange discoloration of urine, resolves in 24-48 hours. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. Increased risk of cardiotoxicity when 

doxorubicin is given with trastuzumab (Herceptin) or mitomycin. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmenta¬ 

tion, photosensitivity, and radiation recall occur. Complete alopecia occurs with doses 

> 50 mg/m^. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat cycle every 21 days. 

Two visits per cycle. CBC day 10-14. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Soft Tissue Sarcomas 625 

Gemdtabine (Soft Tissue Sarcoma) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry panel, LFTs 

N/A 

0.9% sodium chloride 

Oral phenothiazine 

OR 

5-HT3 and dexamethasone 10 mg in 100 cc of NS 

Gemcitabine_mg (1000 mg/m^) IV over 30 minutes weekly 

• Available in 1-g or 200-mg vials; reconstitute with 0.9% sodium chloride USP (5 cc for 

200 mg, 25 cc for 1 g). Further dilute in 0.9% sodium chloride. 

• Reconstituted solution is stable 24 hours at room temperature. DO NOT refrigerate, be¬ 

cause precipitate will form. 

• Hematologic: Leukopenia (63%), thrombocytopenia (36%), and anemia (73%), with 

grade 3 and 4 thrombocytopenia more common in elderly patients. Myelosuppression is 

dose limiting. Nadir occurs in 10-14 days, with recovery at 21 days. Prolonged infusion 

time (> 60 minutes) is associated with higher toxicides. 

• GI Symptoms: Mild-to-moderate nausea and vomiting (70%), diarrhea, and/or mucositis 

(15%-20%). 

• Flulike Syndrome: (20%) with fever in absence of infection 6-12 hours after treatment 

(40%). 

• Hepatic: Elevation of serum transaminase and bilirubin levels. 

• Skin: Pruritic, maculopapular skin rash, usually involving trunk and extremities. Edema 

occurs in 30% of patients. Alopecia is rare. 

• Reproduction: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour. Repeat weekly for 7 weeks, then 1-week rest; then weekly for 3 weeks 

with 1 week off. 

Repeat 3 weeks on, 1 week off until disease progression. 

Weekly for 3 months. Three visits per month subsequent courses. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt 



626 Soft Tissue Sarcomas 

Imatinib (Gleevec) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry and LFTs 

c-kit (CD 117) expression 

N/A 

Oral phenothiazine or S-HT^ 

Imatinib 400-mg PO per day 

• May increase dose to 600-mg PO per day if no response. 

• Available in 100- or 400-mg capsules. 

• Monitor INRs closely in patients taking warfarin; inhibits metabolism of warfarin. 

• GI Toxicities: Nausea and vomiting, 40%-50% of patients. Usually relieved when the 

drug is taken with food. Diarrhea observed in 25%-30% of patients. 

• Bone Marrow Suppression: Myelosuppression. neutropenia, and thrombocytopenia com¬ 

mon and can be dose related. 

• Fluid/electrolyte Imbalance: Fluid retention is common, especially in the elderly. Perior¬ 

bital and lower extremity edema primarily occurs. However, pleural effusions, ascites, 

rapid weight gain, and pulmonary edema may develop. Hypokalemia reported in 

2%-12% of patients. 

• Laboratory Values: Mild, transient elevation in serum transaminase and bilirubin levels. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Mildly to moderately emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ loperamide (Imodium) □ epoetin alfa (Procrit) 

□ darbepoetin alfa (Aranesp) □ diphenoxylate/atropine sulfate (Lomotil) 

Daily as tolerated until disease progression. 

Monthly during treatment. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



TESTICULAR CANCER I 

Adjuvant Therapy 

Cisplatin: 20-mg/m^ IV on days 1-5 

Etoposide: 100-mg/m^ IV on days 1-5 

Bleomycin: 30 U IV on days 2, 9, and 16 

Repeat cycle every 28 days for a total of two cycles. 

Adjuvant therapy for stage II testicular cancer treated with orchiectomy 

and retroperitoneal lymph node dissection. 

Advanced Disease 

Bleomycin: 30 U IV on days 2, 9, and 16 

Etoposide: 100-mg/m^ IV on days 1-5 

Cisplatin: 20-mg/m^ IV on days 1-5 

Repeat cycle every 21 days.^’"^®® 

Etoposide: 100-mg/m^ IV on days 1-5 

Cisplatin: 20-mg/m^ IV on days 1-5 

Repeat cycle every 21 days.^ 

Cisplatin: 20-mg/m^ IV on days 1-5 

Vinblastine: 0.15-mg/kg IV on days 1 and 2 

Bleomycin: 30 units IV on days 2, 9, and 16 

Repeat cycle every 21 days.^’"^°^ 

1 

VAB-6.633 

Vinblastine: 4-mg/m^ IV on day 1 

Dactinomycin: 1-mg/m^ IV on day 1 

Bleomycin: 30 U IV on day 1, then 20 U/m^ continuous infusion on days 1-3 

Cisplatin: 20-mg/m^ IV on day 4 

Cyclophosphamide: 600-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’'^'^^ 

627 



Salvage Regimens 

VelP.635 

Vinblastine: 0.11-mg/kg IV on days 1 and 2 

Ifosfamide: 1200-mg/m^ IV on days 1-5 

Cisplatin: 20-mg/m^ IV on days 1-5 

Mesna: 400-mg/m^ IV, given 15 minutes before first ifosfamide dose, then 

1200-mg/mVday IV continuous infusion for 5 days 

Repeat cycle every 21 days.^’"^*^'^ 

VIP.636 

Etoposide (VP-16): 75-mg/m^ IV on days 1-5 

Ifosfamide: 1200-mg/m^ IV on days 1-5 

Cisplatin: 20-mg/m^ IV on days 1-5 

Mesna: 400-mg/m^ IV, given 15 minutes before first ifosfamide dose, then 

1200-mg/m^/day IV continuous infusion for 5 days 

Repeat cycle every 21 days.^’‘^°^ 



Testicular Cancer 629 

Adjuvant Therapy 

Cisplatin + Etoposide + Bleomycin (PEB) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^’^) 

PFTs and chest x-ray study at baseline and before each cycle of therapy 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Acetaminophen 30 minutes before bleomycin 

Cisplatin_mg (20 mg/m^) IV infusion over 1-2 hours on days 1-5 

• Do not use aluminum needles, because precipitate will form. 

Available in solution as 1 mg/mL. 

Further dilute solution with 250 cc or more of NS. 

hoposide_mg (100 mg/m^) IV infusion over 1 hour on days 1-5 

Available in 100-mg vials; when reconstituted with 5 or 10 mL of NS, D5W or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 
as a 20-mg/mL concentration. 

May be further diluted in NS or D5W to final concentration of 0.1 mg/mL. 

Bleomycin 30 units IV push or infusion over 15 minutes on days 2, 9, and 16 

A test dose of 2 units is recommended before the first dose to detect hypersensitivity. 

Available as a powder in 15- or 30-unit sizes. Dilute powder in 0.9% sodium chloride or 
sterile water. 

Reconstituted solution is stable for 24 hours at room temperature. 

Allergic Reaction: Bleomycin—fever and chills observed in up to 25% of patients. True 

anaphylactic reactions are rare. Etoposide—bronchospasm, with or without fever, chills. 

Hypotension may occur during rapid infusion. Anaphylaxis may occur but is rare. 

Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

G1 Toxicities: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. 

Pulmonary Toxicities: Pulmonary toxicity is dose limiting in bleomycin. Seen more fre¬ 

quently in cumulative dose > 400 units with bleomycin. 

Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. 

Electrolyte Imbalance: Decreased Mg^'*', K, Ca^"*", Na"*", and P 

Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral 

sensory neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

Ototoxicity: High-frequency hearing loss and tinnitus 

Skin: Alopecia 

Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1, 1-5, and 1 hour on days 9 and 16. Repeat every 28 days for 

two cycles. 

Seven visits per cycle. Request two cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



630 Testicular Cancer 

Advanced Disease 

Etoposide + Bleomycin + Cisplatin (BEP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

CBC: Chemistry (including 

PFTs and chest x-ray study at baseline and before each cycle of therapy 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Acetaminophen 30 minutes before bleomycin 

Bleomycin 30 units IV push or infusion over 15 minutes on days 2, 9, and 16 

A test dose of 2 units is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in 0.9% sodium chloride or 

sterile water. 

• Reconstituted solution is stable for 24 hours at room temperature. 

Etoposide_mg (100 mg/m^) IV infusion over 1 hour on days 1-5 

• Available in 100-mg vials; when reconstituted with 5 or 10 mL of NS, D5W or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 

as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to final concentration of 0.1 mg/mL 

Cisplatin_mg (20 mg/m^) IV infusion over 1-2 hours on days 1-5 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Allergic Reaction: Bleomycin—fever and chills observed in up to 25% of patients. True 

anaphylactic reactions are rare. Etoposide—bronchospasm, with or without fever, chills. 

Hypotension may occur during rapid infusion. Anaphylaxis may occur but is rare. 

Bone Marrow Depression; Myelosuppression can be a dose-limiting toxicity. 

G1 Toxicides: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. 

Pulmonary Toxicides: Pulmonary toxicity is dose limiting in bleomycin. Seen more fre¬ 

quently in cumulative dose > 400 units with bleomycin. 

Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Risk may 

be reduced with adequate hydration. 

Electrolyte Imbalance; Decreased Mg^''^, K, Ca^"*", Na"*", and P 

Neurotoxicity; Dose-limiting toxicity, usually in the form of peripheral sensory neuro¬ 

pathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

Ototoxicity: High-frequency hearing loss and tinnitus. 

Skin: Alopecia 

Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1, 1-5, and 1 hour on days 9 and 16. Repeat every 21 days. 

Seven visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 



Testicular Cancer 631 

Etoposide + Cisplatin (EP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Etoposide_mg (100 mg/m^) IV infusion over 1 hour on days 1-5 

• Available in 100-mg vials, when reconstituted with 5 or 10 mL of NS, D5W or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 
as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to final concentration of 0.1 mg/mL. 

Cisplatin_mg (20 mg/m^) IV infusion over 1-2 hours on days 1-5 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

• Allergic Reaction: Bronchospasm, with or without fever, chills. Hypotension may occur 

during rapid infusion. Anaphylaxis may occur but is rare. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicides: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Electrolyte Imbalance: Decreased Mg^+, K, Ca^"'", Na^, and R 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral 

sensory neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus 

• Skin: Alopecia 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on days 1-5. Repeat cycle every 21 days. 

Five visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt m2 



632 Testicular Cancer 

Cisplatin + Vinblastine + Bleomycin (PVB) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including Mg^^) 

PFTs and chest x-ray study baseline and before each cycle of therapy 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Acetaminophen 30 minutes before bleomycin 

Cisplatin_mg (20 mg/m^) IV infusion on days 1-5 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

Vinblastine_mg (0.15 mg/kg) IV push on days 1 and 2 

• Vesicant 

• Available in 10-mg vials. 

• Store in refrigerator until use. 

Bleomycin 30 units IV push or infusion on days 2, 9, and 16 

• A test dose of 2 units is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 15- or 30-unit sizes. Dilute powder in 0.9% sodium chloride or 

sterile water. 

• Reconstituted solution is stable for 24 hours at room temperature. 

• Allergic Reaction: Bleomycin—fever and chills observed in up to 25% of patients. True 

anaphylactic reactions are rare. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicides: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) 

or delayed (>24 hours). Mucositis and diarrhea are rare. Constipation resulting from 

neurotoxicity, abdominal pain, or paralytic ileus. 

• Pulmonary Toxicides: Pulmonary toxicity is dose limiting in bleomycin. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Electrolyte Imbalance: Decreases Mg^^, K'*', Ca^'^, Na^, and P 

• Neurotoxicity: Paresthesias, peripheral neuropathy, depression, headache, malaise, jaw 

pain, urinary retention, tachycardia, orthostatic hypotension, and seizures can occur in 

high doses or with prolonged therapy. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on days 1-5, and 1 hour on days 9 and 16. Repeat every 21 days. 

Seven visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



Testicular Cancer 633 

Vinblastine + Dactinomydn + Bleomydn (VAB-6) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

CBC: Chemistry panel (including 

PFTs and chest x-ray study at baseline and before each cycle of therapy. 

Central line placement for continuous infusion 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS 

Acetaminophen 30 minutes before bleomycin 

Vinblastine_mg (4 mg/m^) IV push on day 1 

• Vesicant 

• Available in 10-mg vials 

• Store in refrigerator until use. 

Dactinomycin_mg (1 mg/m^) IV infusion on day 1 

• Vesicant 

• Available as a lyophilized powder in vials containing 0.3 mg of dactinomycin and 20 mg 

of mannitol for IV use 

• Add sterile water to give a final concentration of 500 mcg/mL. Use preservative-free 

water to avoid formation of a precipitate. 

• Can be further diluted in D5W or NS for IV infusion or bolus 

Bleomycin 30 units IV push or infusion over 15 minutes on day 1, then 

Bleomycin_units (20 units/m^) IV continuous infusion on days 1-3 

• A test dose of 2 units is recommended before the first dose to detect hypersensitivity. 

• Available as a powder in 13- or 30-unit sizes. Dilute powder in 0.9% sodium chloride or 

sterile water. 

• Reconstituted solution is stable for 24 hours at room temperature. 

Cisplatin_mg (20 mg/m^) IV infusion over 1 hour on day 4 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL 

• Further dilute in 250 cc or more of NS. 

Cyclophosphamide_mg (600 mg/m^) IV infusion over 1 hour on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials for IV use. 

• Dilute vials with sterile water. 

• Important to shake well so that the solution is completely dissolved. 

• Allergic Reaction: Bleomycin—fever and chills observed in up to 25% of patients. True 

anaphylactic reactions are rare. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• GI Toxicities: Moderate-to-severe nausea and vomiting, acute or delayed. Irritation and 

ulceration may occur along the entire GI mucosa. Diarrhea with or without cramps. 

Anorexia common. Constipation, abdominal pain, or ileus. 

• Pulmonary Toxicities: Pulmonary toxicity is dose limiting in bleomycin. Seen more 

frequently in cumulative dose > 400 units with bleomycin. 

• Hepatic: Hepatotoxicity dose reduction may be necessary. 

• Renal/urinary: Nephrotoxicity or hemorrhagic cystitis possible. Dose reduction may be 

needed for alterations in renal function. Risk may be reduced with adequate hydration. 

• Electrolyte Imbalance: Decreases Mg^"*", K’*', Ca^'*', Na”*", and P 

• Neurotoxicity: Paresthesias, peripheral neuropathy, depression, headache, jaw pain, 

urinary retention, tachycardia, orthostatic hypotension, and seizures. 

• Skin: Tissue damage if extravasation of dactinomycin occurs. Alopecia. Hyperpigmenta¬ 

tion, radiation recall, photosensitivity, rash, and nail changes. 

• Flulike Symptoms: Malaise, myalgia, fever, depression. 

• Reproductive: Pregnancy category D. Breastfeeding should be avoided. 



634 Testicular Cancer 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 2 hours on day 1, and 3 hours on day 4. Repeat cycle every 
21 days. 

Two visits per cycle. Request three cycles wmrth of ^'isits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

Diagnosis 

_! _ 
Ht Wt 



Testicular Cancer 635 

Salvage Regimens 

Vinblastine + Ifosfamide + Cisplatin + Mesna (VelP) 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

Central line placement for continuous infusion 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS 

Vinblastine_mg (0.11 mg/kg) IV on days 1 and 2 

• Vesicant 

• Available in 10-mg vials 

• Store in refrigerator until 

Ifosfamide_mg (1200 mg/m^) IV on days 1-5 

• Reconstitute powder with sterile water for injection; discard unused portion after 8 

hours. 

• May further dilute in D5W or 0.9% sodium chloride 

Cisplatin_mg (20 mg/m^) IV on days 1-5 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

Mesna_mg (400 mg/m^) IV, given 15 minutes before first ifosfamide dose, then 

Mesna_mg (1200 mg/mVday) IV continuous infusion for 5 days 

• Available in 200-mg ampules or 1000-mg multidose vial for IV use. 

• Dilute with D5W, D5NS, or NS. 

• Reconstituted solution is stable for 24 hours at room temperature. 

• Bone Marrow Depression: Myelosuppression is cumulative and dose related. Can be dose 

limiting. G-CSF support recommended. 

• GI Toxicides: Moderate-to-severe nausea and vomiting may be acute or delayed. Mucosi¬ 

tis and/or diarrhea may occur. Constipation, abdominal pain, ileus rare. 

• Renal: Nephrotoxicity and/or hemorrhagic cystitis possible. Mesna and vigorous hydra¬ 

tion necessary to prevent. 

• Electrolyte Imbalance: Decreases Mg^"*", K"*", Ca^'*', Na^, and R 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias in classic “stocking 

and glove” distribution. 

• CNS: Somnolence, confusion, depressive psychosis, or hallucinations with ifosfamide. 

Paresthesias, jaw pain, urinary retention, and tachycardia occur with vinblastine but are 

less frequent than with other vinca alkaloids. 

• Alopecia: Total loss of body hair occurs in nearly all patients. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 4 hours on day 1, and 3 hours on days 2-5. Repeat cycle every 21 days. 

Five visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 



636 Testicular Cancer 

Etoposide + Ifosfamide + Clsplatin + Mesna (VIP) 

Baseline laboratory tests: CBC: Chemistry (including Mg^"^) 

Baseline procedures or tests: Central line placement for continuous infusion. 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS 

Etoposide_mg (75 mg/m^) IV over 30-60 minutes on days 1-5 

• Available in solution or powder. 

• May be further diluted in NS or D5W to a final concentration of 0.1 mg/mL 

Ifosfamide_mg (1200 mg/m^) IV on days 1-5 

• Reconstitute powder with sterile water for injection; discard unused portion after 8 hours. 

• May further dilute in D5W or 0.9% sodium chloride. 

Cisplatin_mg (20 mg/m^) IV over 1 hour on days 1-5 

• Do not use aluminum needles, because precipitate will form. 

• Further dilute solution with 250 cc or more of NS. 

Mesna_mg (400 mg/m^) IV, given 15 minutes before first ifosfamide dose, then 

Mesna_mg (1200 mg/m^/day) IV continuous infusion for 5 days 

• Available in 200-mg ampules or 1000-mg multidose vial for IV use. 

• Dilute with D5W, D5NS, or NS. 

• Reconstituted solution is stable for 24 hours at room temperature. 

Major Side Effects • Bone Marrow Depression: Myelosuppression is cumulative and dose related. Can be dose 

limiting. 

• GI Toxicities: Moderate-to-severe nausea and vomiting may be acute or delayed. Muco¬ 

sitis, diarrhea, and anorexia may occur. Metallic taste common. 

• Hepatic: Use etoposide with caution in patients with abnormal liver function. Dose 

reduction is recommended in this setting. 

• Cardiovascular Toxicities: Hypotension if etoposide infused too rapidly. 

• Renal: Nephrotoxicity and/or hemorrhagic cystitis possible. Mesna and vigorous hydra¬ 

tion necessary to prevent. Dose reduction may be necessary. 

• Electrolyte Imbalance: Decreases MG^'*", K’*', Ca^"*", Na^, and PO"*' 

• Neurotoxicity: Sensory neuropathy with numbness and paresthesias in classic “stocking 

and glove” distribution. 

• CNS: Somnolence, confusion, depressive psychosis, or hallucinations with ifosfamide. 

• Hypersensitivity reaction: Chills, fever, bronchospasm, dyspnea, tachycardia, facial and 

tongue swelling, and hypotension with etoposide. 

• Skin: Total alopecia occurs in nearly all patients. Radiation recall, skin changes. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: □ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 5 hours on day 1, and 4 hours on days 2-5. Repeat cycle every 21 days. 

Estimated number of visits: Five visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. ___ 2. _ 

Initiate IV: 

Premedicate: 

Administer: 

Physician Date 

Patient Name ID Number 

/ / _ 

M^ Diagnosis Ht Wt 



THYMOMA 

CAP.638 

Cyclophosphamide: 500-mg/m^ IV on day 1 

Doxorubicin; 50-mg/m^ IV on day 1 

Cisplatin: 50-mg/m^ IV on day I 

Repeat cycle every 21 days.^'"’’*^^ 

Cisplatin + Etoposide ...639 

Cisplatin: 60-mg/m^ IV on day 1 

Etoposide: 120-mg/m^ IV on days 1-3 

Repeat cycle every 21 days.^’"^°^ 

ADOC ...640 

Cisplatin: 50-mg/m^ IV on day 1 

Doxorubicin: 40-mg/m^ IV on day 1 

Vincristine; 0.6-mg/m^ IV on day 3 

Cyclophosphamide: 700-mg/m^ IV on day 4 

Repeat cycle every 28 days.^’"^°® 

637 



638 Thymoma 

Cyclophosphamide + Doxorubicin + Clsplatln (CAP) 

Baseline laboratory tests: CBC: Chemistry (including Mg^+) 

Baseline procedures or tests: N/A 

Initiate IV: 0.9% sodium chloride 

Premedicate: 5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Administer: Cyclophosphamide_mg (500 mg/m^) IV over 1 hour on day 1 

• Available in 100-, 200-, 500-, 1000-, and 2000-mg vials. 

• Dilute with sterile water. Shake well to ensure that all particles completely dissolve. 

• Reconstituted solution is stable for 24 hours at room temperature and for 

6 days refrigerated. 

Doxorubicin_mg (50 mg/m^) IV push on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin_mg (50/m^) IV over 1-3 hours on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

Major Side Effects • Bone Marrow Depression; Neutropenia, thrombocytopenia, and anemia occur equally in 

25%-30% of patients. Leukopenia and thrombocytopenia are dose related. 

• GI Toxicities: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis may occur. 

• GU Toxicities: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. 

Bladder toxicity in the form of hemorrhagic cystitis, dysuria, and increased urinary 

frequency. Red-orange discoloration of urine up to 48 hours after doxurubicin. 

• Electrolyte Imbalance: Decreased Mg^’^, K, Ca^''^, Na^, and P. 

• Cardiotoxicity; Acutely, pericarditis or myocarditis may occur. Later, cardiomyopathy in 

the form of CHF may occur. 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neurop¬ 

athy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Extravasation of doxorubicin causes severe tissue damage. Hyperpigmentation, 

photosensitivity, and radiation recall occur. Alopecia. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Initiate antiemetic protocol: Moderately to highly emetogenic protocol. 

Supportive drugs: d pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Treatment schedule: Chair time 3 hours on day 1. Repeat cycle every 28 days. 

Estimated number of visits: One visit per cycle. Request six cycles worth of visits. 

Dose Calculation by: 1. _ 2. ____— 

Physician Date 

Patient Name ID Number 

Diagnosis Ht Wt M^ 



Thymoma 639 

Cisplatin + Etoposide 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC; Chemistry (including and CEA 

N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (60 mg/m^) IV over 1-2 hours on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 230 cc or more of NS. 

Etoposide_mg (120 mg/m^) IV over 1 hour on days 1-3 

• Available in 100-mg vials; when reconstituted with 5 or 10 mL of NS, D5W or sterile 

water with benzyl alcohol makes a 20- or 10-mg/mL solution. Also available in solution 

as a 20-mg/mL concentration. 

• May be further diluted in NS or D5W to final concentration of 0.1 mg/mL. 

• Allergic Reaction: Bronchospasm, with or without fever, chills. Hypotension may occur 

during rapid infusion of etoposide. Anaphylaxis may occur but is rare. 

• Bone Marrow Depression: Myelosuppression can be a dose-limiting toxicity. 

• G1 Toxicities: Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (> 24 hours). Mucositis and diarrhea are rare. 

• Renal: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Electrolyte Imbalance: Decreased Mg^"*", K, Ca^*^, Na^, and R 

• Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neuropa¬ 

thy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity: High-frequency hearing loss and tinnitus. 

• Skin: Alopecia 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, and 1 hour on days 2 and 3. Repeat cycle every 21 days. 

Three visits per cycle. Request three cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / 
M^ Diagnosis Ht Wt 



640 Thymoma 

Cisplatin + Doxorubicin + Vincristine + Cyclophosphamide (ADOC) 

Baseline laboratory tests: CBC: Chemistry (including 

Baseline procedures or tests: N/A 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Cisplatin_mg (50 mg/m^) IV over 1-2 hours on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available as a 1-mg/mL solution 

• Further dilute in 250 cc or more of NS. 

Doxorubicin_mg (40 mg/m^) IV push on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Vincristine_mg (0.6 mg/m^) IV on day 3 

• Vesicant 

• Available in 1-, 2-, or 5-mg vials. Refrigerate until use. 

Cyclophosphamide_mg (700 mg/m^) IV over 1 hour on day 4 

• Available in 100-, 200-, 500-, 1000-, or 2000- mg vials 

• Dilute with sterile water. Shake well to ensure that all particles completely dissolve. 

• Reconstituted solution is stable for 24 hours at room temperature, and 

6 days if refrigerated. 

Major Side Effects • Bone Marrow Depression: Myelosuppression can be dose limiting. 

GI Toxicides; Moderate-to-severe nausea and vomiting. May be acute (first 24 hours) or 

delayed (>24 hours). Mucositis may occur. Constipation, abdominal pain, and paralytic 

ileus possible. Aggressive bowel protocol recommended. 

GU: Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Bladder 

toxicity in the form of hemorrhagic cystitis, dysuria, and increased urinary frequency. 

Risk may be reduced with adequate hydration. 

Electrolyte imbalance: Decreases in electrolytes expected. 

Cardiotoxicity: Acutely, pericarditis or myocarditis may occur. Later, cardiomyopathy in 

the form of CHF may occur. 

Neurotoxicity: Dose-limiting toxicity, usually in the form of peripheral sensory neurop¬ 

athy. Paresthesias and numbness in a classic “stocking glove” pattern. 

Skin; Extravasation of doxorubicin or vincristine causes severe tissue damage. Hyperpig¬ 

mentation, photosensitivity, and radiation recall occur. Alopecia. 

Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1, 1 hour on day 3, and 2 hours on day 4. Repeat cycle every 

28 days. 

Four \4sits per cycle. CBC day 10-14. Request three cycles worth of visits. 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

Initiate IV: 

Premedicate: 

Administer: 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ / _ 

m2 Diagnosis Ht Wt 



THYROID CANCER 

Combination Regimen 

Doxorubicin + Cisplatin. 

Doxorubicin: 60-mg/m^ IV on day 1 

Cisplatin: 40-mg/m^ IV on day 1 

Repeat cycle every 21 days.^'"*^^^ 

Single-Agent Regimen 

Doxorubicin. 

Doxorubicin; 60-mg/m^ IV on day 1 

Repeat cycle every 21 days.^’ 

641 



642 Thyroid Cancer 

Combination Regimen 

Doxorubicin + Cisplatin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry (including 

MUGA scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 20 mg in 100 cc of NS 

Doxorubicin_mg (60 mg/ni^) TV push on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

Cisplatin__ mg (40 g/m^) IV over 1-2 hours on day 1 

• Do not use aluminum needles, because precipitate will form. 

• Available in solution as 1 mg/mL. 

• Further dilute solution with 250 cc or more of NS. 

• Bone Marrow Depression; Leukopenia, thrombocytopenia, and anemia all occur; may be 

severe. 

• GI Toxicities: Nausea and vomiting are moderate to severe and can be acute or delayed. 

Stomatitis occurs in 10% of patients but is not dose limiting. 

• GU Toxicities; Red-orange discoloration of urine for up to 48 hours after doxorubicin. 

• Cardiac; Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. Increased risk of cardiotoxicity when 

doxorubicin is given with trastuzumab (Herceptin) or mitomycin. 

• Renal; Nephrotoxicity is dose related with cisplatin and presents at 10-20 days. Risk may 

be reduced with adequate hydration. 

• Electrolyte Imbalance; Decreased K, Ca^^, Na"*", and P. 

• Skin; Extravasation of doxorubicin causes severe tissue destruction. Hyperpigmenta¬ 

tion, photosensitivity, and radiation recall occur. Complete alopecia occurs with doses 

> 50 mg/m^. 

• Neurotoxicity; Dose-limiting toxicity, usually in the form of peripheral sensory 

neuropathy. Paresthesias and numbness in a classic “stocking glove” pattern. 

• Ototoxicity; High-frequency hearing loss and tinnitus with cisplatin. 

• Reproductive; Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 3 hours on day 1. Repeat cycle every 21 days. 

Two visits per cycle. CBC day 10-14. Request four cycles worth of visits. 

Dose Calculation by: 1. 2. 

Physician Date 

Patient Name ID Number 

/ _/ _ 
M^ Diagnosis Ht Wt 
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Single-Agent Regimen 

Doxorubicin 

Baseline laboratory tests: 

Baseline procedures or tests: 

Initiate IV: 

Premedicate: 

Administer: 

Major Side Effects 

Initiate antiemetic protocol: 

Supportive drugs: 

Treatment schedule: 

Estimated number of visits: 

CBC: Chemistry 

MUG A scan 

0.9% sodium chloride 

5-HT3 and dexamethasone 10-20 mg in 100 cc of NS 

Doxorubicin_mg (60 mg/m^) IV on day 1 

• Potent vesicant 

• Available as a 2-mg/mL solution. 

• Doxorubicin will form a precipitate if it is mixed with heparin or 5-FU. 

• Bone Marrow Depression: WBC and platelet nadir 10-14 days after drug dose, with re¬ 

covery from days 15-21. Myelosuppression may be severe but is less severe with weekly 

dosing. 

• GI Toxicides: Nausea and vomiting are moderate to severe and occur in 44% of patients. 

Stomatitis occurs in 10% of patients but is not dose limiting. 

• GU Toxicides: Red-orange discoloration of urine for up to 48 hours after doxorubicin. 

• Cardiac: Acutely, pericarditis-myocarditis syndrome may occur. With high cumulative 

doses > 550 mg/m^, cardiomyopathy may occur. Increased risk of cardiotoxicity when 

doxorubicin is given with trastuzumab (Herceptin) or mitomycin. 

• Skin: Extravasation of doxorubicin causes severe tissue destruction. H)'perpigmenta- 

tion, photosensitivity, and radiation recall occur. Complete alopecia occurs with doses 

> 50 mg/m^. 

• Reproductive: Pregnancy category D. Breast feeding should be avoided. 

Moderately to highly emetogenic protocol. 

□ pegfilgrastim (Neulasta) □ filgrastim (Neupogen) 

□ epoetin alfa (Procrit) □ darbepoetin alfa (Aranesp) 

Chair time 1 hour on day 1. Repeat cycle every 21 days. 

Two visits per cycle. CBC day 10-14. Request four cycles worth of visits. 

Dose Calculation by: 1 2. 

Physician Date 

Patient Name ID Number 

/ 
M^ Diagnosis Ht Wt 



Appendix A 
Billing and Reimbursment 

Rise Marie Cleland 

Introduction 

Oncology nurses have a clear understanding of their vital role in patient care. It is increas¬ 

ingly important that nurses help the practice to capture charges for the services they pro¬ 

vide and to ensure that those services are being reported with the proper billing codes. The 

ever-changing rules and regulations make billing for cancer services especially challenging. 

Nurses who have an understanding of billing for these services bring additional value to 
their practice. 

The following information is from Oplinc’s Best Practices Review newsletter. This newsletter 

focuses on issues relevant to cancer centers and their mission to provide and protect patient 

access to quality cancer care. Oplinc’s Best Practices Review is published by Rise Marie 

Cleland and Oplinc and is supported by an unrestricted educational grant provided by 
Genentech. 

Nurses and other oncology professionals can sign up for this complimentary bi-monthly 

newsletter at http://oplinc.com.gravitatehosting.com/newsletter.asp. 

The billing examples, using actual chemotherapy protocols, illustrate the key coding and 

billing rules and regulations for cancer services in 2006. 

New 2006 Drug Administration Codes 

The new 2006 CPT® (Current Procedural Terminology) codes for drug administration have 

replaced the 18 temporary G-codes that were in use for Medicare in 2005. The American 

Medical Association (AMA) has developed a total of two new codes for hydration infusion, 

nine new codes for therapeutic, prophylactic, and diagnostic injections and infusions, and 

11 new codes for chemotherapy services including injections and infusions. 

The descriptions for the drug administration codes previously reported to Medicare with 

the temporary G-codes have largely been kept intact allowing for a rather straightforward 

crosswalk from the temporary G-codes to the new CPT codes. 

The CPT code set has been designated as the national coding standard for healthcare pro¬ 

fessional services and procedures under the Health Insurance Portability and Accountabil¬ 

ity Act (HIPAA). HIPAA mandates that all electronic transactions include only HIPAA 

compliant codes. Therefore healthcare providers, health plans, and other covered entities 

conducting financial or administrative healthcare transactions electronically must use the 
CPT code set. 

In order to review the billing rules, we have included two sample protocols and the coding 

rules that apply to them. Note: Please be aware that these examples are included for educa¬ 

tional purposes only. Always consult your Medicare carrier and the CMS website for specific 
coding guidance. 
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2006 CPT Coding Exercises 
Sample Protocol 

Drug Dose Start Stop Route 

Calcium Gluconate 1 GM 09:35 10:40 IV 

Magnesium 1 GM 09:35 10:40 IV (same bag as calcium gluconate) 

Zofran 32 mg 10:40 11:00 IV 

Decadron 10 mg 10:40 11:00 IV (same bag as Zofran) 

Oxaliplatin 200 mg 11:00 13:00 IV 

Leucovorin 1040 mg 11:00 13:00 IV (separate bag) 

5-FU 832 mg 13:03 13:05 IV Push 

5-FU 4992 mg 13:05 Ambulatory Pump 

Assign the codes 

Drug 

Administration Code: 

Rule 

Calcium Gluconate 

90761—Hydration each additional hour 

1. Electrolytes whether pre-packaged or added to fluids are billed under hydration codes; 

2. Ea. additional hour code is used because hydration is a secondary service in this patient 

encounter, the “initial” code will be used for the primary service chemotherapy. 

Drug 

Administration Code: 

Rule 

Drug 

Administration Code: 

Rule 

Drug 

Administration Code: 

Rule 

Magnesium 

0 
1. No separate administration code because the magnesium was in the same bag as the cal¬ 

cium gluconate. To report the concurrent infusion code the drugs must be in separate bags. 

Zofran 

90767—Additional sequential infusion, therapeutic 

Diagnostic 

Infusion time was greater than 15 minutes and drug was administered sequential to the 

other drugs. 

Decadron 

0 
1. No separate administration code as this drug was in the same bag as the Zofran. 

Drug 

Administration Code: 

Rule 

0xahplatin 

96413—chemo admin. IV single or initial 

96415—each additional hour 

1. Use the initial code as chemotherapy is the primary service for this encounter; 

2. Bill one unit of 96415 for the 2nd hour of infusion. 

Drug 

Administration Code: 

Rule 

Drug 

Administration Code: 

Rule 

Leucovorin 

90768—concurrent infusion 

1. Concurrent code is used because leucovorin was administered at the same time as the 

oxaliplatin in a separate bag. Note: If your carrier has instructed you to bill the leucovorin 

with the chemotherapy administration codes you will not be able to bill for this administra¬ 

tion as there is no concurrent code for chemotherapy. 

2. There is no 2nd hour billed for the leucovorin as the concurrent code is only reportable 

once per patient per encounter. 

5-EU 

96411—chemo IV push, ea additional substance/drug 

1. Use each additional IV push code as the initial code was used with oxaliplatin; only 1 

initial code is to be billed per patient per encounter. 
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Drug 5-FU 

Administration Code: 96416—initiation of prolonged chemotherapy infusion 

Rule When a drug is administered by different administration techniques bill for each method of 

administration (as long as it meets medical necessity). 

Sample Protocol 
Drug Dose Start Stop Route 

Normal Saline 1 liter 08:45 10:35 IV 

Aloxi 0.25 10:35 10:45 IV 

Decadron 10 mg 10:35 10:45 IV (same bag as Aloxi) 

VP-16 203 mg 10:45 11:55 IV 

Cisplatin 41 mg 11:55 12:55 IV 

Bleomycin 30 units 12:55 13:05 IV push 

Assign the codes 

Drug 

Administration Code: 

Rule 

Drug 

Administration Code: 

Rule 

Drug 

Administration Code: 

Rule 

Drug 

Administration Code: 

Rule 

Drug 

Administration Code: 

Rule 

Drug 

Administration Code: 

Rule 

■ ^ -,5 . ffttWlsrhA 

Normal Saline 

90761 X 2—hydration each additional hour 

1. Hydration administered sequentially to chemo is separately billable (when medically 

necessary). In this encounter hydration is a secondary service so you would not use the 
initial code; 

2. NS dripped for 1 hr. 50 minutes, additional infusion time past 1st hour was greater than 

30 minutes so it is reported with a 2nd unit of the additional hour code. 

Aloxi 

90775—each additional sequential IV push 

1. Infusions lasting 15 minutes or less are to be billed with the IV push codes, Aloxi 

dripped for 10 minutes; 

2. This is a secondary service in this encounter so you would not use the initial code. 

Decadron 

0 
1. No separate administration code as this drug was in the same bag as the Aloxi. 

VP-16 

96413—Chemotherapy administration, IV up to 1 hr. single or initial substance/drug 

1. Use the initial code as chemotherapy is the primary service for this encounter; 

2. The infusion ran ten minutes past the 1st hour, you would not bill for an additional 

hour until 31 minutes past the 1st hour. 

Cisplatin 

96417—each additional sequential infusion up to 1 hour, chemo 

1. The drug was dripped sequentially to the other drugs; the initial code was already re¬ 
ported with VP-16. 

Bleomycin 

96411—chemo IV push, each additional substance/drug 

1. The initial code was already reported with VP-16. 
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KEY MEDICARE BILLING RULES FOR 2006 

The list below summarizes some of the key billing rules in 2006 but is not a complete list¬ 

ing. For additional Medicare guidance, access the physician page on the Medicare website 

at www.cms.hhs.gov. 

• If used to facilitate the infusion or injection, the following procedures/services are not to 

be billed separately; 

—Use of local anesthesia 

—IV start; 36000 Introduction of needle or intracatheter, vein or 36410 Venipuncture, age 3 

years or older, necessitating physician’s skill (separate procedure), for diagnostic or thera¬ 

peutic pui'poses (not to he used for routine venipuncture) 

—Access to indwelling IV, subcutaneous catheter or port 

—Flush before or after infusion (96523) 

—Standard tubing, syringes and supplies 

• A port flush (96523) is only payable when no other service payable from the Medicare 

Physician Fee Schedule (MPFS) is billed on the same day by the same provider 

• 96522 Refilling and maintenance of an implantable pump or reservoir for systemic drug de¬ 

livery is to be used for pumps or reservoirs that are capable of programmed release of a 

drug at a prescribed rate and is not to be used for accessing or flushing a port 

• 36540 Collection of blood specimen from a completely implantable venous access device is a 

bundled code and not separately payable 

• Fluid administered with the sole purpose of maintaining patency of the access device is 

not separately billable 

• Medically necessary hydration administration (for dehydration or to prevent nephrotoxi¬ 

city) is separately payable when administered sequentially to chemotherapy or blood 

transfusion, append modifier -59 on the hydration administration code 

• When a separately identifiable E&M visit is performed on the same day as hydration or 

drug administration append the modifier -25 on the E&M code 

• 96545 (provision of chemotherapy) has been deleted 

• Infusions of 15 minutes or less are to be billed with the appropriate push codes 

• Only 1 initial code is to be billed (unless protocol requires two separate IV sites be used) 

• Bill only 1 concurrent code per encounter 

• When a bone marrow biopsy and aspiration are performed on the same site through the 

same skin incision on the same date of service report 38221 Bone marrow biopsy and 

G0364 Bone marrow aspiration performed with bone matrow biopsy through the same inci¬ 

sion on the same date of service. CMS defines a separate site as different bones or two sep¬ 

arate skin incisions over the same bone 

• Report additional hours of infusion (90761, 90766, and 96415) for infusions lasting 

greater than 30 minutes beyond the initial hour 

FREQUENTLY ASKED BILLING QUESTIONS 

Q. We have been coding the bone marrow biopsy and aspiration as 38220-59 and 38221- 

50. Is this correct? 

A. Modifier -50 is appended to the bone marrow biopsy code 38221 to report bilateral 

bone marrow biopsies. The modifier -59 is used to report that the bone marrow biopsy 

and aspiration were performed through separate incisions. 

For Medicare patients, as of January 1, 2005 if the bone marrow biopsy and aspiration 

are performed through the same incision you should be billing G0364 (bone marrow 

aspiration performed on the same date through the same incision as a bone marrow 

biopsy) with the bone marrow biopsy code, 38221. 



If the biopsy and aspiration are performed through different incisions or different pa¬ 

tient encounters on the same day, then Medicare will make separate payments for each 

procedure. In this case, you would report both the bone marrow aspiration (38220) and 

bone marrow biopsy (38221) codes and append the modifier -59. It must be medically 

necessary to perform the procedures through two separate incisions. 

Q. Is it necessary to restage the patient each time we bill for the 2006 Oncology Demon¬ 

stration Project? 

A. No. In the MedLearn Matters document: MM4219 2006 Oncology Demonstration Pro¬ 

ject CMS states: “Disease status should he based on the best available data at the time of the 

visit, unless otherwise specified. No additional diagnostic tests or evaluations should be per¬ 

formed for the purposes of further determining disease status for the purposes of this Demon¬ 

stration Project. ” 

Q. Where can I find information on billing for concurrent infusions? In particular, I am 

looking for guidance on drugs infused in one bag. 

A. The AMA publication, CPT Changes 2006 An Insider’s View states on page 253, “An 

infusion consisting of three substances in a single bag is not intended to be reported as three 

separate infusion services, because the parenteral administration codes are intended to report 

the separate work of administration and IV access and not the inclusion of multiple agents in 

a bag prepared prior to infusion.” ASCO also addresses this in their FAQs for 2006 Drug 

Administration. 

Q. When giving an injection and port flush on the same day, can you bill the port flush 

(96523)? 

A. No. According to the American Medical Association CPT, a port flush 96523 is not 

separately billable when a drug infusion or injection is provided on the same day. For 

Medicare patients the port flush is only billable when no other Medicare Physician Fee 

Schedule service is provided. 



Rise Marie Cleland holds degrees in Human Ecology and Business Management, with a 

concentration in the effectual aspects of business on society. Ms. Cleland was the Busi¬ 

ness Director for a cancer research and treatment center before founding Oplinc in June 

of 1999. Oplinc is a national organization of oncology professionals. Through Oplinc Ms. 

Cleland publishes the weekly Oplinc Fax Tracts focusing on the timely dissemination of 

information pertaining to billing, reimbursement and practice management in the oncol¬ 

ogy office. She also publishes Oplinc’s Best Practices Review which provides a more in- 

depth look at the issues and challenges facing oncology practices. 

Ms. Cleland is a nationally recognized speaker and author providing educational programs 

for state societies, the Oncology Nursing Society (ONS), the Medical Group Management 

Association’s Administrators of Oncology Hematology Assembly, and through national on¬ 

cology publications including the Association of Community Cancer Centers Oncology Is¬ 

sues and Hematology Oncology News and Issues. Ms. Cleland also works as a consultant and 

advisor for physician practices, pharmaceutical companies, and distributors. 

She is the past president of the Medical Group Management Association’s Administrators 

of Oncology Hematology Assembly, Executive Director of the Washington State Medical 

Oncology Society, and President of the Society of Administrators in Medical Oncology of 

the Northwest. 
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Abraxane (Paclitaxel protein-blood particles for injectable suspension), for 

metastatic breast cancer, 78, 123-124. 

ABVD (doxorubicin -I- bleomycin -I- vinblastine -I- dacarbazine), for 

Hodgkin’s disease, 415, 418-419 

ABV (doxorubicin -I- bleomycin + vinblastine), for Kaposi’s sarcoma, 289, 
291-292 

AC (doxorubicin + cyclophosphamide) 
for breast cancer, 41, 46 

for endometrial cancer, 214, 217 

for metastatic breast cancer, 73, 79 

AC followed by T + trastuzumab (doxorubicin + cyclophosphamide 

followed by paclitaxel + trastuzumab), for breast cancer, 41, 49 

ACT (doxorubicin + cyclophosphamide + docetaxel), for breast cancer, 
41, 44-45 

Acute lymphocytic leukemia, 297-315 

clofarabine for, 300, 314-315 

CNS prophylaxis for, 298-299, 300, 306, 313 

consolidation therapy for, 297, 303-304 

cranial irradiation + methotrexate (Linker regimen: CNS prophylaxis) 
for, 298 

hyper-CVAD regimen for, 299, 300, 311-312, 313 

induction therapy for, 297, 299, 301-302, 307-312 

Larson regimen for, 298-299 

CNS prophylaxis and interim maintenance (weeks 13-25), 298, 308 

early intensification (weeks 5-12), 298, 307-308 

induction (weeks 1-4), 298, 307 

late intensification (weeks 26-33), 299, 308-309 

prolonged maintenance (continue until 24 months after diagnosis), 

299, 309-310 

Linker regimen: induction therapy for, 297 

maintenance therapy for, 297, 305 

single-agent regimens for, 300, 314-315 

Acute myelogenous leukemia, 316-333 

Ara-C + daunorubicin (5 + 2) for, 316, 324-325 

Ara-C + daunorubicin (7 + 3) for, 316, 318-319 

Ara-C + doxorubicin for, 316, 322-323 

Ara-C + idarubicin for, 316, 320-321, 326 

cladribine for, 316, 327 

consolidation regimens for, 316, 324-326 

eytarabine (high-dose) for, 316, 328-329 

fludarabine + eytarabine -I- neupogen (FLAG) for, 317, 333-334 

gemtuzumab (Mylotarg) for, 317, 330 

induction regimens for, 316, 318-323 

mitoxantrone -I- eloposide (MV) for, 317, 333-332 

relapse, 317, 331-334 

single-agent regimens for, 316, 327-330 

Acute promyelocytic leukemia, 335-341 

arsenic trioxide (Trisenox) for, 335, 336-337 

ATRA for, 335, 338-339 

ATRA 1- idarubicin (AIDA) for, 335, 340-341 

AD (doxorubicin + dacarbazine), for soft tissue sarcomas, 616, 618 

ADOC (cisplatin + doxorubicin + vincristine -t- cyclophosphamide), for 

thymoma, 637, 64Q, 

A followed by T followed by C (dose-dense therapy), for breast cancer, 42, 
51-52 

AIDA (ATRA + idarubicin), for acute promyelocytic leukemia, 335, 340-341 
Aldesleukin (IL-2) 

low-dose, for renal cell cancer, 607, 611-612 

for malignant melanoma, 499, 515 

Alemtuzumab, for chronic lymphocytic leukemia, 343, 352 

Alimta (pemetrexed), for non-small cell lung cancer, 370, 396 

Alimta (pemetrexed) + cisplatin, for malignant mesothelioma, 517, 522-523 
Altretamine, for ovarian cancer, 548, 556 

Aminoglutethimide (Cytadren), for prostate cancer, 585, 606 
Anal cancer, 1-5 

5-FU + cisplatin for, 1, 5 

5-FLH- cisplatin -I- radiation therapy (MD Anderson regimen) for, 1, 4 

5-FU + mitomycin -I- radiation therapy (EORTC regimen) for, 1, 3 

5-FU + mitomycin + radiation therapy (Wayne State regimen) for, 1, 2 

metastatic disease and/or salvage chemotherapy for, 1, 5 
Anastrozole (Arimidex) 

for breast cancer, 43, 68 

for metastatic breast cancer, 76, IfO 

AP (doxorubicin + cisplatin), for endometrial cancer, 214, 218 

APL. See Acute promyelocytic leukemia 

Ara-C + daunorubicin (5 + 2), for acute myelogenous leukemia, 316, 

324-325 

Ara-C -I- daunorubicin (7 -P 3), for acute myelogenous leukemia, 316, 
318-319 

Ara-C + do.xorubicin, for acute myelogenous leukemia, 316, 322-323 

Ara-C+ idarubicin, for acute myelogenous leukemia, 316, 320-321, 326 

Arimidex (anastrozole) 

for breast cancer, 43, 68 

for metastatic breast cancer, 76, 110 

Aromasin (exemestane), for metastatic breast cancer, 76, 109 

Arsenic trioxide (Trisenox) 

for acute promyelocytic leukemia, 335, 336-337 

for myelodysplastic syndrome, 539, 542-543 

AT (doxorubicin -P paclitaxel) 

for endometrial cancer, 214, 219 

for metastatic breast cancer, 73, 80-81 

ATRA, for acute promyelocytic leukemia, 335, 338-339 

ATRA + idarubicin (AIDA), for acute promyelocytic leukemia, 335, 

340-341 

Azacitidine (Vidaza), for myelodysplastic syndrome, 539, 540-541 

B-cell lymphomas, cyclophosphamide + doxorubicin -P vincristine + 

prednisone + rituximab (CHOP + rituximab-GELA study) for, 

441, 475-476 
BCNU (carmustine), for brain cancer, 31, 32, 35, 37 

BCNU -P etoposide + eytarabine + melphalan (mini-BEAM), for Hodgkin’s 

disease, 417, 434-435 

BEACOPP (bleomycin -P etoposide + doxorubicin + cyclophosphamide + 

vincristine -P procarbazine + prednisone) 

escalated, for Hodgkin’s disease, 416, 428-429 

for Hodgkin’s disease, 416, 426-427 

BEP (bleomycin + etoposide + cisplatin) 

for ovarian cancer (germ cell), 562, 563 

for testicular cancer, 627, 630 

Bevacizumab (BV) -P IFL-Saltz regimen, for colorectal cancer, 170, 176-177 
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Bexxar (I 131-tositumomab), for non-Hodgkin’s lymphoma, 488, 496-497 

Bicalutamide, for prostate cancer, 585, 601 

BIC (bleomycin + ifosfamide + mesna + carboplatin), for cervical cancer, 

139,147-148 

Biliary tract cancer, 6-8 

gemcitabine + capecitabine for, 6, 8 

gemcitabine 4- cisplatin for, 6, 7 

BIP (bleomycin + ifosfamide + mesna + cisplatin), for cervical cancer, 

139, 145-146 

Bladder cancer, 9-26 

cisplatin 4- methotrexate + vinblastine (CMV) for, 9, 16 

CMV + radiation therapy for, 10, 22-23 

combination regimens for, 9, 11-23 

cyclophosphamide + doxorubicin 4- cisplatin (CAP) for, 10, 20-21 

cyclophosphamide 4- doxorubicin + cisplatin (CISCA) for, 9, 17-18 

gemcitabine 4- cisplatin for, 9, 13 

gemcitabine for, 10, 24 

ifosfamide + paclitaxel 4- cisplatin (IIP) for, 9, 11-12 

methotrexate 4- vinblastine 4- doxorubicin 4- cisplatin (MVAC) for, 9, 

14-15 

paclitaxel 4- carboplatin for, 10, 19 

paclitaxel (differential dosage) for, 10, 25, 26 

single-agent regimens for, 10, 24-26 

Bleomycin 4- etoposide 4- cisplatin (BEP) 

for ovarian cancer (germ cell), 562, 563 

for testicular cancer, 627, 630 

Bleomycin + etoposide 4- doxorubicin 4- cyclophosphamide 4- 

vincristine 4- procarbazine 4- prednisone (BEACOPP) 

escalated, for Hodgkin’s disease, 416, 428-429 

for Hodgkin’s disease, 416, 426-427 

Bleomycin + ifosfamide + mesna 4- carboplatin (BIC), for cervical cancer, 

139, 147-148 

Bleomycin + ifosfamide 4- mesna 4- cisplatin (BIP), for cervical cancer, 

139, 145-146 

Bleomycin + vincristine (B’V), for Kaposi’s sarcoma, 289, 290 

Blood urea nitrogen, 28 

Bonadonna regimen (cyclophosphamide + methotrexate + 5-FU) 

for breast cancer, 42, 57-58 

for metastatic breast cancer, 74, 86-87 

Bone metastasis, 27-30 

pamidronate for, 27, 30 

zometa for, 27, 28-29 

Bortezomib (Velcade) 

for mantle cell lymphoma, 441, 474 

for multiple myeloma, 525, 535 

Brain cancer, 31-40 

adjuvant therapy 

combination regimens for, 31, 33-34 

single-agent regimens for, 31, 35 

advanced disease 

combination regimens for, 31, 36 

single-agent regimens for, 32, 37^0 

BCNU (carmustine) for, 31, 35, 37 

irinotecan for, 32, 40 

procarbazine for, 32, 38 

procarbazine 4- lomustine + vincristine (PCV) for, 31, 34, 36 

temozolomide for, 32, 39 

temozolomide + radiation therapy for, 31, 33 

Breast cancer, 41-72. See also Metastatic breast cancer 

A followed by T followed by C (dose-dense therapy) for, 42, 51-52 

AC followed by T 4- trastuzumab for, 41, 49 

adjuvant therapy 

combination regimens for, 41-43, 46-66 

single-agent regimens for, 43, 67-72 

anastrozole (Arimidex) for, 43, 68 

cyclophasphainide 4- methotrexate + 5-FU (Bonadonna regimen) for, 

42, 57-58 

cyclophosphamide + doxorubicin + 5-FU (CAF) for, 42, 53-54 

cyclophosphamide + doxorubicin 4- 5-FU (CAF-Oral) for, 42, 55-56 

cyclophosphamide + methotrexate 4- 5-FU (CMF-IV regimen) for, 42, 

59-60 

cyclophosphamide + methotrexate 4- 5-FU 4- prednisone (CMFP) for, 

43, 65-66 

doxorubicin + CMF for, 42, 61-62 

doxorubicin 4- cyclophasphamide (AC) for, 41, 46 

doxorubicin + cyclophosphamide + docetaxel (ACT) for, 41, 44-45 

5-FU + epirubicin 4- cyclophosphamide (FEC) for, 43, 63-64 

neoadjuvant therapy 

combination regimens for, 41, 44—45 

tamoxifen + exemestane for, 43, 71 

tamoxifen for, 43, 67 

tamoxifen 4- letrozole for, 43, 69 

BUN. See Blood urea nitrogen 

Burkitt’s lymphoma 

Magrath Protocol for, 440, 467-468 

Stanford regimen for, 441, 472-473 

Busulfan (Myleran), for chronic myelogenous leukemia, 357, 360 

B’V See Bevacizumab 

B'V (bleomycin + vincristine), for Kaposi’s sarcoma, 289, 290 

c 
CAE (cyclophosphamide + doxorubicin 4- etoposide), for small-cell lung 

cancer, 402, 411 

CAE (cyclophosphamide 4- doxorubicin 4- 5-FU) 

for breast cancer, 42, 53-54 

for metastatic breast cancer, 73, 82-83 

CAF-Oral (cyclophosphamide 4 doxorubicin 4- 5-FU), for breast cancer, 

42, 55-56 

Cancer of unknown primary, 125-132 

cisplatin + etoposide 4- bleomycin (PEB) for, 125, 129-130 

etoposide + cisplatin (EP) for, 125, 128 

gemcitabine + carboplatin + paclitaxel (GCP) for, 125, 131-132 

paclitexel 4- carboplatin 4- etoposide (PCE) for, 125, 126-127 

CAP (cyclophosphamide 4- doxorubicin 4- cisplatin) 

for bladder cancer, 20-21 

for endometrial cancer, 214, 222-223 

for malignant mesothelioma, 517, 519 

for thymoma, 637, 638 

Capecitabine 4- docetaxel (XT), for metastatic breast cancer, 74, 90-91 

Capecitabine 4- irinotecan (XELIRl), for colorectal cancer, 172, 193 

Capecitabine 4- navelbine (XN), for metastatic breast cancer, 74, 93 

Capecitabine 4- oxaliplatin (XELOX), for colorectal cancer, 172, 191-192 

Capecitabine 4- oxaliplatin (XELOX) + bevacizumab, for colorectal cancer, 

173,204-205 

Capecitabine 4- paclitaxel (XP), for metastatic breast cancer, 74, 92 

Capecitabine 4- radiation therapy, for colorectal cancer, 160, 162 

Capecitabine (Xeloda) 

for colorectal cancer, 163, 169, 174, 208 

for head and neck cancer, 263, 284 

for hepatocellular cancer, 285, 288 

for metastatic breast cancer, 77, 116 

for pancreas cancer, 566, 582 

Capiri (XELIRl), for colorectal cancer, 193 

Capox (XELOX), for colorectal cancer, 191-192 

Carboplatin + cyclophosphamide (CC), for ovarian cancer, 547, 549 

Carboplatin 4- docetaxel 

for metastatic breast cancer, 76, 105 

for ovarian cancer, 547, 553 

Carboplatin + 5-FU, for head and neck cancer, 263, 278 

Carboplatin + paclitaxel 

for metastatic breast cancer, 75, 104 

for non-small cell lung cancer, 368, 374 

for ovarian cancer, 547, 552 
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Carboplatin + paclitaxel + etoposide, for small-cell lung cancer, 402, 

407-408 

Carcinoembryonic antigen, 2 

Carcinoid tumors, 133-138 

cisplatin -I- etoposide for, 133, 136 

combination regimens for, 133, 134-136 

doxorubicin + streptozocin for, 133, 135 

5-FU + streptozocin for, 133, 134 

octreotide; Sandostatin LAR for, 133, 137-138 

single-agent regimens for, 133, 137-138 

Carmustine (BCNU), for brain cancer, 31, 32, 35, 37 

CAV (cyclophosphamide + doxorubicin + vincristine) 

alternating with IE, for Ewing’s sarcoma, 616, 622-623 

for small-cell lung cancer, 402, 409-410 

CC (carboplatin 4- cyclophosphamide), for ovarian cancer, 547, 549 

CD20 + , B-cell lymphomas, cyclophosphamide + doxorubicin + 

vincristine + prednisone -I- rituximab (CHOP -t- rituximab-GELA 

study) for, 441,475-476 

CEA. See Carcinoembryonic antigen 

CEE (cyclophosphamide 4- epirubicin 4- 5-FU), for metastatic breast 

cancer, 73, 84-85 

Central nervous system, 11 

Cervical cancer, 139-159 

bleomycin 4- ifosfamide 4- mesna 4- carboplatin (BIC) for, 139, 147-148 

bleomycin 4- ifosfamide 4- mesna 4- cisplatin (BIP) for, 139, 145-146 

cisplatin for, 140, 154 

cisplatin 4- 5-FU for, 139, 149 

cisplatin 4- irinotecan for, 140, 151 

cisplatin 4- radiation therapy for, 139, 142 

cisplatin 4- topotecan for, 139, 144 

cisplatin 4- vinorelbine for, 140, 150 

combination regimens for, 139-140, 142-153 

docetaxel for, 140, 155 

irinotecan (weekly) for, 140, 157 

mitomycin 4- vincristine + bleomycin 4- cisplatin (MOBP) for, 140, 

152-153 

paclitaxel 4- cisplatin for, 139, 143 

paclitaxel for, 140, 156 

single-agent regimens for, 140-141, 154-159 

topotecan for, 141, 159 

vinorelbine for, 141, 158 

Cetuximab (Erbitux), for colorectal cancer, 174, 211 

Cetuximab 4- irinotecan, for colorectal cancer, 172, 189-190 

CF (cisplatin -1 3-FU) 

for cervical cancer, 139, 149 

for gastric cancer, 239, 246 

CF (cyclophosphamide 4- fludarabine) 4- Bactrim DS, for chronic 

lymphocytic leukemia, 342, 345 

Chemoradiation therapy 

for gastric cancer, 239, 242-243 

for nasopharyngeal cancer, 262, 277 

CHF See Congestive heart failure 

Chlorambucil, for chronic lymphocytic leukemia, 343, 353 

Chlorambucil 4- prednisone (CP pulse), for chronic lymphocytic leukemia, 

342, 347 

CHOP (cyclophosphamide 4- doxorubicin + vincristine 4- prednisone) 

for non-Hodgkin’s lymphoma (intermediate-grade), 438, 453-454 

for non-Hodgkin's lymphoma (low-grade), 437, 451-452 

CHOP + rituximab (GELA study), for CD204-, B-cell lymphomas, 441, 

475-476 

Chronic lymphocytic leukemia, 342-356 

alemtuzumab for, 343, 352 

chlorambucil for, 343, 353 

chlorambucil 4- prednisone (CP pulse) for, 342, 347 

cladribine (Leustatin, 2-CdA) for, 343, 354 

combination regimens for, 342, 344-351 

cyclophosphamide 4- fludarabine (CF) 4- Bactrim DS for, 342, 345 

cyclophosphamide 4- vincristine + prednisone (CVP) for, 342, 344 

fludarabine for, 343, 355 

fludarabine 4- prednisone (FP) for, 342, 346 

fludarabine + rituxan 4- cyclophosphamide for, 342, 350-351 

fludarabine 4- rituxan for, 342, 348-349 

prednisone for, 343, 356 

single-agent regimens for, 343, 352-356 

Chronic myelogenous leukemia, 357-363 

busulfan (Myleran) for, 357, 360 

combination regimens for, 357, 358 

dasatinib for, 357, 363 

hydroxyurea for, 357, 361 

imatinib (Gleevec) for, 357, 359 

interferon “-2b for, 357, 362 

interferon 4- cytarabine (Ara-C) for, 357, 358 

single-agent regimens for, 357, 359-363 

(CISCA) cyclophosphamide 4- doxorubicin 4- cisplatin, for bladder cancer, 

17-18 

Cisplatin 

for cervical cancer, 140, 154 

for hepatocellular cancer, 285, 287 

Cisplatin 4- cyclophosphamide (CP), for ovarian cancer, 547, 550 

Cisplatin 4- cytarabine 4- dexamethasone (DHAP), for non-Hodgkin’s 

lymphoma (salvage regimen), 442, 481-482 

Cisplatin 4- doxorubicin 4- paclitaxel, for endometrial cancer, 214, 

220-221 

Cisplatin 4- doxorubicin 4- vincristine 4- cyclophosphamide (ADOC), for 

thymoma, 637, 640 

Cisplatin 4- etoposide 

for carcinoid tumors, 133, 136 

for thymoma, 637, 639 

Cisplatin + etoposide 4- bleomycin (PEB) 

for cancer of unknown primary, 125, 129-130 

for testicular cancer, 627, 629 

Cisplatin + 5-EU (CF) 

for cervical cancer, 139, 149 

for gastric cancer, 239, 246 

Cisplatin 4- 5-FU 4- leucovorin (PFL), for head and neck cancer, 262, 274 

Cisplatin 4- 5-FU 4- radiation therapy (PF-larynx preservation), for head 

and neck cancer, 262, 275 

Cisplatin 4- irinotecan, for cervical cancer, 140, 151 

Cisplatin 4- methotrexate + vinblastine (CMV), for bladder cancer, 16 

Cisplatin 4- methotrexate 4- vinblastine 4- XRT (CMV 4- radiation 

therapy), for bladder cancer, 22-23 

Cisplatin 4- paclitaxel (CT) 

for non-small cell lung cancer, 368, 375-376 

for ovarian cancer, 547, 551 

Cisplatin 4- radiation therapy, for cervical cancer, 139, 142 

Cisplatin 4- radiation therapy (concurrent chemo-radiation therapy for 

laryngeal preservation), for head and neck cancer, 262, 276 

Cisplatin 4- radiation therapy followed by cisplatin 4- 5-FU (chemoradio- 

therapy for nasopharyngeal cancer), 262, 277 

Cisplatin 4- topotecan, for cervical cancer, 139, 144 

Cisplatin 4- vinblastine 4- bleomycin (PVB), for testicular cancer, 627, 632 

Cisplatin 4- vinblastine 4- dacarbazine (CVD), for malignant melanoma, 

498,506-507 

Cisplatin 4- vinblastine + DTIC 4- IL-2 4- IFN, for malignant melanoma, 

499, 510-511 

Cisplatin 4- vinorelbine, for cervical cancer, 140, 150 

Cladribine (Leustatin) 

for acute myelogenous leukemia, 317, 327 

for chronic lymphocytic leukemia, 343, 354 

for hairy cell leukemia, 364, 365 

for non-Hodgkin’s lymphoma, single-agent regimen, 487, 495 

Clofarabine, for acute lymphocytic leukemia, 300, 314-315 
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CMF-Bonadonna regimen (cyclophosphamide + methotrexate + 5-FU), 

for metastatic breast cancer, 74, 86-87 

CMF (iV bolus), for metastatic breast cancer, 74, 88—89 

CMF-IV regimen (cyclophosphamide + methotrexate + 5-FU), for breast 

cancer, 42, 59-60 

CMFP (cyclophosphamide -H methotrexate -I- 5-FU 4- prednisone), for 

breast cancer, 43, 65-66 

CMV (cisplatin + methotrexate 4- vinblastine), for bladder cancer, 16 

CMV 4- radiation therapy (cisplatin 4- methotrexate 4- vinblastine 4- XRT), 

for bladder cancer, 22-23 

CNOP (cyclophosphamide 4- mitoxantrone + vincristine 4- prednisone) 

for non-Hodgkin’s lymphoma (intermediate-grade), 438, 455^56 

for non-Hodgkin’s lymphoma (low-grade), 437, 445^46 

CNS. See Central nervous system 

CNS prophylaxis (cytarabine 4- methotrexate) 

for acute lymphocytic leukemia, 298-299, 300, 306, 313 

for non-Hodgkin’s lymphoma (high-grade), 440 

Cockcroft-Gault formula, 28 

Colorectal cancer, 160-213 

adjuvant therapy for, 163-169 

capecitabine for, 163, 169 

capecitabine 4- irinotecan (XELIRI) for, 172, 193 

capecitabine 4- oxaliplatin (XELOX) 4- bevacizumab for, 173, 204-205 

capecitabine 4- oxaliplatin (XELOX) for, 172, 191-192 

capecitabine 4- radiation therapy for, 160, 162 

capecitabine (Xeloda) for, 174, 208 

cetuximab for, 174, 211 

cetuximab 4- irinotecan for, 172, 189-190 

floxuridine 4- dexamethosone 4- heparin (hepatic artery infusion) for, 

174, 207 

FOLFOX4 4- bevacizumab for, 173, 202-203 

5-FU (continuous infusion) for, 174, 213 

5-FU 4- leucovorin 

weekly schedule/high dose for, 163, 165 

weekly schedule/low dose for, 163, 166 

5-FU 4- leucovorin 4- bevacizumab for, 173, 198-199 

5-FU 4- leucovorin (de Gramont regimen) for, 173, 201 

5-FU 4- leucovorin (German Schedule, low dose) for, 173, 200 

5-FU 4- leucovorin (Mayo Clinic regimen) for, 163, 164, 172, 196 

5-FU 4- leucovorin (Roswell Park Schedule, high dose) for, 172, 197 

5-FU 4- radiation therapy (German AlO regimen) for, 160, 161 

hepatic artery infusion for, 174, 207 

irinotecan 

CPT-ll/monthly schedule for, 174, 210 

CPT-11/weekly schedule for, 174, 209 

irinotecan 4- 5-FU4- leucovorin (IFL-Douillard regimen) for, 170, 

179-180 

irinotecan 4- 5-FU 4- leucovorin (IFL FOLFIRI regimen) for, 171, 

181-182 

irinotecan 4- 5-FU 4- leucovorin (IFL-Saltz regimen) for, 170, 175 

irinotecan 4- 5-FU 4- leucovorin (modified IFL-Saltz regimen) for, 170, 

178 

metastatic disease combination regimens for, 170-173, 175-206 

neoadjuvant combined modality therapy for rectal cancer: combination 

regimens for, 160-162 

oxaliplatin + 5-FU 4- leucovorin (FOLFOX4) for, 163, 167—168, 171, 

183-184 

oxaliplatin 4- 5-FU 4- leucovorin (FOLFOX6) for, 171, 185-186 

oxaliplatin + 5-FU 4- leucovorin (FOLFOX7) for, 171, 187-188 

oxaliplatin 4- irinotecan (IROX regimen) for, 172, 194-195 

single-agent regimens for, 174, 208-213 

trimetrexate 4- 5-FU 4- leucovorin for, 173, 206 

XELIRI (Capiri) for, 193 

Congestive heart failure, 260 

Con.solidation therapy, for acute lymphocytic leukemia, 297, 303-304 

CP (cisplatin 4- cyclophosphamide), for ovarian cancer, 547, 550 

CP pulse (chlorambucil 4- prednisone), for chronic lymphocytic leukemia, 

342, 347 

Cranial irradiation 4- methotrexate (Linker regimen: CNS prophylaxis), for 

acute lymphocytic leukemia, 298, 306 

Cranial irradiation 4- methotrexate 4- 6-mercaptopurine (Larson regimen: 

CNS prophylaxis and interim maintenance), for acute lymphocytic 

leukemia, 298, 308 

CT (cisplatin 4- paclitaxel), for ovarian cancer, 547, 551 

CVD (cisplatin 4- vinblastine 4- dacarbazine), for malignant melanoma, 

498,506-507 

CVP (cyclophosphamide 4- vincristine 4- prednisone) 

for chronic lymphocytic leukemia, 342, 344 

for non-Hodgkin’s lymphoma (low-grade), 437, 443-444 

Cyclophosphamide 4- daunorubicin + vincristine 4- prednisone 4- 

L-Asparaginase (Larson regimen: induction, weeks 1-4), for acute 

lymphocytic leukemia, 298, 307 

Cyclophosphamide 4- doxorubicin 4- cisplatin (CAP) 

for bladder cancer, 20-21 

for endometrial cancer, 214, 222-223 

for malignant mesothelioma, 517, 519 

for thymoma, 637, 638 

Cyclophosphamide 4- doxorubicin 4- cisplatin (CISCA), for bladder cancer, 

17-18 

Cyclophosphamide 4- doxorubicin 4- etoposide (CAE), for small-cell lung 

cancer, 402, 411 

Cyclophosphamide 4- doxorubicin 4- 5-FU (CAF) 

for breast cancer, 42, 53-54 

for metastatic breast cancer, 73, 82-83 

Cyclophosphamide 4- doxorubicin 4- 5-FU (CAF-oral), for breast cancer, 

42, 55-56 

Cyclophosphamide 4- doxorubicin 4- vincristine and ifosfamide 4- etopo¬ 

side (CAV) alternating with IE, for Ewing’s sarcoma, 616, 622-623 

Cyclophosphamide 4- doxorubicin 4- vincristine (CA'V), for small-cell lung 

cancer, 402, 409-410 

Cyclophosphamide 4- doxorubicin 4- vincristine 4- methotrexate 4- 

leucovorin (Regimen A-CODOX-M), for non-Hodgkin’s lymphoma 

(high-grade), 440, 469-470 

Cyclophosphamide 4- doxorubicin 4- vincristine 4- prednisone (CHOP) 

for non-Hodgkin’s lymphoma (intermediate-grade), 438, 453-454 

for non-Hodgkin’s lymphoma (low-grade), 437, 451-452 

Cyclophosphamide 4- doxorubicin 4- vincristine 4- prednisone 4- 

methotrexate 4- leucovorin rescue 4- intrathecal cytarabine 4- 

intrathecal methotrexate (Magrath protocol), for non-Hodgkin’s 

lymphoma (high-grade), 440, 467^68 

Cyclophosphamide 4- doxorubicin + vincristine 4- prednisone 4- 

methotrexate 4- leucovorin rescue 4- intrathecal methotrexate 

(Stanford regimen), for small non-cleaved cell and Burkitt’s 

lymphoma, 441,472-473 

Cyclophosphamide 4- doxorubicin 4- vincristine 4- prednisone 4- 

rituximab (CHOP 4- rituximab-GELA study), for CD204-, B-cell 

lymphomas, 441, 475-476 

Cyclophosphamide 4- doxorubicin 4- vincristine 4- prednisone 4- 

rituximab (CHOP 4- rituximab-Nebraska regimen), for CD204-, 

B-cell lymphomas, 441, 477-478 

Cyclophosphamide 4- epirubicin 4- 5-FU (CEF), for metastatic breast 

cancer, 73, 84-85 

Cyclophosphamide 4- fludarabine + Bactrim DS (CF), for chronic 

lymphocytic leukemia, 339, 342 

Cyclophosphamide 4- methotrexate 4- 5-FU (Bonadonna regimen), for 

breast cancer, 42, 57-58 

Cyclophosphamide 4- methotrexate 4- 5-FU (CMF-Bonadonna regimen), 

for metastatic breast cancer, 74, 86-87 

Cyclophosphamide 4- methotrexate + 5-FU (CMF-IV bolus), for metastatic 

breast cancer, 74, 88-89 

Cyclophosphamide 4- methotrexate 4- 5-FU (CMF-IV regimen), for breast 

cancer, 42, 59-60 
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Cyclophosphamide + methotrexate + 5-FU + prednisone (CMFP), for 

breast cancer, 43, 65-66 

Cyclophosphamide + mitoxantrone + vincristine + prednisone (CNOP) 

for non-Hodgkin’s lymphoma (intermediate-grade), 438, 455-456 

for non-Hodgkin’s lymphoma (low-grade), 437, 445-446 

Cyclophosphamide + vincristine 4- doxorubicin + dacarbazine 

(CYVADIC), for soft tissue sarcomas, 616, 620-621 

Cyclophosphamide 4- vincristine 4- prednisone (CVP) 

for chronic lymphocytic leukemia, 339, 341 

for low-grade non-Hodgkin’s lymphoma, 437, 443-444 

Cytadren (aminoglutethimide), for prostate cancer, 585, 606 

Cytarabine (high-dose), for acute myelogenous leukemia, 316, 328-329 

Cytarabine + methotrexate (CNS prophylaxis), for non-Hodgkin’s lym¬ 

phoma (high-grade), 440 

CWADIC (cyclophosphamide 4 vincristine + doxorubicin + dacar¬ 

bazine), for soft tissue sarcomas, 616, 620-621 

D 

Dacarbazine, for malignant melanoma, 499, 513 

Dacarbazine 4- carmustine + cisplatin, for malignant melanoma, 498, 

502-503 

Dacarbazine + cisplatin + carmustine + tamoxifen (Dartmouth regimen), 

for malignant melanoma, 498, 504-505 

Dacogen (decitabine), for myelodysplastic syndrome, 539, 546 

Dartmouth regimen (dacarbazine 4- cisplatin + carmustine + tamoxifen), 

for malignant melanoma, 498, 504-505 

Dasatinib, for chronic’myelogenous leukemia, 357, 363 

Daunorubicin 4- vincristine + prednisone + L-asparaginase (Linker 

regimen treatment A), for acute lymphocytic leukemia, 297, 303 

DCF (docetaxel 4- cisplatin + 5-FU), for gastric cancer, 239, 244-245 

Decitabine (Dacogen), for myelodysplastic syndrome, 539, 546 

de Gramont regimen (5-FU + leucovorin), for colorectal cancer, 173, 201 

Dexamethasone, for multiple myeloma, 525, 532 

DHAP (cisplatin + cytarabine 4- dexamethasone), for non-Hodgkin’s 

lymphoma (salvage regimen), 442, 481-482 

Docetaxel 

for cervical cancer, 140, 155 

for gastric cancer, 241, 257 

for head and neck cancer, 263, 280 

for metastatic breast cancer, 77, 117 

for non-small cell lung cancer, 370, 394-395 

for prostate cancer, 584, 597 

Docetaxel + carboplatin, for non-small cell lung cancer, 368, 377-378 

Docetaxel + cisplatin 

for gastric cancer, 241, 255 

for noh-small cell lung cancer, 369, 379-380 

Docetaxel + cisplatin 4- 5-FU (DCF), for gastric cancer, 239, 244-245 

Docetaxel + cisplatin 4- 5-FU (TPF), for head and neck cancer, 261, 

266-267 

Docetaxel + doxoruhicin, for metastatic breast cancer, 74, 94 

Docetaxel 4- estramustine, for prostate cancer, 584, 592-593 

Docetaxel 4- gemcitabine, for non-small cell lung cancer, 369, 381-382 

Docetaxel 4- prednisone, for prostate cancer, 584, 594-595 

Doxil (liposomal doxorubicin) 

for Kaposi’s sarcoma, 294 

for metastatic breast cancer, 78, 122 

for ovarian cancer, 548, 557 

Doxorubicin 

for endometrial cancer, 215, 224 

for hepatocellular cancer, 285, 286 

for metastatic breast cancer, 77, 120 

for soft tissue sarcomas, 616, 624 

for thyroid cancer, 641, 643 

Doxorubicin + bleomycin 4 vinblastine (ABV), for Kaposi’s sarcoma, 289, 

291-292 

Doxorubicin + bleomycin 4- vinblastine + dacarbazine (ABVD), for 

Hodgkin’s disease, 415, 418-419 

Doxorubicin + cisplatin (AP) 

for endometrial cancer, 214, 218 

for malignant mesothelioma, 517, 518 

for thyroid cancer, 641, 642 

Doxorubicin + CMF, for breast cancer, 42, 61-62 

Doxorubicin + cyclophosphamide (AC) 

for breast cancer, 41, 46 

for endometrial cancer, 214, 217 

for metastatic breast cancer, 73, 79 

Doxorubicin + cyclophosphamide + docetaxel (ACT), for breast cancer, 

41,44-45 

Doxorubicin 4- cyclophosphamide followed by paclitaxel + trastuzumab 

(AC followed by T 4 trastuzumab), for breast cancer, 41, 49 

Doxorubicin 4 dacarbazine (AD), for soft tissue sarcomas, 616, 618 

Doxorubicin 4 paclitaxel (AT) 

for endometrial cancer, 214, 219 

for metastatic breast cancer, 73, 80-81 

Doxorubicin 4 paclitaxel 4 cyclophosphamide (A followed by T followed 

by C dose dense therapy), for breast cancer, 42, 51-52 

Doxorubicin 4 streptozocin, for carcinoid tumors, 133, 135 

Doxorubicin 4 vincristine 4 dexamethasone 4 cyclophosphamide 4 

6-thioguanine 4 cytarabine (Larson regimen; late intensification), 

for acute lymphocytic leukemia, 299, 308 

DTIC 4 BCNU 4 cisplatin, for malignant melanoma, 498, 502-503 

DTIC 4 cisplatin 4BCNU 4 tamoxifen (Dartmouth regimen), for malig¬ 

nant melanoma, 498, 504-505 

D5W. See 5% dextrose and water 

E 

EAP (etoposide 4 doxorubicin 4 cisplatin), for gastric cancer, 239, 247 

EC (etoposide 4 carboplatin), for small-cell lung cancer, 402, 405 

ECF (epirubicin 4 cisplatin 4 5-FU), for gastric cancer, 240, 248 

ELF (etoposide 4 leucovorin 4 5-FU), for gastric cancer, 240, 249 

Endometrial cancer, 214-228 

cisplatin 4 doxorubicin 4 paclitaxel for, 214, 220-221 

combination regimens for, 214, 216-223 

cyclophosphamide 4 doxorubicin 4 cisplatin (CAP) for, 214, 222-223 

doxorubicin 4 cisplatin (AP) for, 214, 218 

doxorubicin 4 cyclophosphamide (AC) for, 214, 217 

doxorubicin for, 215, 224 

doxorubicin 4 paclitaxel (AT) for, 214, 219 

medroxyprogesterone for, 215, 228 

megestrol for, 215, 225 

paclitaxel 4 carboplatin for, 214, 216 

paclitaxel for, 215, 226 

single-agent regimens for, 215, 224-228 

topotecan for, 215, 227 

EORTC (European Organization for Research and Treatment of Cancer) 

regimen, for anal cancer, 3 

EP (etoposide 4 cisplatin) 

for cancer of unknown primary, 125, 128 

for non-small cell lung cancer, 370, 390 

for small-cell lung cancer, 402, 404 

for testicular cancer, 627, 631 

Epirubicin 4 cisplatin 4 5-FU (ECF), for gastric cancer, 240, 248 

EPOCH (etoposide 4 prednisone 4 vincristine 4 cyclophosphamide 4 

doxorubicin) 4 Bactrim DS, for non-Hodgkin’s lymphoma 

(intermediate-grade), 438, 457-458 

EPOCH 4 rituximab, for non-Hodgkin’s lymphoma (intermediate-grade), 

438,459-460 

Erbitux (cetuximab), for colorectal cancer, 211-212 

Erlotinib (Tarceva), for non-small cell lung cancer, 371, 401 

ESHAP (etoposide 4 methylprednisolone 4 cisplatin 4 cytarabine), for 

non-Hodgkin’s lymphoma (salvage regimen), 442, 479-480 
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Esophageal cancer, 229-238 

combination regimens for, 229, 231-232 

5-FU + cisplatin + definitive radiation therapy for, 230, 237 

5-FU + cisplatin for, 220, 234 

5-FU + cisplatin + paclitaxel -I- radiation therapy (Hopkins/Yale 

regimen) for, 220, 232-233 

5-FU -1 cisplatin + radiation therapy (Flerskovic regimen) for, 229, 231 

irinotecan + cisplatin for, 220, 235 

paclitaxel + cisplatin for, 230, 236 

paclitaxel for, 230, 238 

single-agent regimens for, 230, 238 

treatment of metastatic disease, 229-230, 234-237 

Estramustine, for prostate cancer, 584, 598 

Estramustine 4- etoposide, for prostate cancer, 583, 588 

Estramustine + vinblastine, for prostate cancer, 583, 589 

Etoposide 

for ovarian cancer, 548, 561 

for small-cell lung cancer, 403, 412 

Etoposide + carboplatin (EC), for small-cell lung cancer, 402, 405 

Etoposide 4- cisplatin 4- docetaxel, for non-small cell lung cancer, 370, 

391-392 

Etoposide 4- cisplatin (EP) 

for cancer of unknown primary, 125, 128 

for non-small cell lung cancer, 370, 390 

for small-cell lung cancer, 402, 404 

for testicular cancer, 627, 631 

Etoposide + doxorubicin 4- cisplatin (EAP), for gastric cancer, 239, 247 

Etoposide 4- ifosfamide 4- cisplatin 4- mesna (VIP), for testicular cancer, 

628, 636 

Etoposide + leucovorin 4- 5-FU (ELF), for gastric cancer, 240, 249 

Etoposide + methylprednisolone 4- cisplatin 4- cytarabine (ESHAP), for 

non-Hodgkin’s lymphoma (salvage regimen), 442, 479-480 

Etoposide 4- prednisone 4- vincristine 4- cyclophosphamide + doxorubicin 

4- Bactrim DS (EPOCH), for non-Hodgkin’s lymphoma 

(intermediate-grade), 438, 457-H58 

Etoposide 4- prednisone 4- vincristine 4- cyclophosphamide 4- doxorubicin 

4- rituximab (EPOCH + rituximab), for non-Hodgkin’s lymphoma 

(intermediate-grade), 438, 459—460 

Etoposide 4- vinblastine + cytarabine + cisplatin (EVAP), for Hodgkin’s 

disease, 417, 432-433 

Etoposide + vincristine + doxorubicin (EVA), for Hodgkin’s disease, 417, 

430-431 

European Organization for Research and Treatment of Cancer regimen. 

See EORTC regimen 

EVA (etoposide 4- vincristine 4- doxorubicin), for Hodgkin’s disease, 417, 

430-431 

EVAP (etoposide 4- vinblastine 4- cytarabine 4- cisplatin), for Hodgkin's 

disease, 417, 432-433 

Ewing’s sarcoma, cyclophosphamide 4- doxorubicin 4- vincristine and ifos¬ 

famide 4- etoposide (CAV alternating with IE) for, 616, 622-623 

Exemestane (Aromasin), for metastatic breast cancer, 76, 109 

F 

FAM (5-FU + doxorubicin 4- mitomycin) 

for gastric cancer, 240, 251 

for pancreas cancer, 565, 577 

FAMTX (5-FU 4- leucovorin 4- doxorubicin 4- methotrexate), for gastric 

cancer, 240, 252-253 

FAP (5-FU 4- doxorubicin 4- cisplatin), for gastric cancer, 241, 254 

Fareston (toremifene citrate), for metastatic breast cancer, 76, 108 

FC (fludarabine 4- cyclophosphamide 4- Bactrim DS), for non-Hodgkin’s 

lymphoma (low-grade), 437, 449-450 

FEC (5-FU + epirubicin 4- cyclophosphamide), for breast cancer, 43, 

63-64 

FEC-100 (5-FU + epirubicin 4- cyclophosphamide), for metastatic breast 

cancer, 74. 95-96 

Femara (letrozole), for metastatic breast cancer, 76, 111 

5% dextrose and water, 2 

5-fluorouracil. See 5-FU regimens 

5-FU, for gastric cancer, 241, 256 

5-FU 4- cisplatin 

for anal cancer, 5 

for esophageal cancer, 229, 234 

for head and neck cancer, 262, 273 

5-FU 4- cisplatin 4- definitive radiation therapy, for esophageal cancer, 230, 

237 

5-FU 4- cisplatin 4- paclitaxel 4- radiation therapy (Hopkins/Yale regimen), 

for esophageal cancer, 220, 232-233 

5-FU 4- cisplatin 4- radiation therapy (Herskovic regimen), for esophageal 

cancer, 229, 231 

5-FU 4- cisplatin 4- radiation therapy (MD Anderson regimen), for anal 

cancer, 4 

5-FU (continuous infusion), for colorectal cancer, 174, 213 

5-FU + doxorubicin 4- cisplatin (FAP), for gastric cancer, 241, 254 

5-FU 4- doxorubicin 4- mitomycin (FAM) 

for gastric cancer, 240, 251 

for pancreas cancer, 565, 577 

5-FU 4- epirubicin 4- cyclophosphamide (FEC), for breast cancer, 43, 

63-64 

5-FU 4- epirubicin 4- cyclophosphamide (FEC-100), for metastatic breast 

cancer, 74, 95-96 

5-FU 4- gemcitabine, for renal cell cancer, 607, 610 

5-FU 4- leucovorin 

weekly schedule/high dose, for colorectal cancer, 163, 165 

weekly schedule/low dose, for colorectal cancer, 163, 166 

5-FU 4- leucovorin 4- bevacizumab, for colorectal cancer, 173, 198-199 

5-FU 4- leucovorin (de Gramont regimen), for colorectal cancer, 173, 201 

5-FU 4- leucovorin 4- doxorubicin 4- methotrexate (FAMTX), for gastric 

cancer, 240, 252-253 

5-FU 4- leucovorin 4- 5-FU 4- radiation therapy, for gastric cancer, 242-243 

5-FU 4- leucovorin (German Schedule, low dose), for colorectal cancer, 

173, 200 

5-FU 4- leucovorin (Mayo Clinic regimen) 

for colorectal cancer, 163, 164, 172, 196 

for pancreas cancer, 564, 568 

5-FU 4- leucovorin (Roswell Park Schedule, high dose), for colorectal 

cancer, 172, 197 

5-FU 4- mitomycin 4- radiation therapy (EORTC regimen), for anal cancer, 3 

5-FU 4- mitomycin 4- radiation therapy (Wayne State regimen), for anal 

cancer, 2 

5-FU 4- radiation therapy (Gastrointestinal Tumor Study), for pancreas 

cancer, 564, 567 

5-FU 4- radiation therapy (German AIO regimen), for colorectal cancer, 

160, 161 

5-FU 4- streptozocin, for carcinoid tumors, 133, 134 

5-FU 4- streptozocin 4- mitomycin (SMF), for pancreas cancer, 565, 580 

5-HlAA. See Urinary 5-hydroxyindole acetic acid 

FLAG (fludarabine 4- cytarabine 4- neupogen), for acute myelogenous 

leukemia, 317, 333 

Floxuridine 4- dexamethosone 4- heparin (hepatic artery infusion), for 

colorectal cancer, 174, 207 

Fludarabine 

for chronic lymphocytic leukemia, 343, 355 

for non-Hodgkin’s lymphoma, single-agent regimen, 487, 494 

Fludarabine 4- cyclophosphamide 4- Bactrim DS (FC), for non-Hodgkin’s 

lymphoma (low-grade), 437, 449-450 

Fludarabine 4- cytarabine 4- neupogen (FLAG), for acute myelogenous 

leukemia, 317, 333 

Fludarabine 4- mitoxantrone + dexamethasone 4- Bactrim DS (FND), for 

non-Hodgkin’s lymphoma (low-grade), 437, 447-448 

Fludarabine + prednisone (FP), for chronic lymphocytic leukemia, 342, 

346 

Fludarabine 4- rituxan, for chronic lymphocytic leukemia, 348-349 
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Fludarabine + rituxan + cyclophosphamide, for chronic lymphocytic 

leukemia, 342, 350-351 

Flulamide, for prostate cancer, 585, 602 

Flutamide + goserelin, for prostate cancer, 583, 587 

Flutamide + leuprolide, for prostate cancer, 583, 586 

FND (fludarabine + mitoxantrone 4- dexamethasone + Bactrim DS), for 

non-Hodgkin’s lymphoma (low-grade), 437, 447-448 

FOLFOX4 + bevacizumab, for colorectal cancer, 173, 202-203 

FOLFOX4 (oxaliplatin + 5-FU + leucovorin), for colorectal cancer, 163, 

167-168,171, 183-184 

FOLFOX6 (oxaliplatin + 5-FU + leucovorin), for colorectal cancer, 171, 

185-186 

FOLFOX7 (oxaliplatin + 5-FU + leucovorin), for colorectal cancer, 171, 

187-188 

FP (fludarabine + prednisone), for chronic lymphocytic leukemia, 342, 

346 

Fulvestrant (Faslodex), for metastatic breast cancer, 76, 112 

G 

Gastric cancer, 239-257 

adjuvant therapy for, 239, 242-243 

chemoradiation therapy for, 239, 242-243 

cisplatin + 5-FU (CF) for, 239, 246 

combination regimens for, 239-241, 244-255 

docetaxel + cisplatin for, 255 

docetaxel + cisplatin + 5-FU (DCF) for, 239, 244-245 

docetaxel for, 241, 257 

epirubicin + cisplatin + 5-FU (ECF) for, 240, 248 

etoposide + doxorubicin + cisplatin (EAP) for, 239, 247 

etoposide + leucovorin 4- 5-FU (ELF) for, 240, 249 

5-FU + doxorubicin + cisplatin (FAP) for, 241, 254 

5-FU + doxorubicin 4- mitomycin (FAM) for, 240, 251 

5-FU for, 241, 256 

5-FU 4- leucovorin + doxorubicin 4- methotrexate (FAMTX) for, 240, 

252-253 

irinotecan 4- cisplatin (IP) for, 240, 250 

single-agent regimens for, 241, 256 

Gastrointestinal stromal tumor, 258-260 

imatinib (Gleevec) for, 258, 259 

sutent for, 258, 260 

Gastrointestinal Tumor Study (5-FU 4- radiation therapy), for pancreas 

cancer, 564, 567 

GCP (gemcitabine + carboplatin + paclitaxel), for cancer of unknown 

primary, 125, 131-132 

G-CSE See Granulocyte colony stimulating factor 

Gefitinib (Iressa), for non-small cell lung cancer, 371, 400 

Gemcitabine 

for bladder cancer, 24 

for Hodgkin’s disease, 417, 436 

for metastatic breast cancer, 78, 121 

for non-small cell lung cancer, 370, 397 

for ovarian cancer, 548, 560 

for pancreas cancer, 566, 581 

for soft tissue sarcomas, 617, 625 

Gemcitabine + capecitabine (Xeloda) 

for biliary tract cancer, 8 

for pancreas cancer, 564, 569 

Gemcitabine 4- carboplatin 

for malignant mesothelioma, 517, 521 

for non-small cell lung cancep i369, 384-385 

Gemcitabine 4- carboplatin + paclitaxel (GCP), for cancer of unknown 

primary, 125, 131-132 

Gemcitabine + cisplatin 

for biliary tract cancer, 7 

for bladder cancer, 13 

for malignant mesothelioma, 517, 520 

for non-small cell lung cancer, 369, 383 

for ovarian cancer, 548, 555 

for pancreas cancer, 564, 572 

Gemcitabine + cisplatin (fixed dose rate), for pancreas cancer, 565, 574 

Gemcitabine 4- cisplatin (modified), for pancreas cancer, 565, 573 

Gemcitabine + docetaxel + capecitabine (GTX), for pancreas cancer, 564, 

570-571 

Gemcitabine + erlotinib (Tarcera), for pancreas cancer, 565, 578-579 

Gemcitabine + irinotecan (Gemiri), for pancreas cancer, 565, 576 

Gemcitabine + liposomal doxorubicin, for ovarian cancer, 547, 554 

Gemcitabine 4- oxaliplatin (GemOx), for pancreas cancer, 565, 575 

Gemcitabine 4- paclitaxel, for metastatic breast cancer, 75, 103 

Gemcitabine + vinorelbine, for non-small cell lung cancer, 369, 386 

Gemiri (irinotecan 4- gemcitabine), for pancreas cancer, 565, 576 

GemOx (oxaliplatin) + gemcitabine, for pancreas cancer, 565, 575 

Gemtuzumab (Mylotarg), for acute myelogenous leukemia, 317, 330 

German AlO regimen (5-FU 4- radiation therapy), for colorectal cancer, 

160, 161 

German Schedule, low dose (5-FU + leucovorin), for colorectal cancer, 

173, 200 

GIST. See Gastrointestinal stromal tumor 

Gleevec (imatinib) 

for chronic myelogenous leukemia, 357, 359 

for gastrointestinal stromal tumor, 259 

for soft tissue sarcomas, 617, 626 

Goserelin (Zoladex), for prostate cancer, 584, 599 

Granulocyte colony stimulating factor, 9 

GTX (gemcitabine 4- docetaxel + capecitabine), for pancreas cancer, 564, 

570-571 

HAl. See Hepatic artery infusion 

Hairy cell leukemia, 364-367 

cladribine (Leustatin 2-CdA) for, 364, 365 

interferon a-2a for, 364, 367 

pentostatin for, 364, 366 

Head and neck cancer, 261-284 

capecitabine (Xeloda) for, 263, 284 

carboplatin 4- 5-FU for, 263, 278 

cisplatin 4- 5-FU + leucovorin (PFL) for, 262, 274 

cisplatin + 5-FU (PF) for, 262, 273 

cisplatin + 5-FU + radiation therapy (PF-larynx preservation) for, 262, 

275 

cisplatin + radiation therapy (concurrent chemo-radiation therapy for 

laryngeal preservation) for, 262, 276 

combination regimens for, 261-263, 264-279 

docetaxel + cisplatin 4- 5-FU (TPF) for, 261, 266-267 

docetaxel for, 263, 280 

methotrexate for, 263, 282 

paclitaxel 4- carboplatin for, 261, 270-271 

paclitaxel 4- cisplatin for, 261, 272 

paclitaxel for, 263, 281 

paclitaxel 4- ifosfamide 4- mesna (two different dose levels) before/after 

ifosfamide + cisplatin (TIP) for, 261, 264-265 

paclitaxel + ifosfamide + mesna (two different dose levels) before/after 

ifosfamide (TIC) for, 261, 268-269 

single-agent regimens for, 263, 280-284 

vinorelbine + cisplatin (VP) for, 263, 279 

vinorelbine for, 263, 283 

Hepatic artery infusion, for colorectal cancer, 174, 207 

Hepatocellular cancer, 285-288 

capecitabine for, 285, 288 

cisplatin for, 285, 287 

doxorubicin for, 285, 286 
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Herceptin every 3 weeks (trastuzumab), for metastatic breast cancer, 77, 

115 

Herceptin weekly dosing (trastuzumab), for metastatic breast cancer, 77, 

114 

Herskovic regimen (5-FU + cisplatin + radiation therapy), for esophageal 

cancer, 229, 231 

Hodgkin’s disease, 415-436 

BCNU + etoposide + cytarabine 4- melphalan (mini-BEAM) for, 417, 

434-435 

bleomycin + etoposide + doxorubicin 4- cyclophosphamide 4- 

vincristine + procarbazine 4- prednisone (BEACOPP escalated) 

for, 416, 428-429 

bleomycin + etoposide 4- doxorubicin 4- cyclophosphamide 4- 

vincristine 4- procarbazine 4- prednisone (BEACOPP) for, 416, 

426-427 

combination regimens for, 415-417, 418-435 

doxorubicin 4- bleomycin 4- vinblastine 4- dacarbazine (ABVD) for, 415, 

418-419 

etoposide 4- vinblastine 4- cytarabine 4- cisplatin (EVAP) for, 417, 

432-433 

etoposide 4- vincristine 4- doxorubicin (EVA) for, 417, 430-431 

gemcitabine for, 417, 436 

MOPP alternating with ABVD for, 415, 424-425 

nitrogen mustard 4- doxorubicin 4- vinblastine 4- vincristine 4- 

bleomycin 4- etoposide 4- prednisone (Stanford V) for, 416, 

424-425 

nitrogen mustard 4- vincristine 4- procarbazine 4- prednisone 4- 

doxorubicin 4- bleomycin 4- hydrocortisone 4- vinblastine 

(MOPP/ABVD hybrid) for, 415, 422-423 

nitrogen mustard 4- vincristine 4- procarbazine 4- prednisone (MOPP) 

for, 415, 420-421 

single-agent regimen for, 417, 436 

Hopkins/Yale regimen (5-FU 4- cisplatin + paclitaxel 4- radiation therapy), 

for esophageal cancer, 220, 232-233 

Hydroxyurea, for chronic myelogenous leukemia, 354, 358 

Hyper-CVAD regimen, for acute lymphocytic leukemia, 299, 300, 311-312, 

313 

I 

Ibritumomab tiuxetan (Zevalin) regimen, for primary CNS lymphoma, 487, 

492-493 

ICE (ifosfamide 4- etoposide 4- carboplatin 4- mesna), for non-Hodgkin’s 

lymphoma (salvage regimen), 442, 483-484 

lEL-Douillard regimen (irinotecan 4- 5-FU 4- leucovorin), for colorectal 

cancer, 170, 179-180 

IFL-FOLFIRI regimen (irinotecan 4- 5-FU 4- leucovorin), for colorectal 

cancer, 171, 181-182 

IFL-Saltz regimen (irinotecan 4- 5-FU 4- leucovorin) 

for colorectal cancer, 170, 175 

modified, for colorectal cancer, 170, 178 

IFN 4- DTIC, for malignant melanoma, 498, 508-509 

Ifosfamide 4- etoposide 4- carboplatin 4- mesna (ICE), for non-Hodgkin’s 

lymphoma (salvage regimen), 442, 483-484 

Ifosfamide 4- etoposide 4- cytarabine 4- methotrexate (regimen B-IVAC), 

for non-Hodgkin’s lymphoma (high-grade), 440, 470-471 

Ifosfamide 4- paclitaxel 4- cisplatin (ITP), for bladder cancer, 11-12 

Imatinib (Gleevec) 

for chronic myelogenous leukemia, 357, 359 

for gastrointestinal stromal tumor, 258 

for soft tissue sarcomas, 617, 626 

Induction therapy, for acute lymphocytic leukemia, 297, 299, 301-302, 

307-312 

Interferon a-2a 

for hairy cell leukemia, 364, 367 

for Kaposi’s sarcoma, 289, 296 

for renal cell cancer, 607, 613 

Interferon a-2a 4- interleukin-2 (lL-2), for renal cell cancer, 607, 608-609 

Interferon (X-2b 

for chronic myelogenous leukemia, 357, 362 

for malignant melanoma, 498, 499, 500-501, 514 

for multiple myeloma, 525, 536 

Interferon a-2b (2 different dosages) 4- dacarbazine (IFN 4- DTIC), 

for malignant melanoma, 498, 508-509 

Interferon 4- cytarabine (Ara-C), for chronic myelogenous leukemia, 357, 

358 

Interleukin-2, low-dose (Aldesleukin), for renal cell cancer, 607, 611-612 

I 131-tositumomab (Bexxar), for non-Hodgkin’s lymphoma, 488, 496-497 

IP (irinotecan + cisplatin) 

for esophageal cancer, 220, 235 

for gastric cancer, 240, 250 

for small-cell lung cancer, 402, 406 

Iressa (gefitinib), for non-small cell lung cancer, 371, 400 

Irinotecan 

for brain cancer, 32, 40 

weekly, for cervical cancer, 140, 157 

Irinotecan 4- cisplatin (IP) 

for esophageal cancer, 220, 235 

for gastric cancer, 240, 250 

for small-cell lung cancer, 402, 406 

Irinotecan (CPT-11) 

monthly schedule, for colorectal cancer, 174, 210 

weekly schedule, for colorectal cancer, 174, 209 

Irinotecan 4- 5-FU4- leucovorin (IFL-Douillard regimen), for colorectal 

cancer, 170, 179-180 

Irinotecan + 5-FU 4- leucovorin (IFL FOLFIRI regimen), for colorectal 

cancer, 171, 181-182 

Irinotecan + 5-FU 4- leucovorin (IFL-Saltz regimen), for colorectal cancer, 

170, 175 

Irinotecan 4- 5-FU 4- leucovorin (IFL-Saltz regimen) 4- bevacizumab (BV), 

for colorectal cancer, 170, 176-177 

Irinotecan + 5-FU 4- leucovorin (modified IFL-Saltz regimen), for colorec¬ 

tal cancer, 170, 178 

IROX regimen (oxaliplatin 4- irinotecan), for colorectal cancer, 172, 

194-195 

ITP (ifosfamide 4- paclitaxel 4- cisplatin), for bladder cancer, 11-12 

K 

Kaposi’s sarcoma, 289-296 

bleomycin 4- vincristine (BV) for, 289, 290 

combination regimens for, 289, 290-292 

doxorubicin 4- bleomycin 4- vinblastine (ABV) for, 289, 291-292 

interferon a-2a for, 289, 296 

liposomal daunorubicin for, 289, 293 

liposomal doxorubicin (Doxil) for, 289, 294 

paclitaxel for, 289, 295 

single-agent regimens for, 289, 293-296 

Ketoconazole, for prostate cancer, 585, 605 

L 

Larson regimen 

for acute lymphocytic leukemia, 298-299 

CNS prophylaxis and interim maintenance (weeks 13-25), 298, 308 

early intensification (weeks 5-12), 298, 307-308 

induction (weeks 1-4), 298, 307 

late intensification (weeks 26-33), 299, 308—309 

prolonged maintenance (continue until 24 months after diagnosis), 

299,309-310 

Left Ventricular Ejection Fraction Dysfunction, 260 

Lenalidomide (Revlimid) 

for multiple myeloma, 525, 537-538 

for myelodysplastic syndrome, 539, 544-545 
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Letrozole (Femara), for metastatic breast cancer, 76, 111 

Leukemia. See Acute lymphocytic leukemia; Acute myelogenous leukemia; 

Acute promyelocytic leukemia; Chronic lymphocytic leukemia; 

Chronic myelogenous leukemia; Hairy cell leukemia 

Leuprolide, for prostate cancer, 584, 600 

Leustatin 2-CdA (cladribine), for hairy cell leukemia, 364, 365 

Leustatin (cladribine) 

for acute myelogenous leukemia, 327 

non-Hodgkin’s lymphoma, single-agent regimen, 487, 495 

LFTs. See Liver function tests 

Linker regimen: induction therapy, for acute lymphocytic leukemia, 297, 

301-302 

Linker regimen. Treatments A, B, and C, for acute lymphocytic leukemia, 

297, 303-304 

Liposomal daunorubicin, for Kaposi’s sarcoma, 289, 293 

Liposomal doxorubicin (Doxil) 

for Kaposi’s sarcoma, 289, 294 

for metastatic breast cancer, 78, 122 

for ovarian cancer, 548, 557 

Liver function tests, 137 

Lung cancer. See Non-small cell lung cancer; Small-cell lung cancer 

LVEE See Left Ventricular Ejection Eraction Dysfunction 

Lymphoma. See Hodgkin’s disease; Non-Hodgkin’s lymphoma; Primary 

CNS lymphoma 

M 

MACOP-B (methotrexate + leucovorin + doxorubicin + cyclophos¬ 

phamide + vincristine + prednisone + bleomycin + Bactrim DS + 

ketoconazole), for non-Hodgkin’s lymphoma (intermediate-grade), 

439, 461-462 

Magrath protocol (cyclophosphamide + doxorubicin + vincristine + 

prednisone + methotrexate + leucovorin rescue + intrathecal 

cytarabine + intrathecal methotrexate), for non-Hodgkin’s 

lymphoma (high-grade), 440, 467-468 

MAID (mesna + doxorubicin + ifosfamide + dacarbazine), for soft tissue 

sarcomas, 616, 619 

Maintenance therapy, for acute lymphocytic leukemia, 297, 305 

Malignant melanoma, 498-516 

adjuvant therapy for, 498, 500-501 

aldesleukin (IL-2) for, 499, 515 

cisplatin + vinblastine + dacarbazine (CVD) for, 498, 506-507 

cisplatin + vinblastine + DTIC + lL-2 + IFN for, 499, 510-511 

dacarbazine + carmustine + cisplatin for, 498, 502-503 

dacarbazine for, 499, 513 

interferon “-2b (2 different dosages) + dacarbazine (lEN + DTIC) for, 

498,508-509 

interferon “-2b for, 498, 499, 500-501, 514 

metalastatic disease, combination regimens for, 498-499, 502-512 

single-agent regimens for, 499, 513-516 

temozolomide for, 499, 516 

temozolomide 4- thalidomide for, 499, 512 

Malignant mesothelioma, 517-523 

cyclophosphamide + doxorubicin + cisplatin (CAP) for, 517, 519 

doxorubicin + cisplatin for, 517, 518 

gemcitabine 4- carboplatin for, 517, 521 

gemcitabine + cisplatin for, 517, 520 

pemetrexid (Alimta) + cisplatin for, 517, 522-523 

Mantle cell lymphoma, bortezomib for, 441, 474 

Mayo Clinic regimen (5-FU + leucovorin) 

for colorectal cancer, 163, 164, 172, 196 

for pancreas cancer, 564, 568 

m-BACOD (methotrexate + leucovorin 4- bleomycin 4- doxorubicin + 

cyclophosphamide 4- vincristine 4- dexamethasone), for non- 

Hodgkin’s lymphoma (intermediate-grade), 439, 463-464 

MD Anderson regimen, for anal cancer, 4 

Medroxyprogesterone, for endometrial cancer, 215, 228 

Megestrol (Megace) 

for endometrial cancer, 215, 225 

for metastatic breast cancer, 76, 113 

Melanoma. See Malignant melanoma 

Melphalan, for multiple myeloma, 525, 533 

Melphalan 4- prednisone, for multiple myeloma, 524, 526 

Mesna + doxorubicin + ifosfamide + dacarbazine (MAID), for soft tissue 

sarcomas, 616, 619 

Mesna 4- ifosfamide + mitoxantrone 4- etoposide (MINE), for non- 

Hodgkin’s lymphoma (salvage regimen), 442, 485-486 

Metastatic breast cancer, 73-124. See also Breast cancer 

abraxane (paclitaxel protein-bound particles for injectable suspension), 

78, 123-124 

anastrozole (Arimidex) for, 76, 110 

capecitabine 4- docetaxel (XT) for, 74, 90-91 

capecitabine for, 77, 116 

capecitabine 4- navelbine (XN) for, 74, 93 

capecitabine + paclitaxel (XP) for, 74, 92 

carboplatin + docetaxel for, 76, 105 

carboplatin + paclitaxel for, 75, 104 

CMP (IV bolus) for, 74, 88-89 

combination regimens for, 73-76, 79-106 

cyclophosphamide 4- doxorubicin 4- 5-FU (CAF) for, 73, 82-83 

cyclophosphamide 4- epirubicin + 5-FU (CEF) for, 73, 84-85 

cyclophosphamide + methotrexate 4- 5-FU (CMF-Bonadonna regimen) 

for, 74, 86-87 

docetaxel 4- doxorubicin for, 74, 94 

docetaxel for, 77, 117 

doxil (liposomal doxorubicin) for, 78, 122 

doxorubicin + cyclophosphamide (AC) for, 73, 79 

doxorubicin for, 77, 120 

doxorubicin + paclitaxel (AT) for, 73, 80-81 

exemestane (Aromasin) for, 76, 109 

5-FU + epirubicin 4- cyclophosphamide (FEC-100) for, 74, 95-96 

fulvestrant (Faslodex) for, 76, 112 

gemcitabine for, 78, 121 

gemcitabine 4- paclitaxel for, 75, 103 

letrozole (Femara) for, 76, 112 

liposomal doxorubicin (Doxil) for, 78, 122 

megestrol (Megace) for, 76, 113 

mitomycin 4- vinblastine for, 76, 106 

paclitaxel for, 77, 118 

paclitaxel protein-bound particles for injectable suspension for 

(abraxane), 78, 123-124 

paclitaxel 4- vinorelbine for, 75, 97 

single-agent regimens for, 76-78, 107-124 

tamoxifen (Nolvadex) for, 76, 107 

toremifene citrate (Fareston) for, 76, 108 

trastuzumab + docetaxel for, 75, 101-102 

trastuzumab (Herceptin every 3 weeks) for, 77, 115 

trastuzumab (Herceptin weekly dosing) for, 77, 114 

trastuzumab + paclitaxel for, 75, 99-100 

vinorelbine + doxorubicin for, 75, 98 

vinorelbine for, 77, 119 

Methotrexate, for head and neck cancer, 263, 282 

Methotrexate, intrathecal methotrexate + leucovorin + vincristine + 

procarbazine, followed by whole brain irradiation, for primary 

CNS lymphoma, 487, 489-490 

Methotrexate + cyclophosphamide 4- 6-mercaptopurine + cytarabine + 

vincristine 4- L-Asparaginase (Larson regimen), for acute lympho¬ 

cytic leukemia, 298, 307-308 

Methotrexate + leucovorin + bleomycin + doxorubicin 4- cyclophos¬ 

phamide 4- vincristine + dexamethasone (m-BACOD), for non- 

Hodgkin’s lymphoma (intermediate-grade), 439, 463-464 
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Methotrexate + leucovorin + doxorubicin + cyclophosphamide + vin¬ 

cristine + prednisone -I- bleomycin + Bactrim DS -I- ketoconazole 

(MACOP-B), for non-Hodgkin’s lymphoma (intermediate-grade), 

439, 461-462 

Methotrexate + leucovorin (Linker regimen treatment C), for acute 

lymphocytic leukemia, 297, 303-304 

Methotrexate + 6-mercaptopurine (Linker regimen, maintenance therapy), 

for acute lymphocytic leukemia, 297, 305 

Methotrexate 4- vinblastine 4- doxorubicin 4- cisplatin (MVAC), for blad¬ 

der cancer, 14-15 

MINE (mesna 4- ifosfamide 4- mitoxantrone 4- etoposide), for non- 

Hodgkin’s lymphoma (salvage regimen), 442, 485-486 

Mini-BEAM (BCNU 4- etoposide 4- cytarabine 4- melphalan), for Hodgkin’s 

disease, 417, 434-435 

Mitomycin 4- vinblastine, for metastatic breast cancer, 76, 106 

Mitomycin + vincristine 4- bleomycin 4- cisplatin (MOBP), for cervical 

cancer, 140, 152-153 

Mitoxantrone 4- etoposide (MV), for acute myelogenous leukemia, 317, 

332-332 

Mitoxantrone 4- prednisone, for prostate cancer, 583, 591 

MOBP (mitomycin + vincristine 4- bleomycin 4- cisplatin), for cervical 

cancer, 140, 152-153 

MOPP/ABVD hybrid (nitrogen mustard 4- vincristine 4- procarbazine 4- 

prednisone 4- doxorubicin 4- bleomycin + hydrocortisone 4- 

vinblastine), for Hodgkin’s disease, 415, 422^23 

MOPP alternating with ABVD, for Hodgkin’s disease, 415, 424—425 

MOPP (nitrogen mustard 4- vincristine 4- procarbazine 4- prednisone), for 

Hodgkin’s disease, 415, 420-421 

M2 protocol (vincristine 4- carmustine 4- melphalan 4- cyclophosphamide 

4- prednisone), for multiple myeloma, 524, 529-530 

Multiple myeloma, 524-538 

bortezomib (Velcade) for, 535 

combination regimens for, 524, 526-531 

dexamethasone for, 525, 532 

interferon a-2b for, 525, 536 

lenalidomide (Revlimid) for, 525, 537-538 

melphalan for, 525, 533 

melphalan 4- prednisone for, 524, 526 

single-agent regimens for, 525, 532-538 

thalidomide 4- dexamethasone for, 524, 528 

thalidomide for, 525, 534 

vincristine 4- carmustine 4- melphalan 4- cyclophosphamide 4- 

prednisone (M2 protocol) for, 524, 529-530 

vincristine 4- carmustine 4- melphalan 4- cyclophosphamide 4- 

prednisone (VBMCP) for, 524, 531 

vincristine 4- doxorubicin 4- dexamethasone (VAD) for, 524, 527 

MVAC (methotrexate 4- vinblastine 4- doxorubicin 4- cisplatin), for blad¬ 

der cancer, 14-15 

MV (mitoxantrone 4- etoposide), for acute myelogenous leukemia, 316, 325 

Myelodysplastic syndrome, 539-546 

arsenic trioxide (Trisenox) for, 539, 542-543 

azacitidine (Vidaza) for, 539, 540-541 

decitabine (Dacogen) for, 539, 546 

lenalidomide (Revlimid) for, 539, 544-545 

Myleran (busulfan), for chronic myelogenous leukemia, 357, 360 

Mylotarg (gemtuzumab), for acute myelogenous leukemia, 317, 330 ■ 

N 

Nasopharyngeal cancer, chemoradiotherapy for, 262, 277 

Nebraska regimen, for CD204-, B-cell lymphomas, 441, 477-478 

Nexavar (Sorafenib), for renal cell cancer, 607. 614 

Nilutamide, for prostate cancer, 585, 603 

Nitrogen mustard 4- doxorubicin 4- vinblastine 4- vincristine 4- bleomycin 

+ etoposide 4- prednisone (Stanford V), for Hodgkin’s disease, 416, 

424-425 

Nitrogen mustard 4- vincristine 4- procarbazine 4- prednisone -f doxoru¬ 

bicin 4- bleomycin + hydrocortisone 4- vinblastine (MOPP/ABVD 

hybrid), for Hodgkin’s disease, 415, 422-423 

Nitrogen mustard 4- vincristine 4- procarbazine 4- prednisone (MOPP), for 

Hodgkin’s disease, 415, 420-421 

Nolvadex (tamoxifen), for metastatic breast cancer, 76, 107 

Non-Hodgkin’s lymphoma, 437-486 

CD204-, B-cell lymphomas, 441, 475-478 

high-grade, 440-441, 467-473 

intermediate-grade, 438-439, 453-466 

low-grade, combination regimens for, 437, 443-452 

mantle cell lymphoma, 441, 474 

salvage regimens for, 442, 479-486 

single-agent regimens, 487, 491-497 

Non-Hodgkin’s lymphoma (high-grade) 

cyclophosphamide + doxorubicin + vincristine 4- methotrexate 4- 

leucovorin (Regimen A-CODOX-M) for, 440, 469-470 

cyclophosphamide 4- doxorubicin 4- vincristine 4- prednisone 4- 

methotrexate -t- leucovorin rescue 4- intrathecal cytarabine 4- 

intrathecal methotrexate (Magrath protocol) for, 440, 467-468 

cytarabine 4- methotrexate (CNS prophylaxis) for, 440 

ifosfamide 4- etoposide 4- cytarabine 4- methotrexate (regimen B-IVAC) 

for, 440, 470-471 

Non-Hodgkin’s lymphoma (intermediate-grade) 

cyclophosphamide 4- doxorubicin 4- vincristine 4- prednisone (CHOP) 

for, 438, 453^54 

cyclophosphamide 4- mitoxantrone 4- vincristine 4- prednisone (CNOP) 

for, 438, 455^56 

etoposide 4- prednisone 4- vincristine 4- cyclophosphamide 4- doxoru¬ 

bicin 4- Bactrim DS (EPOCH) for, 438, 457-458 

etoposide 4- prednisone 4- vincristine 4- cyclophosphamide 4- doxoru¬ 

bicin 4- rituximab (EPOCH 4- rituximab) for, 438, 459-460 

methotrexate 4- leucovorin 4- bleomycin 4- doxorubicin 4- cyclophos¬ 

phamide 4- vincristine 4- dexamethasone (m-BACOD) for, 439, 

463-464 

methotrexate 4- leucovorin + doxorubicin 4- cyclophosphamide 4- vin¬ 

cristine 4- prednisone 4- bleomycin 4- Bactrim DS 4- ketoconazole 

(MACOP-B) for, 439, 461-462 

prednisone 4- doxorubicin 4- cyclophosphamide 4- etoposide 4- cytara¬ 

bine 4- bleomycin 4- vincristine 4- methotrexate 4- leucovorin 4- 

Bactrim DS (ProMACE/CytaBOM) for, 439, 465 

Non-Hodgkin’s lymphoma (low-grade) 

cyclophosphamide 4- doxorubicin 4- vincristine 4- prednisone (CHOP) 

for, 437, 451-452 

cyclophosphamide 4- mitoxantrone 4- vincristine 4- prednisone (CNOP) 

for, 437, 445-446 

cyclophosphamide 4- vincristine 4- prednisone (CVP) for, 437, 443-444 

fludarabine 4- cyclophosphamide 4- Bactrim DS (EC) for, 437, 449-450 

fludarabine 4- mitoxantrone 4- dexamethasone 4- Bactrim DS (END) for, 

437,447-448 

Non-Hodgkin’s lymphoma (salvage regimen) 

cisplatin 4- cytarabine 4- dexamethasone (DHAP) for, 442, 481-482 

etoposide 4- methylprednisolone 4- cisplatin 4- cytarabine (ESHAP) for, 

442, 479-480 

ifosfamide 4- etoposide 4- carboplatin 4- mesna (ICE) for, 442, 483-484 

mesna 4- ifosfamide 4- mitoxantrone 4- etoposide (MINE) for, 442, 

485-486 

Non-Hodgkin’s lympboma (single-agent regimens) 

cladribine for, 487, 495 

fludarabine for, 487, 494 

ibritumomab tiuxetan (Zevalin) regimen for, 487, 492—493 

1 131-tositumomab (Bexxar) for, 488, 496-497 

rituximab for, 487, 491 

rituximab 4- ^^Hn-ibritumomab tiuxetan 4- ®°Y-ibritumomab tiuxetan 

(Zevalin regimen) for, 487, 492-493 
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Non-small cell lung cancer, 368^01 

adjuvant therapy combination therapy for, 368, 372-373 

carboplatin + paclitaxel for, 368, 374 

cisplatin + paclitaxel for, 368, 375-376 

docetaxel + carboplatin for, 368, 377-378 

docetaxel + cisplatin for, 369, 379-380 

docetaxel for, 370, 394-395 

docetaxel + gemcitabine for, 369, 381-382 

erlotinib (Tarceva) for, 371, 401 

etoposide + cisplatin + docetaxel for, 370, 391-392 

etoposide + cisplatin (EP) for, 370, 390 

gefitinib (Iressa) for, 371, 400 

gemcitabine 4- carboplatin for, 369, 384-385 

gemcitabine 4- cisplatin for, 369, 383 

gemcitabine for, 370, 397 

gemcitabine + vinorelbine for, 369, 386 

metastatic disease combination regimens for, 368-370, 374-392 

paclitaxel + carboplatin for, 368, 372 

paclitaxel for, 370, 393 

pemetrexed (Alimta) for, 370, 396 

single-agent regimens for, 370-371, 393-401 

topotecan for, 371, 398 

vinorelbine + carboplatin for, 369, 388-389 

vinorelbine + cisplatin for, 368, 369, 373, 387 

vinorelbine for, 371, 399 

Normal saline (NS), 2 

0 

Octreotide, for carcinoid tumors, 133, 137-138 

Ovarian cancer, 547-563 

altretamine for, 548, 556 

carboplatin 4 cyclophosphamide (CC) for, 547, 549 

carboplatin + docetaxel for, 547, 553 

carboplatin + paclitaxel for, 547, 552 

cisplatin 4- cyclophosphamide (CP) for, 547, 550 

cisplatin + paclitaxel (CT) for, 547, 551 

combination regimens for, 547-548, 549-555 

doxil (liposomal doxorubicin) for, 548, 557 

etoposide for, 548, 561 

gemcitabine 4- cisplatin for, 548, 555 

gemcitabine for, 548, 560 

gemcitabine + liposomal doxorubicin for, 547, 554 

liposomal doxorubicin (Doxil) for, 548, 557 

paclitaxel for, 548, 358 

single-agent regimens for, 548, 556-561 

topotecan for, 548, 559 

Ovarian cancer (germ cell), bleomycin-!- etoposide + cisplatin (BEP) for, 

562, 563 

Oxaliplatin + 5-FU + leucovorin (FOLFOX4), for colorectal cancer, 163, 

167-168, 171, 183-184 

Oxaliplatin + 5-FU + leucovorin (FOLFOX6), for colorectal cancer, 171, 

185-186 

Oxaliplatin + 5-FU + leucovorin (FOLFOX7), for colorectal cancer, 171, 

187-188 

Oxaliplatin + irinotecan (IROX regimen), for colorectal cancer, 172, 

194-195 

P 

Paclitaxel ^ / 

for cervical cancer, 140, 156 

differential dosage of, for bladder cancer, 25, 26 

for endometrial cancer, 215, 226 

for esophageal cancer, 230, 238 

for head and neck cancer, 263, 281 

for Kaposi’s sarcoma, 289, 295 

for metastatic breast cancer, 77, 118 

for non-small cell lung cancer, 370, 393 

for ovarian cancer, 548, 558 

for prostate cancer, 584, 596 

for small-cell lung cancer, 403, 413 

Paclitaxel + carboplatin 

for bladder cancer, 19 

for endometrial cancer, 214, 216 

for head and neck cancer, 261, 270-271 

for non-small cell lung cancer, 368, 372 

Paclitaxel + cisplatin 

for cervical cancer, 139, 143 

for esophageal cancer, 230, 236 

for head and neck cancer, 261, 272 

Paclitaxel 4- estramustine, for prostate cancer, 583, 590 

Paclitaxel + ifosfamide + mesna (two different dose levels) before/after 

ifosfamide + cisplatin (TIP), for head and neck cancer, 261, 

264-265 

Paclitaxel + ifosfamide + mesna (two different dose levels) 4- carboplatin 

before/after ifosfamide (TIC), for head and neck cancer, 261, 

268-269 

Paclitaxel protein-bound particles for injectable suspension (abraxane), for 

metastatic breast cancer, 78, 123-124 

Paclitaxel + vinorelbine, for metastatic breast cancer, 75, 97 

Paclitexel 4- carboplatin + etoposide (PCE), for cancer of unknown 

primar>', 125, 126-127 

Pamidronate, for bone metastasis, 30 

Pancreatic cancer, 564-582 

capecitabine for, 566, 582 

5-FU + doxorubicin + mitomycin (FAM) for, 565, 577 

5-FU + leucovorin (Mayo Clinic regimen) for, 564, 568 

5-FU + radiation therapy (Gastrointestinal Tumor Study) for, 564, 567 

5-FU + streptozocin 4 mitomycin (SMF) for, 565, 580 

gemcitabine 4 capecitabine (Xeloda) for, 564, 569 

gemcitabine 4 cisplatin (fixed dose rate) for, 565, 574 

gemcitabine 4 cisplatin for, 564, 572 

gemcitabine 4 cisplatin (modified) for, 565, 573 

gemcitabine 4 docetaxel 4 capecitabine (GTX) for, 564, 570-571 

gemcitabine 4 erlotinib (Tarcera) for, 565, 578-579 

gemcitabine for, 566, 581 

gemcitabine 4 irinotecan (Gemiri) for, 565, 576 

gemcitabine 4 oxaliplatin (GemOx) for, 565, 575 

metastatic disease: combination regimens for, 564-565, 568-580 

single-agent regimens for, 566, 581- 582 

treatment for locally advanced disease, 564, 567 

PCE (paclitaxel 4 carboplatin 4 etoposide), for cancer of unknown 

primary, 125, 126-127 

PCV (procarbazine 4 lomustine 4 vincristine), for brain cancer, 31, 34, 36 

PEB (cisplatin 4 etoposide 4 bleomycin) 

for cancer of unknown primary, 125, 129-130 

for testicular cancer, 627, 629 

Pemetrexed (Alimta), for non-small cell lung cancer, 370, 396 

Pemetrexed (Alimta) 4 cisplatin, for malignant mesothelioma, 517, 

522-523 

Pentostatin, for hairy cell leukemia, 364, 366 

PF-larynx preservation (cisplatin 4 5-FU 4 radiation therapy), for head 

and neck cancer, 262 

PFL (cisplatin 4 5-FU 4 leucovorin), for head and neck cancer, 262, 274 

Prednisone 

for chronic lymphocytic leukemia, 343, 356 

for prostate cancer, 585, 604 

Prednisone 4 doxorubicin 4 cyclophosphamide 4 etoposide 4 cytarabine 

4 bleomycin 4 vincristine 4 methotrexate 4 leucovorin 4 Bactrim 

DS (ProMACE/CytaBOM), for non-Hodgkin’s lymphoma 

(intermediate-grade), 439, 465-466 
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Primary CNS lymphoma, 487, 489-490 

methotrexate, + intrathecal methotrexate + leucovorin 4- vincristine + 

procarbazine followed by whole brain irradiation for, 487, 489-490 

Procarbazine, for brain cancer, 32, 38 

Procarbazine + lomustine + vincristine (PCV), for brain cancer, 31, 34, 36 

ProMACE/CytaBOM (prednisone + doxorubicin + cyclophosphamide + 

etoposide + cytarabine + bleomycin + vincristine + methotrexate 

+ leucovorin + Bactrim DS), for non-Hodgkin’s lymphoma 

(intermediate-grade), 439, 465 

Prostate cancer, 583-606 

aminoglutethimide (Cytadren) for, 585, 606 

bicalutamide for, 585, 601 

combination regimens for, 583-584, 586-595 

docetaxel + estramustine for, 584, 592-593 

docetaxel for, 584, 597 

docetaxel 4 prednisone for, 584, 594-595 

estramustine + etoposide for, 583, 588 

estramustine for, 584, 598 

estramustine 4- vinblastine for, 583, 589 

flutamide for, 585, 602 

flutamide + goserelin for, 583, 587 

flutamide + leuprolide for, 583, 586 

goserelin (Zoladex) for, 584, 599 

ketoconazole for, 585, 605 

leuprolide for, 584, 600 

mitoxantrone + prednisone for, 583, 591 

nilutamide for, 585, 603 

paclitaxel + estramustine for, 583, 590 

paclitaxel for, 584, 596 

prednisone for, 585, 604 

single-agent regimens for, 584-585, 596-606 

PVB (cisplatin + vinblastine + bleomycin), for testicular cancer, 627, 632 

R 

Regimen A-CODOX-M (cyclophosphamide + doxorubicin + vincristine + 

methotrexate + leucovorin), for non-Hodgkin’s lymphoma (high- 

grade), 440, 469-470 

Regimen B-IVAC (ifosfamide 4- etoposide + cytarabine 4- methotrexate), 

for non-Hodgkin’s lymphoma (high-grade), 440, 470-471 

Renal cell cancer, 607-615 

combination regimens for, 607, 608-610 

5-FU 4- gemcitabine for, 607, 610 

interferon a-2a for, 607, 613 

interferon a-2a + interleukin-2 (lL-2) for, 607, 608-609 

interleukin-2, low-dose (Aldesleukin) for, 607, 611-612 

nexavar (Sorafenib) for, 607, 614 

single-agent regimens for, 607, 611-615 

sutent (Sunitinib malate) for, 607, 615 

Revlimid (lenalidomide), for myelodysplastic syndrome, 539, 544-545 

Rituximab, for non-Hodgkin’s lymphoma, single-agent regimen, 487, 491 

Rituximab + ^^Un-ibritumomab tiuxetan + ®°Y-ibritumomab tiuxetan 

(Zevalin regimen), for non-Hodgkin’s lymphoma, single-agent 

regimen, 487, 492-493 

Roswell Park Schedule, high dose (5-FU + leucovorin), for colorectal 

cancer, 172, 197 

s 
Sandostatin LAR depot (octreotide acetate injectable suspension), for carci¬ 

noid tumors, 133, 137-138 

Secretion of antidiuretic hormone (SIADH), 4 

Small-cell lung cancer, 402-414 

carboplatin + paclitaxel + etoposide for, 402, 407-408 

combination regimens for, 402, 404^11 

cyclophosphamide + doxorubicin 4- etoposide (CAE) for, 402, 411 

cyclophosphamide 4 doxorubicin + vincristine (CAV) for, 402, 409-410 

etoposide + carboplatin (EC) for, 402, 405 

etoposide + cisplatin (EP) for, 402, 404 

etoposide for, 403, 412 

irinotecan + cisplatin (IP) for, 402, 406 

paclitaxel for, 403, 413 

single-agent regimens for, 403, 412-414 

topotecan for, 403, 414 

Small non-cleaved cell lymphoma, Stanford regimen for, 441, 472-473 

SMF (5-EU + streptozocin + mitomycin), for pancreas cancer, 565, 580 

Soft tissue sarcomas, 616-626 

combination regimens for, 616, 618-623 

cyclophosphamide + vincristine + doxorubicin + dacarbazine 

(CYVADIC) for, 616, 620-621 

doxorubicin + dacarbazine (AD) for, 616, 618 

doxorubicin for, 616, 624 

gemcitabine for, 617, 625 

imatinib (Gleevec) for, 617, 626 

mesna -t- doxorubicin + ifosfamide + dacarbazine (MAID) for, 616, 619 

single-agent regimens for, 616-617, 624-626 

Stanford regimen 

for Burkitt’s l>Tnphoma, 441, 472-473 

for small non-cleaved cell lymphoma, 441, 472-473 

Stanford V (nitrogen mustard -P doxorubicin 4- vinblastine + vincristine 4- 

bleomycin + etoposide + prednisone), for Hodgkin’s disease, 416, 

424-425 

Sutent (Sunitinib malate) 

for gastrointestinal stromal tumor, 258, 260 

for renal cell cancer, 607, 615 

T 

Tamoxifen, for breast cancer, 43, 67 

Tamoxifen + exemestane, for breast cancer, 43, 71 

Tamoxifen + letrozole, for breast cancer, 43, 69 

Tamoxifen (Nolvadex), for metastatic breast cancer, 76, 107 

Tarcera (gemcitabine + erlotinib), for pancreas cancer, 565, 578-579 

Tarceva (erlotinib), for non-small cell lung cancer, 371, 401 

Temozolomide 

for brain cancer, 32, 39 

for malignant melanoma, 499, 516 

Temozolomide + radiation therapy, for brain cancer, 31, 33 

Temozolomide + thalidomide, for malignant melanoma, 499, 512 

Teniposide + cytarabine (Linker regimen treatment B), for acute lympho¬ 

cytic leukemia, 297 

Testicular cancer, 627-636 

advanced disease treatment for, 627, 630-634 

bleomycin 4- etoposide 4- cisplatin (BEP) for, 627, 630 

cisplatin + etoposide 4- bleomycin (PEB) for, 627, 629 

cisplatin + vinblastine 4- bleomycin (P'VB) for, 627, 632 

etoposide 4- cisplatin (EP) for, 627, 631 

etoposide 4- ifosfamide + cisplatin + mesna (VIP) for, 628, 636 

salvage regimens for, 628, 635-636 

stage II, adjuvant therapy for, treated with orchiectomy and retroperi¬ 

toneal lymph node dissection, 627, 629 

vinblastine + dactinomycin + bleomycin + cisplatin + cyclophos¬ 

phamide (VAB-6) for, 627, 633-634 

vinblastine 4- ifosfamide + cisplatin 4 mesna (VelP) for, 628, 635 

Thalidomide, for multiple myeloma, 525, 534 

Thalidomide + dexamethasone, for multiple myeloma, 524, 528 

Thymoma, 637-640 

cisplatin + doxorubicin + vincristine + cyclophosphamide (ADOC) for, 

637, 640 

cisplatin 4- etoposide for, 637, 639 

cyclophosphamide + doxorubicin 4- cisplatin (CAP) for, 637, 638 

Thyroid cancer, 641-643 

doxorubicin + cisplatin for, 641, 642 

doxorubicin for, 641, 643 
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TIC (paclitaxel + ifosfamide + mesna (two different dose levels) 

before/after ifosfamide) + carboplatin, for head and neck cancer, 

261, 268-269 

TIP (paclitaxel + ifosfamide + mesna (two different dose levels) 

before/after ifosfamide + cisplatin), for head and neck cancer, 261, 

264-265 

Topotecan 

for cervical cancer, 141, 159 

for endometrial cancer, 215, 227 

for non-small cell lung cancer, 371, 398 

for ovarian cancer, 548, 559 

for small-cell lung cancer, 403, 414 

Toremifene citrate (Fareston), for metastatic breast cancer, 76, 108 

TPF (docetaxel 4- cisplatin 4- 5-FU), for head and neck cancer, 261, 

266-267 

Trastuzumab 4- docetaxel, for metastatic breast cancer, 75, 101-102 

Trastuzumab (Herceptin every 3 weeks), for metastatic breast cancer, 77, 

115 

Trastuzumab (Herceptin weekly dosing), for metastatic breast cancer, 77, 

114 

Trastuzumab + paclitaxel, for metastatic breast cancer, 75, 99-100 

Trimetrexate 4- 5-Fl] + leucovorin, for colorectal cancer, 173, 206 

Trisenox (arsenic trioxide) 

for acute promyelocytic leukemia, 335, 336-337 

for myelodysplastic syndrome, 539, 542-543 

u 
Urinary 5-hydroxyindole acetic acid, 137 

V 

VAB-6 (vinblastine 4- dactinomycin 4- bleomycin 4- cisplatin 4- cyclophos¬ 

phamide), for testicular cancer, 627, 633-634 

VAD (vincristine 4- doxorubicin 4- dexamethasone), for multiple myeloma, 

527 

VBMCP (vincristine + carmustine 4- melphalan 4- cyclophosphamide 4- 

prednisone), for multiple myeloma, 524, 531 

VelP (vinblastine 4- ifosfamide 4- cisplatin 4- mesna), for testicular cancer, 

628, 635 

Velcade (bortezomib), for multiple myeloma, 525, 535 

Vidaza (azacitidine), for myelodysplastic syndrome, 539, 540-541 

Vinblastine 4- dactinomycin 4- bleomycin 4- cisplatin 4- cyclophosphamide 

(VAB-6), for testicular cancer, 627, 633-634 

Vinblastine 4- ifosfamide + cisplatin 4- mesna (VelP), for testicular cancer, 

628, 635 

Vincristine 4- carmustine 4- melphalan 4- cyclophosphamide 4- prednisone 

(M2 protocol), for multiple myeloma, 524, 529-530 

Vincristine 4- carmustine 4- melphalan 4- cyclophosphamide 4- prednisone 

(VBMCP), for multiple myeloma, 524, 531 

Vincristine 4- doxorubicin 4- dexamethasone (VAD), for multiple myeloma, 

524, 527 

Vincristine + prednisone 4- methotrexate 4- 6-mercaptopurine (Larson 

regimen: prolonged maintenance), for acute lymphocytic leukemia, 

299,309-310 

Vinorelbine 

for cervical cancer, 141, 158 

for head and neck cancer, 263, 283 

for metastatic breast cancer, 77, 119 

for non-small cell lung cancer, 371, 399 

Vinorelbine + carboplatin, for non-small cell lung cancer, 369, 388-389 

Vinorelbine 4- cisplatin (VP) 

for head and neck cancer, 263, 279 

for non-small cell lung cancer, 368, 369, 373, 387 

Vinorelbine 4- doxorubicin, for metastatic breast cancer, 75, 98 

VIP (etoposide 4- ifosfamide + cisplatin 4- mesna), for testicular cancer, 

628, 636 

VP (vinorelbine 4- cisplatin), for head and neck cancer, 263, 279 

w 
Wayne State regimen, for anal cancer, 2 

X 

XELIRl (capecitabine 4- irinotecan), for colorectal cancer, 172, 193 

Xeloda (capecitabine) 

for colorectal cancer, 174, 208 

for head and neck cancer, 263, 284 

for pancreas cancer, 566, 582 

for metastatic breast cancer, 77, 116 

Xeloda (capecitabine) 4- gemcitabine, for pancreas cancer, 564, 569 

XELOX (capecitabine 4- oxaliplatin), for colorectal cancer, 172, 191-192 

XN (capecitabine 4- navelbine), for metastatic breast cancer, 74, 93 

XP (capecitabine 4- paclitaxel), for metastatic breast cancer, 74, 92 

XT (capecitabine 4- docetaxel), for metastatic breast cancer, 74, 90-91 

Zevalin regimen, for non-Hodgkin’s lymphoma, 487, 492-493 

Zoladex (goserelin), for prostate cancer, 584, 599 

Zometa, for bone metastasis, 28-29 
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CLINICAL PRACTICE PROTOCOLS IN 

ONCOLOGY 
NURSING 

Debra S. Prescher-Hughes and Cynthia J. Alkhoudairy 

Clinical Practice Protocols in Oncology Nursing is a comprehensive, step-by- 
step guide to care for the cancer patient, from 'administrative to chemotherapy 
deliver^S arranged alphabetically by disease fof easy reference. 

Clinical Practice Protocols in Oncology Nursing is ideal for oncology nurses, 
oncology nurses in training, and administrators of cancer care clinics and 
hospitals. A must-have for every library, this hook comes complete with a 
companion Cl^-ROM that includes printable protocols and forms. A unique 
and practical reference hook. 

“The greatest fjotential for patient harm is in the prescription and administration of 

medications. In no discipline is this not the case, hut in oncology this is absolutely 

true because of the nature of our treatments. 

This book provides a major resource for oncology nurses; it will, I am certain, save 

lives and will help avoid the unacceptable deleterious outcomes that can occur when 

treatments are given without a clear understanding of their indications, toxicides and 

interactions. ” 

— Richard B. Hesky, MD 
Hesky-Fisher-Luknic, MDs PC 

Denver, Colorado 

“Practical, concise, and focused, this unique resource, based on the most up-to-date 
evidence, Irrovides essential information to the oncobgy nurse caring for patients 

lotdergoing chemotherapy. It is designed for both experienced nurses and those who 

are netc to our specialty. Using a protocol format, this reference includes quick access 

to valuable pearls and tips nurses need to know when administering chemotherapy: 

baseline data, administration tips, side effect motritoring parameters, and supportive 

care. Clinical Practice Protocols in Oncology ^Nursing will streamline 

chemotherapy administration and will certainly make the oncology nurse’s job a lot 

easier. ” 

— Regina Fink, RN, PhD, FAAN, AOCN 
Research Nurse Scientist 

University of Colorado) Hospital 
Denver, Colorado 
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