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Over the past decades, major leaps were made in cancer treatment. We set off by
administering (practically blindly) agents that promised some response and we are now able
to provide targeted treatments for specific molecular paths. Clinical outcomes are improving;
nevertheless, the hoped-for “healing” is not attained and research continues, as we try to
understand exactly what happens in cancer cells –just like S. Faber and other pioneers in
cancer research kept asking themselves.
The need for better management of the plethora of therapeutic information in order to improve
outcomes with reduction in toxicity, led to the development of treatment guidelines for cancer
patients. Production and implementation of guidelines is a whole chapter in cancer treatment,
integrating the methodology and validation of summarized consensus statements, as well as
the selection of patients and medical professionals that might use them; personal or collective
liability; financial impact; legal standing; medical accountability, and, finally, assessment of the
produced benefit or harm for the individual or the society. Unfortunately, guidelines cannot
provide an answer to the anxious failing effort to save a patient that finally perishes.
The rules for using off-label drugs in order to protect patients from precarious treatments and
retain costs are an even greater obstacle: administered only to a limited number of patients,
for a particular disease-stage and specific dosage or route of administration, deprive patients
with rare tumors from life-saving medicines. Pharmaceutical companies, as owners of the
drugs, will not spend on sound approvals without return on investment, and conversely (due
to the absurd bureaucracy and extensive legal procedures) research teams fail to embark on
such an effort. The fight against cancer which started a few decades ago now continues at a
different level, namely against chaotic red tape and administrative inflation. The cost increase
in oncology research is disproportionate compared to the associated benefit obtained; and the
State bears a great deal of responsibility for that. 
In the current issue of FCO, S. Retsas [FCO 2013; 4(2):9-11], an experienced oncologist,
comments -bitterly- on the discussion on the Medical Innovation Bill which is to be introduced
in the British Legislature and the imminent changes on clinical trials legislation to be voted in
the European Parliament. It remains to be proven whether the new legislation promotes
cancer research or oncologists are in for a new race to save as many cancer patients as
possible.

Editorial

Vassilios Barbounis

June 2013
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There is hardly an oncologist who has not
stood frustrated at the bedside of a patient
losing the battle with cancer. Options of
licensed drugs available for other indications
but not endorsed by license or in guidelines
for a particular tumour, yet potentially
valuable as a last resource, are instruments
often denied to the physician and to that
individual patient. 
Exhausting the resources of the art, in these
days of austerity and overregulated medicine
by the state or insurance companies, is a rare
privilege of which most oncologists and their
eager patients are deprived. Impregnable
bureaucracy, excessively costly anti-cancer

drugs, the spectrum of failure and perhaps
even fear of one’s ruined reputation, not un-
usually with the potential for litigation, confine
many oncologists to passivity and inaction
beyond the “standard treatment”. 

Better informed patients and their advocates
are now mobilising support for breaking such
barriers to therapy. 

Following a family tragedy such an initiative
was taken recently by Maurice Saatchi, an
influential figure in the political scene of Britain. 

At an innovations meeting hosted by the Royal
Society of Medicine in London on 30th April
2013, Lord Saatchi presented for discussion

Cancer and the Law: 
Exhausting the resources of the art
Spyros Retsas

Retired Medical Oncologist,
Formerly Hammersmith Hospitals
NHS Trust and Cromwell Hospital

Correspondence:
Dr Spyros Retsas, MD, FRCP,
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ABSTRACT

There is hardly an oncologist who has not stood frustrated at the bedside of a patient losing the
battle with cancer. Options of licensed drugs available for other indications but not endorsed by
license or in guidelines for a particular tumour, yet potentially valuable as a last resource, are
instruments often denied to the physician and to that individual patient. 
Exhausting the resources of the art, in these days of austerity and overregulated medicine, is
a rare privilege of which most oncologists and their eager patients are deprived.
This paper discusses the introduction of the Medical Innovation Bill to the British Legislature
which intends to address such crucial issues for cancer sufferers, as well as the new Proposals
of the European Commission on clinical trials on medicinal products for human use and the
withdrawal of Directive 2001/20/EC. Both are likely to have an impact on cancer care in Europe
and beyond.

Key words: cancer; clinical trials; ethics; legislation; regulation; European Union.

…τῶν μὲν οὖν ἄλλων ἰατρῶν οὐδεὶς ἐθάρρει βοηθήσειν… Φίλιππος δ᾽ ὁ Ἀκαρνὰν μοχθηρὰ
μὲν ἑώρα τὰ περὶ αὐτὸν ὄντα, τῇ δὲ φιλίᾳ πιστεύων, καὶ δεινὸν ἡγούμενος εἰ κινδυνεύοντι
μὴ συγκινδυνεύσει μέχρι τῆς ἐσχάτης πείρας βοηθῶν καὶ παραβαλλόμενος, ἐπεχείρησε
φαρμακείᾳ καὶ συνέπεισεν αὐτὸν ὑπομεῖναι καὶ πιεῖν…

…none of the other physicians had the courage to administer remedies… but Philip the
Acarnanian, who saw that the king was in an evil plight, put confidence in his friendship, and
thinking it a shameful thing not to share his peril by exhausting the resources of the art in
trying to help him even at great risk, prepared a medicine and persuaded him to drink it
boldly… (Translation by Bernadotte Perrin) [1]. 

Plutarch’s Lives: ALEXANDER XVIII. 3 - XIX. 2
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his proposed Medical Innovation Bill, with the provocative
title “How can an act of parliament cure cancer?” [2-4].
He argued that the present pre-eminence in law of the
standard procedure, outlaws initiative and provides no indu-
cement to progress.
He further pointed out that the present state of the law
exposes patients to harmful inaction as a result of the
uncertainties of litigation, as well as to irresponsible inno-
vation and leaves much doubt about what is best practice in
innovation. 
Present law makes the status quo -the “standard” treat-
ment- the only safe option and gives clinicians no confidence
in how to pursue responsible innovation. The author of the
bill is eager to point out that innovation in cancer treatment
does not necessarily imply greater expenditure; instead it is
conceivable that innovation may involve the use of a drug or
process already commonplace for other conditions, and
which may well be less expensive than the standard
treatment for that particular condition [4].
There are a number of unanswered questions before this
new Bill is enacted; most crucially, how can one distinguish
a responsible clinician eager to innovate from an irrespon-
sible one who may cause harm.
Nevertheless, the Bill recognises and highlights problems
only too familiar to oncologists in today’s routine clinical
practice and may potentially facilitate innovation at the
bedside as effectively as innovation through the randomised
mega-trials, if not more efficiently [5].
The debate on the Medical Innovation Bill in Britain coincides
with new proposals by the European Commission on the
regulation of clinical trials on medicinal products for human
use, whilst repealing Directive 2001/20/EC [6].
There are approximately 4400 applications annually for
clinical trials in the European Union (including the European
Economic Area); 60% of these are sponsored by the
pharmaceutical industry and the rest largely by Academia.
Approximately 24% of all clinical trials applied for in the EU
are multinational in purpose, i.e. trials intended to be
performed in at least two Member States [6]. 
Although the implementation of Directive 2001/20/EC has
arguably brought about significant improvements in the
safety and ethical soundness of clinical trials, critics contend
that it had also many direct effects on the cost and feasibility
of conducting clinical trials which, in turn, have led to a
decline in clinical trial activity in the EU. The number of
applications for clinical trials dropped by 25% from 2007 to
2011, whereas insurance fees for industry sponsors have
increased by 800%. The average delay for launching a clinical
trial has increased by 90% to 152 days [6].
The stated intention of the new Clinical Trials Directive is to
simplify the process for application and approval of trials
through one portal and make it more uniform throughout
the EU. It also includes a lighter regime for low-risk trials, for
example, those using licensed medicines [6]. The latter

echoes some aspects of the British Medical Innovation Bill
[2-4].

In his discussion and analysis of the new European
Directive, Peter C GØtzsche, Director of the Nordic Cochrane
Centre in Denmark highlighted some of its deficiencies in
the fields of transparency and public access to information,
consent, trial conduct, accountability and archiving. He
warned that the drug industry has been lobbying the
European Commission and members of the European
parliament to prevent greater transparency about their trials
and public access to all results and data; the latter being an
issue that has been eagerly embraced by the British Medical
Journal [7]. He urged action if the final form of this new
Regulation is to be influenced in the interests and welfare of
trial participants [8].

Joerg Haford, responding to GØtzsche’s paper, further
contended that Brussels is driven essentially by competitive
motives, intending to make Europe an advantageous
location for trial sponsors by introducing in the new Directive
a centralised approval process with extremely shortened
timelines [9]. He also argued that in violation of international
guidelines and ethical codes, a comprehensive and inde-
pendent consideration and vote by a multidisciplinary Ethics
Committee was no longer required in the draft new
Directive, a view shared by others [9, 10]. 

It is reassuring to note that the Directive clearly states in
Chapter V (Protection of subjects and informed consent,
Article 28 General rules, page 45) that “The rights, safety and
well-being of the subjects shall prevail over the interests of
science and society” [6].

What is not stated however is as important! To this end, the
ongoing debate has influenced some amendments to the
original draft, especially on ethical issues. For example,
amendment 7 (Proposal for a regulation Recital 14) now
states “Member States, when determining the appropriate
body or bodies, should ensure the involvement of an
independent ethics committee which includes healthcare
professionals, lay persons and patients or patient representa-
tives” [11].

Currently, the ethics review procedure varies greatly
between Member States. In order to bring clarity and con-
sistency into the ethical review of clinical trials, without
imposing the burden of full harmonisation, the Commission
should set up a platform to encourage cooperation and the
sharing of best practices between ethics committees.
Participation in this platform should be voluntary but a State
can demonstrate its concern for the welfare of its citizens
through active participation [11].

On the issue of transparency, the amendment (added) states
that, once a clinical trial has led to marketing authorisation,
data generated during the clinical trial should be fully
accessible and not considered commercially confidential [11].

The task for these and other amendments now rests on the
lead rapporteur, Glenis Willmott MEP [12]. The Committee
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vote was scheduled for the afternoon of Wednesday 29th May
2013. Assuming the report is adopted, the rapporteur will
then enter negotiations with the European Council (Emily
Hunter - Office of Glenis Willmott MEP personal commu-
nication 23/05/2013).
Oncologists and patients have no illusions that an act of
Parliament -be it British, European or any other- can bring
about the cure of cancer. It can, however, facilitate research
both at the bench and the bedside, whilst ensuring the
welfare and safety of participating patients. 
In the meantime, every patient stricken with cancer hopes that

once in their lifetime they will meet the Acarnanian Physician
who will be ready to exhaust the resources of the art.

Note: This paper was presented in part at the International
Hippocratic Foundation of Kos during the 4th Amphictyony, held
under the Presidency of Professor Stephanos Geroulanos, 27-
30 June 2013.
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ABSTRACT

Background: The purpose of the study was to find a biologically effective dose (BED)-response
for postoperative breast radiotherapy (RT) for early-stage breast cancer, which would be useful
in the clinical use of modified-hypofractionated radiotherapy schedules. 
Patients & Methods: Tumour control probability (TCP) after RT was calculated based on data
from existing randomised trials of adjuvant RT vs. non-RT. Using mainly the linear-quadratic
formula, parameters such as the average initial number of clonogens per tumour before RT,
and the average tumor cell radiosensitivity (alpha-value) were calculated. An α/β ratio of 4Gy
was assumed for breast cancer cells. 
Results: A linear regression equation was calculated: -ln[-ln(TCP)] = -ln(N0) + α*BED = -4.08 +
0.07*BED, proposing a rather low radiosensitivity of breast cancer cells (alpha=0.07Gy-1). A
BED-response curve was constructed. 
Conclusions: After a BED of about 90Gy4 corresponding to a physical dose of 50-60Gy, TCP was
shown to make a plateau. The proposed model could be an approximate guide in the use of
non-standard dose fractionation (higher than 1.8-2Gy per fraction) and in the design and
reporting of clinical trials of adjuvant breast RT.

Key words: adjuvant breast radiotherapy; fractionation; dose-response; hypofractionation.

INTRODUCTION

Although postoperative radiotherapy (RT) for
early breast cancer treated by lumpectomy is
an established treatment, the issue of
optimal, for both patients and health providers
(given the high numbers of breast cancer
patients), RT dose and fractionation schedule
remains unresolved. The most popular sche-
dule for whole breast irradiation is 50Gy in 25
fractions over 5 weeks, while a variety of
shorter (hypofractionated) RT schedules has
also been used in clinical practice, mainly in
the UK and Canada. 
In a randomised controlled trial (RCT) from
Canada, Whelan et. al. [1] have reported equi-
valent results (local control, survival and
post-radiation effects) between the standard
fractionation schedule of 50Gy in 25 fractions
over 32 days and a hypofractionated scheme
of 42.5Gy in 16 fractions over 22 days, for
women with node-negative early breast
cancer. Another short RT schedule (40Gy in 15

fractions) has been employed traditionally at
the Christie Hospital in Manchester, with
results comparable to those reported from
other centres [2-4].
However, the most influential trials are the
recently published START (Standardizing
Radiotherapy) trials from the UK. START A
trial [5] has shown that 41.6Gy/13 fractions or
39Gy/13 fractions are similar to the control
regimen of 50Gy/25 fractions in terms of local-
regional tumour control and late normal
tissue effects, a result consistent with the
result of START Trial B [6], which has shown
that a radiation schedule of 40Gy/15 fractions
offers equivalent results with the standard
schedule of 50Gy/25 fractions (Figure 1).
Therefore, the need for establishing a dose-
response relationship for postoperative breast
radiotherapy is increasingly needed as a)
modified fractionation is being broadly used
[1-9]; b) there is an international interest for
the accelerated partial breast radiotherapy,
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especially with IMRT [10, 11] and partial breast RT; and c)
highly hypofractionated RT schedules are being explored
currently, such as the FAST trial (FASTer Radiotherapy for
breast cancer), which investigates the limits of hypo-
fractionation for breast cancer RT i.e. five fractions of 5.7Gy or
6.0Gy delivered over 2-5 weeks [12, 13] (Figure 1).

In Greece, where radiotherapy resources are rather poor for
a European country, hypofractionated RT schedules for
postoperative breast RT could be of interest (with a meti-
culous treatment planning being needed, though), as RT
slots would be spared and more patients would be
accommodated. Moreover, people living in remote areas
from radiotherapy facilities (e.g. islands) would find a shorter
RT course more convenient [14, 15].

It has been anticipated that the fractionation sensitivity of
breast cancer clonogens is rather high and similar to that of
normal late reacting tissues and therefore, the value of α/β
ratio of the LQ-model (Linear Quadratic) has been confirmed
by START trials to be approximately 4Gy [5, 6, 16]. As a result,
the size of dose per fraction in postoperative breast RT is
expected to significantly influence the therapeutic results.
Based on the principles of clinical radiobiology [17], the
biologically effective dose (BED) reflects the relatively high
fractionation sensitivity of breast tumours, a fact that would
make the use of a BED-response relationship more clini-
cally relevant than a simple dose-response one.

In the present study, we have attempted to find the
underlying BED-response relationship with the use of
existing data from RCT of postoperative vs. no postoperative
RT in early breast cancer patients.

MATERIALS & METHODS

A thorough research of the literature for randomised
controlled trials comparing lumpectomy alone vs. lumpe-
ctomy plus RT has shown nine published randomised trials
demonstrating that breast irradiation substantially reduces
the risk of local recurrence and prevents the need for
subsequent mastectomy (Table 1).
Those studies have used dose/fractionation schedules
ranging from 40Gy/15 fractions to 50Gy/25 fractions for the
whole breast RT. The BED for each RT schedule was calcu-
lated by [17]:

BED = n x d [1+d/(α/β)]
Alpha/beta value for tumour control of breast cancer was
taken as equal to 4Gy (see above) and repopulation was
assumed to be small and not taken into account. An
important issue is the calculation of the TCP from clinical
data. As proposed by Withers et al. [27] TCP should be
calculated as

failure rate without RT - failure rate with XRT
TCP = _____________________________________ (1)

failure rate without XRT.

For example, if the recurrence rate was 5% in irradiated
patients compared with 25% in surgery-only patients, the
TCP (expressed as a percentage) is 25 – 5/25; that is, 80%,
rather than 95%. The second from the right column in Table
1, contains the calculated TCPs from RCT. The surviving
fraction (S) of cells after an RT regimen may be calculated
from BED via the relationship:

Figure 1.
The modified-hypofractionated schedules compared with the standard of 50Gy in 25 fractions.

START A

START B

FAST

13 x 3 Gy
39 Gy

13 x 3.2 Gy
41.6 Gy

15 x 2.67 Gy
40 Gy

5 x 6 Gy
30 Gy
(5 w)

5 x 5.7 Gy
28.5 Gy

(5 w)

5 x 6 Gy
30 Gy
(1 w)

25 x 2 Gy
50 Gy

STANDARD
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BED = - ____ln(S) => S = e-a*BED
α

If N0 is the initial number of cells before RT (remaining after
the preceding surgery, chemotherapy) then number (N), the
number of cells surviving after RT, is: 

N = N0 x S.

Given that a tumour is controlled when every single
clonogenic cell has been eliminated then the tumour control
probability (TCP) if we assume a Poisson distribution of the
surviving cells is:

TCP = e-N = e-N0S = e-N0e-a*BED

Hence

ln(TCP) = -N0e-a*BED => ln[-ln(TCP)] = ln(N0) - a*BED =>
=> ln[-ln(TCP)] = -ln(N0) + a*BED    (2)

Hence plotting –ln[-ln(TCP)] (y-axis) against BED (x-axis) will
give a straight line of slope α and intercept -ln(N0), these

parameters representing the averages over the considered
population. 

RESULTS

Simple linear regression performed with equation (2) above
has given 

-ln[-ln(TCP)] = -ln(N0) + α*BED = -4.08 + 0.07*BED

This equation corresponds to the graph in Figure 2. Hence
α=0.07Gy-1 and N0=59.15. Therefore, the alpha coefficient of
the LQ-model for breast cancer cells is estimated at 0.07Gy-1,
indicating a rather radioresistant cell population [17]. This,
however, is a common finding when cohorts are analysed
and is usually ascribed to inter-tumour heterogeneity; in
particular patients with the most radioresistant tumours
(low α) have a marked influence in reducing the derived
group average. This value certainly represents an average
value (αeffective) useful for some insight in the process. In
addition, we have calculated that the average initial number

Table 1.
Studies of postoperative RT vs. no RT for breast cancer patients treated by breast preservation surgery. The last 4 studies
are boost vs. no boost after whole breast RT. In the first two columns, each 1st row corresponds to the number of
patients, and the 2nd to the % of local recurrence, followed by the follow-up length. 

No RT RT RT schedule TCP* BED (Gy4)
Fisher et al. 570 567 50Gy/25# 72 75

27.9% 7.7% (5 y)
Liljegren G et al. 197 184 54Gy/27# 87.5 81

18.4% 2.3%
Malstrom et al. 587 591 48-54Gy/20-25# 71.4 75

14% 4%
Holli et al. 72 80 50Gy/25# 55.5 75

18% 8% (6.7 y)
BED breastRT+boost 

Clark et al. 421 416 40Gy/16# + 78.6 65+20=85
25.7% 5.5% (4 y) 12,5Gy/5#

Veronesi et al. 273 294 50Gy/25# + 96.6 75+15=90
8.8% 0.3% (39 m) 10Gy/5

Forrest et al. 294 291 50Gy/20-25 + 76.3 75-81+15=90-96
24.5% 5.8% (5.7 y) Boost 10-15 Gy OR Ir (average 93)

Hughes et al. 319 317 45Gy/25# + 75 65+21=86
4% 1% 14Gy/7#

Fyles et al. 383 386 40Gy/16# + 92 65+20=85
7.7% 0.6% 12,5Gy/5#

(*) TCP was calculated as: TCP = (failure rate without RT – failure rate with RT) / failure rate without RT. (#): number of fractions
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of clonogens per tumour (to be killed by adjuvant RT) is 59.15.
Then, best-fit sigmoid relationship between TCP and BED
can be reconstructed (Figure 3). 

DISCUSSION

Difficulties in dose-response calculation

In the current study we used the method proposed by
Withers et al. [27]: biological effectiveness of adjuvant
irradiation should be measured by the percentile decrease in
recurrence rate, rather than by improvements in the rate of
control, so demonstration of success in clinical trials of
adjuvant therapy is more likely the higher the recurrence
rate in untreated controls (no RT patients groups). This
should be taken into account when reporting and calculating
TCPs in adjuvant treatments in oncology. However, the
difficulty in establishing such a dose-response relationship
in postoperative breast RT may be relatively greater than for
some other solid tumours, given that: 
a) an unknown percentage of patients actually have no
residual cancer cells left following operation, while others
have a subclinical (microscopic) amount of residual tumour
cells that must be eradicated by radiation [27, 28]. This is an
inherent problem when analysing the results of any adju-
vant therapy;

b) dose-escalation studies are usually lacking, therefore any
information should be obtained only from randomised
controlled trials (RCT) of RT vs. no RT where a narrow range
of RT schedules has been used; and 

c) biological aggressiveness (ranging from elderly patients
with T1N0, grade 1 hormone-receptor positive tumours to
women with multiple positive nodes, hormone receptor
negative, HER2 positive tumours), variable surgical techni-
ques and skills amongst centres, chemotherapy/endocrine
regimes and timing and radiotherapy techniques are some
of the factors that may seriously affect the homogeneity of
clinical data in the randomised trials examined. In addition,
local recurrence could be the result of tumour regrowth of
within the initial tumour bed; or of tumour in the same breast
but outside the initial tumour bed, arising from cells existing
there at the time of initial treatment; or, finally, a de novo
development of a new tumour in the same breast. This
source of heterogeneity also contributes to an overall
decrease in the slope of the response curve. 

Therefore, given the heterogeneity of the clinical material,
the calculated α–value in this and similar studies is rather a
measure of an -effective value. Although an effective alpha
(α) of 0.07Gy-1 is seemingly characteristic of a low radio-
sensitivity cell population, an assumed homogeneous

Figure 2.
Fitted linear regression line corresponding to the 
-ln[-ln(TCP)] = -ln(No) + α * BED = -4.08 + 0.07* BED equation.
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radiosensitivity coefficient, (although not biologically sound)
is workable for the interpretation of clinical data, as has been
reported elsewhere [29]. 
We have also found that the pre-RT average clonogen
number per tumour is 59. This low value is also, in part, a
consequence of the “flattened out” population response
curve. A further reason for a low N0 value is that the residual
hierarchical status of differentiating tumours will cause
them to have quite small numbers of relatively undiffe-
rentiated regenerative cells [30].

The optimal fractionation

The optimal fractionation schedule for the postoperative RT
of early breast cancer remains undefined and is a subject of
wide variety in clinical practice. Yamada et al. [14] have
reported that the BED values for two RT schedules (α/β =4Gy
for breast cancer cells) are: 40Gy /16fr., BED=65Gy4, and
50Gy/25fr. BED=75Gy4. The 5-year local recurrence rates

were 12.7% vs. 6.8%, respectively. They concluded that the
latter fractionation schedule offers a smaller local recur-
rence rate of 6.8% vs. 12.7% that was obtained with the 40Gy
/16fr., i.e. a relative difference of (12.7-6.8)/12.7 = 46.5%. This
difference was not statistically significant (p=0.09). 

However, our current study is suggestive of a plateau in TCP
after nearly a BED of 90-100Gy4. It is noteworthy that in a
recent RCT by the EORTC (European Organization of Re-
search and Treatment of Cancer) 251 initial-stage breast
cancer patients with positive surgical margins after tu-
mourectomy, received whole breast RT of 50Gy/25 fractions
(BED=75Gy4) and were randomised to either a boost of 10Gy
(total BED=90Gy4) or a boost of 26Gy (total BED=114Gy4).
Although this study was of a rather low power (37 “events”
/ local recurrences) its results are suggestive of a plateau
in TCP after a RT with a BED of higher than 90Gy4 [31].

Estimates of alpha and beta coefficients, such as the ones
attempted in the present study, would probably contribute

Figure 3.
The calculated BED-TCP sigmoid curve based on data extracted from randomised trials of RT vs. no RT after tumourectomy for
early-stage breast cancer. Each spot corresponds to a randomised clinical trial.
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to more efficient reporting and comparisons of isoeffective
doses of various fractionation schedules employed in
accelerated partial breast RT. For example, a commonly
used fractionation schedule for partial breast RT is 34Gy in 10
fractions over 5 days (RT given twice daily) [10]. This schedule
gives a BED=63Gy4, (with incomplete repair between
fractions not taken into account -otherwise BED would be
somewhat higher- Ref. 17). This, according to Figure 3,
corresponds to a TCP of approximately 50%, meaning that a
failure rate without RT of, i.e. 20%, would become appro-
ximately 10% after this RT schedule. This, according to our
model, corresponds to a TCP of around 50%, which means
that a failure rate without RT of, e.g. 20%, would become
approximately 10% after this RT schedule. 

The clinical use of any breast RT schedule would be an issue
of further judgement based on a number of factors that
would influence clinical decision. Those factors are TCP,
normal tissue post-radiation effects, social and economic
factors and healthcare resources. Models such as the one
proposed in the present study could offer clinical guidance
and guidance for the planning and assessment of clinical
trials on adjuvant breast radiotherapy. 

Hypofractionated breast radiotherapy

Radiation oncologists outside the UK and Canada are
generally sceptical about using a RT regime with a higher-
than-standard (1.8-2Gy) dose per fraction. However, this has
more to do with personal judgment rather than with clinical
data and radiobiological analysis. One of the main principles
of radiobiology is that the late effects of normal tissues are
strongly dependent on the size of dose per fraction, so that
the higher the dose per fraction the greater the susceptibility
of healthy tissues to radiation. This is known as “fractionation
sensitivity”. Fractionation sensitivity of tissues is quantified
in terms of linear-quadratic (LQ) isoeffect formulation, by the
α/β ratio [17, 32]; the higher the sensitivity to the size of dose
per fraction, the lower the α/β ratio is. Late reacting normal
tissues (connective tissue, neural tissue, etc.) have an α/β
ratio of about 1.5-3Gy. Late post-radiation effects of breast
are fibrosis, oedema, tenderness, telangiectasia and a
combination of these effects, in addition to impaired
cosmesis and have an α/β =3Gy. It should be mentioned that
this discussion on hypofractionation does not apply to
treatment of lymphatic pathways due to the very high
fractionation sensitivity of the brachial plexus (neural tissue).
Acute radiation reactions in normal tissues such as the skin
or mucosa and squamous-cell carcinomas have an α/β ratio
of 10Gy. It has been shown (see above) by radiobiological
analysis of clinical data [5, 6, 16, 17, 32] that breast adeno-
carcinomas have an α/β ratio of around 4Gy, i.e. close to late
reacting normal tissues. Consequently, hypofractionation in
breast cancer may have a reasonable radiobiological
background as more tumour cells will be killed by a high
dose per fraction compared with the conventional 2Gy per
fraction, and would potentially compensate for repopulation

of tumour cells during RT. On the other hand, post-RT
reactions and side-effects are not worse, or might be a bit
better as START trials suggested, compared to standard RT
schedules.

Radiotherapy equipment: a vital final note

An important tool in the safe implementation of hypofra-
ctionated RT in early breast cancer is proper equipment.
Three-dimensional treatment planning allows for the
distribution of the prescribed dose in the breast and normal
tissues to be evaluated. In a randomised trial from the Royal
Marsden Hospital, three-dimensional (3D) IMRT Intensity
Modulated RT) against 2D dosimetry using standard wedge
compensators, were compared regarding late reactions
after whole breast RT. The 2D-arm patients were 1.7 times
more likely to have a change in breast appearance than the
IMRT-arm patients (p=0.008). Significantly fewer patients in
the 3D IMRT group developed palpable breast induration [33].
Another technique that could make breast RT courses
shorter is the accelerated partial breast irradiation (APBI),
which is defined as a radiation technique that employs
fractions higher than 1.8-2.0Gy per day to a partial volume
of the breast over a period of less than 5-6 weeks. The
rationale of this technique is to treat the lumpectomy cavity
and an adjacent margin of 1-2cm as the majority of breast
recurrences are diagnosed within this volume. The techni-
ques for APBI demand for a specific and high-tech equip-
ment and include interstitial implantation of radioactive
needles, MammoSite (the MammoSite system employs a
dual lumen spherical balloon-catheter which is placed in the
surgical cavity and filled with water; a high-dose-rate Iridium-
192 source in the central lumen delivers the RT in 10 fractions
over 5 days), targeted intraoperative therapy, intraoperative
electrons and photon beams with 3D conformal/IMRT
techniques [34]. The Intensity Modulated Partial Organ
Radiotherapy (IMPORT) trial is a randomised trial, currently
in progress in the UK, testing intensity modulated RT (IMRT)
and partial organ RT following breast-conserving surgery for
early breast cancer [35]. 
Modern equipment, although apparently expensive, offers
now more than ever the opportunity to exploit the principles
of clinical radiobiology and make Radiotherapy a cost-
effective treatment modality. This could be a useful guidance
for hospital managers in clinical oncology and is the current
trend in the NHS (National Health Service) in the UK. 

Note: The present work was partially based on our previous
work with Prof Roger Dale, from Imperial College
Healthcare NHS Trust London UK, published recently:
Plataniotis GA, Dale RG. Int J Radiat Oncol Biol Phys 2009;
75:512-517.
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INTRODUCTION

Anaplastic thyroid cancers (ATC) are undiffe-
rentiated tumors of the thyroid follicular epi-
thelium. In marked contrast to differentiated
thyroid cancers, anaplastic cancers are extre-
mely aggressive, with a disease-specific
mortality approaching 100 percent [1]. 
The annual incidence of anaplastic cancer is
about two per million persons [2, 3] and ac-
counts for only 2 to 5 percent of all thyroid
cancers. Patients with anaplastic cancer are
older than those with differentiated cancer; the
mean age at diagnosis is 65 years and less
than 10 percent are younger than 50 years.
Sixty to 70 percent of tumors occur in women
[4].

Approximately 20 percent of patients with
anaplastic thyroid cancer have a history of
differentiated thyroid cancer, and 20 to 30 per-
cent have a coexisting differentiated cancer [5].

Due to its dismal prognosis, there have been
different kinds of treatment modalities to
improve patient survival. The first treatment
option is to perform palliative surgeries of the
thyroid cancer, in order to reduce tumor bur-
den, however, many patients present with an
inoperable disease, and complete resection is
possible for only up to one-third of patients at
presentation [5]. After surgery, either radio-
therapy or chemotherapy or both could be
provided to prevent tumor progression and
further distant metastasis [6].

Do concurrent chemoradiotherapy with
docetaxel followed by docetaxel consolidation
chemotherapy improve the outcome of
anaplastic thyroid carcinoma patients?
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ABSTRACT

Background: Anaplastic thyroid cancers (ATC) are undifferentiated tumors of the thyroid
follicular epithelium which are extremely aggressive, with a disease-specific mortality
approaching 100 percent. A standardized successful protocol remains to be established and the
optimal sequence of multimodal therapy is still on debate.
This study was designed to evaluate the efficacy of concurrent chemoradiotherapy with
docetaxel in anaplastic thyroid carcinoma (ATC).
Patients & Methods: Eighteen ATC patients were enrolled into this study. They were first treated
with surgical debulking of the tumor if possible, followed by concurrent chemoradiotherapy
with docetaxel, conventionally fractionated radiation (60Gy in 2Gy fractions) to the gross or
residual primary disease and regionally involved lymph nodes was given, followed by 4 cycles
of docetaxel as consolidation chemotherapy in cases with no evidence of progression.
Results: Two patients (11.11%) had complete response (CR); nine patients (50%) achieved partial
response (PR); one patient (5.56%) remained stable; while disease progression was observed
in 6 patients (33.33%). The median overall and progression-free survival times were 7 [95% CI,
5.62-8.38] and 4 [95% CI, 2.62-5.38] months, respectively. Almost all patients had Grade I- II
dysphagia, while only three patients (16.67%) had Grade III. Hematological toxicity was relatively
mild where Grade I anemia and neutropenia were detected in 5 and 6 patients, respectively,
while Grade II was detected in 3 and 2 patients, respectively. 
Conclusions: This study showed that docetaxel concurrent with radiotherapy followed by
consolidation docetaxel is feasible and effective in patients with ATC.

Key words: anaplastic thyroid carcinoma; concurrent chemoradiotherapy; docetaxel; multimodal
therapy.
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Nevertheless, the aggressive nature and rarity of ATCs
make it difficult to compare patient outcomes, especially in
studies with small cohorts and short follow-up [7]. 
Doxorubicin is the most commonly used chemotherapy
shown to have efficacy against ATC as a radiosensitizing
agent, [8-11] but failed to show any significant improvement
compared with monotherapy in in vitro studies [12, 13]. In an
early study, external-beam radiation therapy alone or in
conjunction with doxorubicin radiosensitization did not show
any improvement in overall survival [5].
Docetaxel has reported a clinical efficacy against ATC, with a
promising survival therapy when compared to the current
reported median survival time of 5-6 months without
treatment [14, 15, 16]. 
This prospective study was conducted on patients with
anaplastic thyroid carcinoma (ATC) to study the efficacy of
concurrent docetaxel chemoradiotherapy followed by
consolidation docetaxel.

PATIENTS & METHODS

This prospective study was carried out in the oncology
center, Clinical Oncology and Nuclear Medicine Department,
Mansoura University, Egypt, in the period from January 2009
to June 2012; it included 18 patients pathologically confirmed
to have anaplastic thyroid carcinoma treated with maximal
debulking surgery followed by external radiotherapy
combined with docetaxel chemotherapy. 
Patients older than 20 years were eligible for this study if they
had pathologically confirmed ATC, no prior chemotherapy,
with measurable lesion that could be assessed according to
the Response Evaluation Criteria In Solid Tumors (RECIST) [17].
Before treatment initiation, all patients underwent a compu-
ted tomography scan of the neck, as well as of thorax and
abdomen, and additional sonography and magnetic reso-
nance imaging was performed in individual cases.

Surgery

Maximal debulking of all resectable gross tumor including
thyroid and cervical nodes was performed to control local
symptoms of neck mass or impending tracheal obstruction.

Treatment plan

All patients received standard external beam RT, a dose of
45Gy in 23 fractions to the neck and upper mediastinum
(given by 2-field anterior-posterior opposed photon fields,
extending from the tips of mastoid processes down to the
carina), followed by boost to the thyroid bed and any residual
disease to a total of 60Gy.
Radiotherapy was delivered with linear accelerator (6MV
photon).
Chemotherapy and radiotherapy began simultaneously.
Docetaxel was given intravenously in a dose of 20mg/m2/day
on days 1, 8, 15, 22, 29 and 36. The chemotherapy was given at
approximately 30-60 minutes before receiving radiotherapy.

Patients were required to have absolute neutrophil count
>_1500/μL without evidence of active infection, platelet count
>_100000/μL, Hb >9gram/dl, liver function; AST, ALT <2x upper
normal limit (UNL), total bilirubin <or equal 1.5x UNL, renal
function; serum creatinine <2mg/dl and Eastern Cooperative
Oncology Group (ECOG) performance status of 0 to 2.

Restaging was performed 6 weeks after chemoradio-
therapy and consisted of imaging of all tumoral sites
documented before therapy initiation. Assessment of
response was performed according to the RECIST criteria. 

In the absence of clinical or radiological evidence of pro-
gressive disease, consolidation docetaxel started 6 weeks
after chemoradiotherapy at 60mg/m2 intravenously over 1
hour every 21 days for 4 cycles. Chemotherapy was
administered only if the ANC was >_1500/uL, Hb >9 gram/dl
and platelet count was >_100,000/uL. Otherwise, treatment
was delayed for one week to allow hematological recovery. 

Evaluation of response and toxicity

Each patient underwent baseline evaluations, including a
complete physical examination, CT and/or MRI of the target
lesion. Tumor response was evaluated by clinical exami-
nation, neck CT scan or MRI 4 to 6 weeks after chemo-
radiotherapy. Patients were followed by imaging study with
CT scan or MRI every three months. Based on the Response
Evaluation Criteria In Solid Tumor, responses were
assessed and categorized as complete response, partial
response, stable disease, and progressive disease [17]. 

Radiation-related toxicities were graded according to the
Radiation Morbidity Scoring Criteria of the Radiation Therapy
Oncology Group (RTOG) [18], while chemotherapy toxicity
was recorded according to the National Cancer Institute
Common Toxicity Criteria (version 3.0) [19].

Endpoints

The primary endpoints were tumor response and survival,
whereas the secondary endpoint was treatment toxicity.

Statistical analysis

The statistical analysis of data was conducted using the
SPSS program for MS Windows version 17. The descriptive
data was delivered in the form of median ± SE for quantit-
ative data; and frequency and proportion for qualitative data.
Time to progression-free survival (PFS) and overall survival
were determined using the Kaplan-Meier method to provide
the median value and 95% CI. Survival curves were
calculated from life tables.

RESULTS

Between January 2009 and June 2012, a total of eighteen
female patients were enrolled into this study (Table 1). The
median age was 65 years (range, 55 - 74). Most patients
(67%) had Eastern Cooperative Oncology Group (ECOG)
performance status 2. Most of them presented with unre-
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sectable primary tumor (T4b 72%) and regional nodal
involvement (N1a 39%, N1b 61%). Debulking surgery was
performed for all patients. 
All patients had completed their course of chemoradio-
therapy except three; 2 of them died during treatment after
receiving 48Gy and 52Gy, respectively, while the third
received 54Gy.
The treatment outcomes of patients treated with concomi-
tant chemoradiotherapy (CCRT) were as follows: six patients
had progressive disease (33.33%), two of them (11.11%) died
during treatment, one due to airway obstruction because of
disease progression and the other died of aspiration
pneumonia during CCRT. Ten patients (55.56%) achieved
objective response; two had (11.11%) complete response
(CR); and the other eight (44.45%) achieved partial response
(PR). Two patients (11.11%) showed stable disease (Table 2).
Patients who expressed non-progressive disease received
consolidation chemotherapy, docetaxel 60mg/m2 every 3
weeks. The range of administered treatment cycles was 1 -
4. At the end of the treatment, the local control was assessed,
where eleven patients (61.11%) achieved objective response
[CR 2(11.11%), PR 9 (50%)] and only one patient (5.56%)
remained radiologically stable.
The median overall and progression-free survival were 7
[95% CI, 5.62-8.38] and 4 months [95% CI, 2.62-5.38],
respectively, whereas the mean overall and progression-
free survival were 8.2 [95% CI, 6.09-10.38] and 6 [95% CI,
3.93-8.07] months, respectively (Figures 1, 2).
Regarding side-effects during CCRT, hematological toxicity
was relatively mild where Grade I anemia and neutropenia
were detected in 5 and 6 patients, respectively; while Grade
II was detected in 3 and 2 patients, respectively. Almost all
patients had Grade I-II dysphagia, while only three patients
(16.67%) had Grade III and required hospitalization for
parenteral nutrition and fluid replacement. One patient
developed aspiration pneumonia during CCRT requiring
parenteral antibiotics and died from respiratory distress.
Mild vomiting was only detected in four patients (Table 3).

Table 2.
Tumor response to concurrent chemoradiotherapy.

Response No %
Complete response 2 11.11
Partial response 8 44.45
Stable disease 2 11.11
Progressive disease 6 33.33

Table 3.
Chemoradiotherapy-related toxicity.

Toxicities Grade I Grade II Grade III Grade IV
No % No % No % No %

Hematological
Anemia 5 27.78 3 16.67 0 0 0 0
Neutropenia 6 33.34 2 11.11 0 0 0 0
Thrombocytopenia 0 0 0 0 0 0 0 0
Non-hematological
Dysphagia 8 44.44 7 38.89 3 16.67 0 0
Vomiting 4 22.22 0 0 0 0 0 0
Dermatitis 5 27.78 2 11.11 0 0 0 0

Table 1.
Patient characteristics.

Patient characteristics No of patients = 18 Percent = 100%
Sex

Female 18 100%
Age (years)

Median 65
Range 55 - 74

ECOG performance status
1 6 33%
2 12 67%

Stage of primary tumor*
T4a 5 28%
T4b 13 72%

Nodal stage*
N0 0 0%
N1a 7 39%
N1b 11 61%

Overall stage of disease*
IV a 4 22%
IV b 14 78%

*Tumor and nodal disease extent based on the 6th edition of the
American Joint Committee Cancer Staging Manual.
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Radiation dermatitis was mainly confined to irradiated fields.
The irradiated skin showed various degrees of erythema
with hyperpigmentation. Five patients experienced Grade I
radiation dermatitis with only 2 patients developing moist
skin desquamation towards the end of treatment. All acute
reactions had completely subsided three to five weeks after
treatment completion.
During consolidation chemotherapy, myelosuppression -
especially neutropenia- was common, where 5 (41.67%)
patients had Grade I neutropenia; while 3 patients (25%)
developed Grade II. Grade I and II anemia were found in 4
(33.33%) and 2 (16.67%) patients, respectively, while Grade I
thrombocytopenia was recorded in three patients (25%). No
Grade III or IV toxicity was detected. 

DISCUSSION

Anaplastic thyroid cancer (ATC) is one of the most aggressi-
ve solid tumors that affect humans, with a median survival
in the order of 5 to 6 months following diagnosis with a 1-
year survival rate of about 10% [20].
Management of ATC is particularly difficult because patients
usually present with both extensive local disease and distant
metastases and the tumor often grows during treatment
and the cause of death for most patients is local tumor
invasion [21], so a standardized successful protocol remains
to be established and the optimal sequence of multimodal
therapy is still on debate [7].
In a study from Serbia, 16 inoperable ATC patients were

treated with radiotherapy at 60Gy, followed by doxorubicin
60mg/m2 and cisplatin 40mg/m2 every 3 weeks. The overall
response rate (ORR) was 25% (95% CI: 7-55). No toxic deaths
occurred or Grade 4 adverse events were reported after
radiotherapy. Grade 4 toxicity was seen in 3 patients after
chemotherapy. Median OS was 11.0 months (95% CI: 8.56-
13.44) [22].

A study from the Netherlands reported significantly impro-
ved local control and improved median survival with a
protocol consisting of locoregional radiotherapy in 46 fra-
ctions of 1.1Gy, given twice daily, followed by prophylactic
irradiation of the lungs in 5 daily fractions of 1.5Gy. Low-dose
doxorubicin (15mg/m2) is administered weekly during
radiotherapy, followed by adjuvant doxorubicin (50mg/m2)
3-weekly up to a cumulative dose of 550mg/m2 [9]. 

A recent study by Troch et al. [14] showed high efficacy of
concomitant treatment with docetaxel and radiation. They
performed a retrospective analysis of six patients with ATC
using docetaxel and external beam radiation, standard
external beam radiation of 60Gy was combined along with
docetaxel at 100mg fixed dose every 3 weeks for a total of six
cycles starting within the first week of radiation. The results
were remarkable, with only one patient having completed
radiation at the time of the report. Four patients achieved
complete remission and two partial response. After a
median follow up of 21.5 months (range, 2-40 months), five
patients were alive [14].

A prospective feasibility study at a single center included 7

Figure 1.
Overall survival.
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patients with anaplastic thyroid cancer who had received no
prior chemotherapy. They received docetaxel intravenously
at a dose of 60mg/m2 over the course of 1h every 3 weeks.
Treatment response was complete response in one patient,
stable disease in two and progressive disease in four. The
response rate was 14%, and the median time to progression
was 6 weeks (range, 1-50). Toxicity was tolerable [15]. 

In a prospective phase II study that included 13 ATC patients,
treated first with surgical debulking of the tumor if possible,
then concomitant chemoradiation with docetaxel, cisplatin (TP
regimen), conventionally fractionated radiation (60Gy in 2Gy
fractions) to the gross or residual primary disease and
regionally involved lymph nodes was given, followed by 4
cycles of consolidation chemotherapy (TP regimen) / 3 weeks.

The median survival was 16.8 months. After concomitant
chemoradiation, 7 patients (53.8%) achieved objective res-
ponse. Neutropenia (23%), anemia (15.3%), nausea and
vomiting (15.3%) and pharyngo-esophagitis (7.6%) were the
most severe Grade 3 and 4 acute toxicities recorded during
concomitant chemoradiation. Neutropenia (30.7%) and
anemia (23%) were the most pronounced Grade 3 and 4
toxicities during consolidation chemotherapy [23].

Another study has shown promising results with the combi-
nation of docetaxel, doxorubicin and radiation, where median
survival was 40 months, with 60% alive at 2 years, but most
patients were hospitalized for severe mucositis or infection [24].

A retrospective review study at a single referral center includ-
ed 100 patients with a diagnosis of ATC, where seventy-eight

patients received radiotherapy, with 58 receiving a total dose
of >_40Gy. Twenty-seven patients received chemotherapy, and
15 patients received multimodal therapy (surgery, radiothe-
rapy and chemotherapy). Survival rates by stage at 1 year
were 72.7% (stage IVA), 24.8% (stage IVB,) and 8.2% (stage IVC)
[25].

In a recently published retrospective review of the medical
records of 13 anaplastic thyroid cancer patients who were
treated at a single center and received multidisciplinary
treatment, five patients received doxorubicin-based definitive
concurrent chemoradiotherapy (CCRT), and eight received
surgery followed by postoperative RT or CCRT. The median
progression-free survival and overall survival were 2.8
months (95% CI, 1.2-4.4 months) and 3.8 months (95% CI, 3.0-
4.6 months), respectively. After CCRT, only one patient’s
condition remained stable, and rapid disease progression
was observed in the other four patients [26].

A retrospective study reviewed 44 ATC patients treated with
total thyroidectomy and cervical lymph-node dissection,
when feasible, combined with 2 cycles of doxorubicin
(60mg/m2) and cisplatin (100mg/m2) every 3 weeks, hyper-
fractionated (1.2Gy, twice daily) radiation to the neck and
upper mediastinum (46-50Gy), and then four cycles of
doxorubicin-cisplatin. Complete response after treatment
was achieved in 14/44 patients (31.8%). Eight patients had a
partial response (18.2%). Twenty-two (50%) had progressive
disease. Thirteen patients are still alive. Median survival of
the entire population was 8 months [27]. 

Figure 2.
Progression-free survival.
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Our results compared favorably with the results of other
series of concomitant chemoradiation [14, 15, 22, 26, 27],
whereas they were inferior in comparison to others [23, 24]
which may be explained by the use of combined chemo-
therapeutic agents concurrently with radiotherapy.
In a phase II study by Savvides et al., they assessed the
efficacy and toxicity of sorafenib in 16 pretreated patients
with anaplastic thyroid carcinoma, where disease control
rate (stable disease and partial response) was 40% and
toxicity was manageable [28]. 
So, sorafenib demonstrates an acceptable response rate in
anaplastic thyroid carcinoma and further clinical trials are
warranted, but due to the rarity of this tumor such a trial will
be hard to accomplish [29]. 
Also, the combination of pazopanib with microtubule
inhibitors such as paclitaxel produced synergistic antitumor

effects in ATC cells. These combined effects may reflect
enhanced paclitaxel-induced cytotoxicity mediated by cell
cycle regulatory kinase inhibition by pazopanib. These
results suggest that the pazopanib/paclitaxel combination
is a promising candidate therapeutic approach in ATC [30]. 

CONCLUSION

Preliminary results from this study show that docetaxel
concurrent chemoradiotherapy followed by consolidation
docetaxel is feasible and effective in patients with ATC and that
larger trials are warranted in order to judge the efficacy of this
combined approach. Further prospective multicenter clinical
trials are needed to elucidate an effective mode of treatment.
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INTRODUCTION

Bone is one of the most common sites of
distant metastases among patients with
cancer. Although bone metastases remain a

cause of considerable morbidity in patients
with almost all tumor types, prostate, breast,
and lung cancer are most frequently impli-
cated [1, 2]. It is estimated that up to 75% of
patients with advanced prostate or breast
cancer, and around 40% patients with advan-
ced lung cancer develop bone metastases [3].
Patients with bone metastases frequently
experience osteoclast-mediated bone destru-
ction and severe skeletal-related events
(SREs) such as pathological fractures, spinal
cord compression, hypercalcemia, and bone
pain requiring radiotherapy and orthopedic
surgery [4, 5]. Bone metastases and conse-
quent SREs are associated with unfavorable
prognosis, increased mortality, and decreas-
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ABSTRACT

Background: Patients with bone metastases secondary to solid tumors frequently experience
skeletal-related events (SREs). It is debatable whether the modest reduction in the rate of SREs
observed with a recently approved monoclonal antibody, denosumab, outweighs financial
implications associated with its relatively higher cost. In the current scenario of economic
slowdown and concerns around increasing healthcare expenditure, economic evaluation is
increasingly being utilized for healthcare decision-making. Here, we present an economic
evaluation of denosumab versus zoledronic acid for the treatment of bone metastases
secondary to solid tumors from a third-party payer perspective.
Patients & Methods: An Excel-based cost-effectiveness analysis including patients with bone
metastases secondary to breast, prostate, or other solid tumors was performed. Efficacy and
quality of life decrement inputs were based on the available literature; healthcare cost and
resource utilization inputs were obtained from the Greek healthcare system. One-way
sensitivity analysis was performed.
Results: In the base-case analysis, denosumab had an incremental cost per quality-adjusted
life year of €56,818 for breast cancer; €61,296 for prostate cancer; and €80,830 for other solid
tumors. Incremental costs per SREs avoided in relation to zoledronic acid were €3614, €4889,
and €4854 for breast cancer, prostate cancer, and other solid tumors, respectively.
Conclusions: Economic analysis presents an opportunity to evaluate alternative options to
facilitate decision-making and opt for the choice offering best value for money. At a threshold
of €30,000, denosumab was not a cost-effective option for the prevention of SREs in patients
with bone metastases secondary to solid tumors from a Greek third-party payer perspective.
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acid.
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ed quality of life (QoL) in terms of mobility, independence,
and social functioning [5, 6].

Considering the great morbidity associated with bone
metastases, therapeutic management assumes high clinical
importance [2]. The aim of treatment for bone metastases is
to not only manage skeletal morbidity by delaying or pre-
venting SREs but also to improve overall QoL. The different
treatment options for patients with bone metastases include
radiation therapy, analgesics, surgery, and bisphosphonates
[7]. The latter provide relief from bone pain by inhibiting
osteoclast activity, which induces pathological bone condi-
tions in bone metastases, and consequently reducing the risk
of fractures and other complications [8]. Zoledronic acid
(Zometa®, Novartis), a bisphosphonate, is an approved bone-
targeted pharmacological treatment to prevent SREs
secondary to advanced solid tumors in patients with bone
metastases [9].

Denosumab (Xgeva®, Amgen) is a human monoclonal
antibody that inhibits osteoclast-mediated bone resorption
by binding to the receptor activator of nuclear factor kappa-
B ligand (RANKL) and prevents local bone destruction [10].
Data from three pivotal phase III, randomized controlled
trials reveals that denosumab is more effective in reducing
the incidence of SREs compared to zoledronic acid in pa-
tients with solid tumors [11-13]. In these studies, denosumab
demonstrated a statistically significant and clinically mean-
ingful improvement in preventing SREs compared to zole-
dronic acid in breast cancer [11]; prostate cancer [12]; and
other solid tumors [13]. Subsequently, denosumab has been
approved in Europe for the prevention of SREs in adults with
solid tumors to prevent serious complications caused by
bone metastases [14].
Greece, like other member States in the European Region, is
facing a formidable financial crisis and many cost-contain-
ment measures have been implemented in all fiscal sectors,
with health being one of them. In the healthcare sector the
main emphasis is on the control of pharmaceutical prices
and efforts are made to maximize value for money [15]. In an
attempt for the Greek NHS to establish evidence-based
prescribing behaviors, the introduction of positive lists has
been implemented in pharmaceuticals in March 2013 with
cost-effectiveness analysis as the main criterion for medicine
categorization [16].
Cost-effectiveness analysis represents a robust metho-
dology to quantify the relative benefits and costs of new
treatments in comparison to standard-of-care options.
Economic modeling provides essential information to
determine which treatments generate more value for the
money spent per patient. Cancer trials rarely collect enough
data on treatment costs and consequences for rigorous
economic assessment; thus, mathematical modeling is re-
quired to support decision-making [16]. It is debatable
whether the modest reduction in the rate of SREs with
denosumab, as has been observed in the head-to-head
comparisons with zoledronic acid, outweighs financial impli-

cations associated with its relatively higher cost (nearly twice
the cost of zoledronic acid in the USA) from a payer’s
perspective in order to consider denosumab as a new option
for standard of care [18]. None of the studies compared the
cost-effectiveness of denosumab versus zoledronic acid in
patients with advanced solid tumor complicated with bone
metastases in Greece. The aim of this study was, therefore,
to perform a literature-based economic evaluation of
denosumab versus zoledronic acid in patients with bone
metastases secondary to breast cancer, prostate cancer, and
other solid tumors.

METHODS

We adopted an Excel-based model developed by Lothgren et
al. [19] to perform a cost-effectiveness analysis simulating
the outcomes to reflect the Greek third-party payer
perspective. In the model-based economic evaluation,
Lothgren et al. compared denosumab with zoledronic acid
for the prevention of SREs in patients with bone metastases
in the Netherlands [19]. For our analysis, we used efficacy
and QoL decrement inputs available from this model, and
healthcare cost and resource utilization inputs from the
Greek healthcare system. Specifically, for both interventions
-denosumab and zoledronic acid- the costs associated with
drug acquisition, administration, SREs, and patient monito-
ring were taken into account. Since economic consequences
of treatments were evaluated from a third-party payer
perspective, only direct medical costs were included. The
time horizon of analysis was 22.5 months for breast cancer,
14.5 months for prostate cancer, and 9 months for other solid
tumors. All analyses were performed using Microsoft Excel
2003.

Efficacy and QoL decrement inputs

For both the interventions, efficacy and QoL decrements
associated with each SRE type and tumor type were
obtained from the Lothgren et al. study [19]. In the model
parameters of the Lothgren et al. study, probabilities of
having each type of SRE and discontinuation rates of therapy
were mainly extracted from the results of the three pivotal
phase III clinical trials aimed at evaluating the efficacy of
denosumab versus zoledronic acid for the prevention of
SREs in solid tumor patients with bone metastases [11-13].
The trial-based annualized SRE-rates (first and subsequent
SREs) for denosumab were 0.35, 0.47, and 0.55, and those
for zoledronic acid were 0.45, 0.59, and 0.65 in breast cancer,
prostate cancer, and other solid tumors, respectively. The
relative distribution of SRE types by solid tumors was
considered identical for both denosumab and zoledronic acid.
The distribution of SRE types is presented in Table 1.

Further, owing to lack of data from clinical practice,
discontinuation rates of therapy for the Lothgren et al. study
were also obtained from published clinical trials [11-13].
Such trial-based discontinuation rates (per model cycle,
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denosumab vs. zoledronic acid) for breast cancer, prostate
cancer, and other solid tumors were 0.0216 vs 0.0219; 0.0310
vs 0.0359; and 0.0465 vs 0.0472, respectively. The relative
values for QoL decrements were identical for both
denosumab and zoledronic acid (Table 2).

Healthcare cost and resource utilization inputs

For the base-case analysis, the drug acquisition cost of
zoledronic acid was calculated based on the hospital price of
€196 per 4mg vial (including 5% social insurance price)
available from the latest price-bulletin issued by the Greek
Ministry of Health, and excluded the value-added tax (as it
represents a transfer price) [20]. As denosumab was not
available in the market, a hypothetical price was considered.
Based on the summary of product characteristics, the first
injection of denosumab is to be delivered in the hospital,
while the remaining injections are to be administered under
the responsibility of a healthcare professional [14]. Therefore,
another scenario was considered where denosumab was
assumed to be obtained from community pharmacists
except for the first one. For the base-case analysis, it was
deemed that denosumab is obtained and reimbursed as a
hospital-administered therapy by the pharmacy depart-
ments of the EOPYY (the main healthcare fund). For the
sensitivity analysis, it was considered that denosumab is

obtained and reimbursed from the community pharmacists
(based on the following formula: [hospital price χ 2% χ 8%] +
€30). In the third scenario, the price of generic zoledronic acid
was set at €78.40 per vial (40% of the branded product price),
as zoledronic acid is going off-patent in 2013. The drug
acquisition cost of denosumab was calculated as €304.82 per
120mg (obtained from the April 2012 drug price bulletin) [21].

In our analysis, we also included administration cost for both
interventions. The administration cost for zoledronic acid
was set at €80 per intravenous infusion, which reflects the
day-case treatment cost according to the most recent tariffs
[22]. This cost includes all hospital administration and
monitoring charges as well as additional costs such as
personnel costs for nurse, doctor, etc, and the cost of
creatinine clearance. The administration cost of denosumab
included only the cost of a healthcare professional visit,
which was set at €10 based on the latest Government
Gazette Issue [23]. Moreover, the reimbursement costs
associated with pathological fracture, surgery to bone, and
spinal cord compression were obtained from the
corresponding diagnosis related groups (DRGs) tariffs
issued recently by the Greek Ministry of Health [22]. In
particular, the following DRGs were used in the model:
pathological fracture, €2,942 (DRG code, M79M); surgery to
bone, €7,063 (M09Ma); and spinal cord compression, €5,442

Table 1.
Distribution of SRE types.

SRE type Breast Prostate Other solid tumors
Pathological fracture 64.50% 36.30% 35.60%
Radiation to the bone 29.40% 55.10% 51.30%
Surgery to the bone 3.80% 1.10% 6.40%
Spinal cord compression 2.30% 7.50% 6.70%
Total 100% 100% 100%

SRE, skeletal-related event.

Table 2.
QALY decrements associated with SREs [19].

Cancer type Pathological Radiation Surgery to Spinal cord Composite
fracture to bone bone compression (weighted average)

QALY loss / SRE
Breast cancer 0.045 0.092 0.130 0.113 0.064
Prostate cancer 0.052 0.097 0.076 0.088 0.080
Other solid tumors 0.041 0.070 0.036 0.108 0.060

SRE, skeletal-related event; QALY, quality-adjusted life year.
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(N03M). For outpatient radiation to bone, a cost of €365 was
calculated as per the relative Government Gazette Issue
(290€ [radiotherapy planning] + 15 [radiotherapy sessions] *
5€ [cost/session]) [23].

Outcomes and sensitivity analysis

The primary outcome in our analysis was incremental cost-
effectiveness ratio (ICER) including total cost per quality-
adjusted life year (QALY) gained and per SRE avoided. A
€40,000/QALY threshold is the commonly used standard,
whereas a €60,000/QALY threshold corresponds to three
times the per capita gross domestic product (GDP) in Greece,
as recommended by the World Health Organization [24, 25].
In the context of the current economic crisis, a much lower
threshold of €30,000/QALY was considered.

One-way sensitivity analyses were conducted to test the
impact of denosumab cost on the primary outcome, and
determine the minimum hospital price of denosumab at
which this therapy could become a potential cost-effective
alternative relative to zoledronic acid at the willingness-to-
pay threshold of €30,000 for all tumor types.

RESULTS

Scenario 1: Denosumab is obtained and reimbursed as a
hospital-administered therapy

The results of the base-case analysis where denosumab is
obtained and reimbursed as a hospital-administered therapy
by the pharmacy departments of the EOPYY are presented in
Table 3.

Although denosumab is more effective than zoledronic acid,
it is also a more expensive option. Drug acquisition accounted
for 62%, 65%, and 52% of the total treatment cost in breast
cancer, prostate cancer, and other solid tumors, respectively.
The corresponding percentages for zoledronic acid were 56%,
57%, and 46%, respectively. Denosumab resulted in an
incremental cost per QALY of €56,818 (breast cancer), €61,296
(prostate cancer), and €80,830 (other solid tumors), indicating
that denosumab cannot be considered a cost-effective
alternative for the prevention of SREs at a threshold of
€30,000. Despite offering less cumulative SREs compared
with zoledronic acid, denosumab was unable to achieve a
favorable ICER of €30,000 or less. Costs per SRE avoided in
relation to zoledronic acid were €3,614 (breast cancer), €4,889
(prostate cancer), and €4,854 (other solid tumors).

Scenario 2: Denosumab is assumed to be obtained from
community pharmacists for subsequent injections
except for the first one

In this scenario, the ICERs were €136,752 (breast cancer),
€112,414 (prostate cancer), and €163,993 (other solid
tumors). Additional costs per SRE avoided in relation to
zoledronic acid were €8,699 (breast cancer), €8,966 (prostate
cancer), and €9,847 (other solid tumors).

Scenario 3: Zoledronic acid is available at generic prices
following patent expiration in 2013

When a generic price was applied for zoledronic acid, an
ICER per QALY for denosumab over zoledronic was €279,114
(breast cancer), €198,431 (prostate cancer), and €328,364
(other solid tumors). In this scenario, costs per SRE avoided
in relation to zoledronic acid increased to €17,755 (breast
cancer), €15,827 (prostate cancer), and €19,717 (other solid
tumors) (Table 4). Similar to the findings in the previous
scenarios, denosumab was not found to be cost-effective at
a threshold of €30,000, as drug-acquisition costs remained
considerably high with respect to zoledronic acid.

Sensitivity analysis

The one-way sensitivity analysis revealed that in scenario 1
(the first injection of denosumab is delivered in a hospital
and the remaining injections are delivered on an ambulatory
basis), denosumab becomes cost-effective at the hospital
price of €290 for breast cancer and €280 for prostate cancer
and other solid tumors, when the drug is obtained from
EOPYY pharmacies.

DISCUSSION

Cost-effectiveness analyses are being increasingly applied
by decision-makers in an effort to quantify and compare the
value of outcomes and evaluate the financial value of
different treatments from the payer’s perspective. In the
present study, we employed cost-effectiveness analysis to
determine the value for money of denosumab for Greek
patients with bone metastases secondary to advanced solid
tumors. According to the economic analysis, when deno-
sumab is more effective (ie, higher QALY) and less costly
than zoledronic acid, it is considered the “dominant” treat-
ment. When denosumab is less effective and more costly, it
is considered a “dominated” treatment. When denosumab
is associated with higher QALY and higher cost, it is
considered “cost-effective” only when the ICER is lower than
a specific predetermined threshold (€30,000/QALY).

The findings of our analysis indicate that, although deno-
sumab was more efficacious, it is associated with high drug
acquisition costs and therefore, is not a cost-effective
alternative to zoledronic acid (based on the established
willingness-to-pay threshold of €30,000 per QALY gained). In
the base-case scenario, denosumab reported an incremental
cost per QALY of €56,818 (breast cancer), €61,296 (prostate
cancer), and €80,830 (other solid tumor), and was unable to
achieve a favorable ICER of €30,000 or less as compared to
zoledronic acid. These findings are consistent across all
tumor types and treatment scenarios. It must be noted that
in Greece, thus far, no normative cost-effectiveness
threshold exists. In the literature, different thresholds for
cost-effectiveness are used, and are considered to be
country-dependent (UK NICE recommends a threshold of
£20,000-30,000 per QALY gained) [26].
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Other studies have assessed the cost-effectiveness of
denosumab compared to zoledronic acid in the prevention of
SREs in solid tumor patients with bone metastases using
registration trial data; the majority of these studies provide
robust findings that may translate to the Greek setting [27-
30]. Economic studies by Xie et al. have shown that deno-
sumab is not a cost-effective treatment option compared to
zoledronic acid for patients with breast and hormone-
refractory prostate cancers because of its high cost [27, 28].
The base-case scenario of the breast cancer study provided
an incremental cost per SRE avoided amounting to €86,695

[27]. The hormone-refractory prostate cancer study reported
an ICER of €53,720, which was cost-effective only for 0.3% of
total cases at the threshold of €30,000 [28]. Further, Snedecor
et al. reported that the use of denosumab in patients with
breast cancer was also associated with a higher ICER
compared with zoledronic acid (€527,530) [29]. Snedecor et al.,
in a recent analysis for the patients with castration-resistant
prostate cancer (CRPC), estimated a cost per QALY of €800,742
(base-case scenario), raising questions regarding the careful
considerations of pharmacoeconomic values for the use of
denosumab in CRPC [30].

Table 3.
Results of base-case scenario as concerns the acquisition and reimbursement of denosumab.

Breast cancer Prostate cancer Other solid tumors
Denosumab Zoledronic Difference Denosumab Zoledronic Difference Denosumab Zoledronic Difference

acid acid acid
Total SRE cost (€) 4,660 5,130 -470 2,720 2,997 -277 2,939 3,095 -156
Total drug cost (€) 7,593 6,415 1,178 5,050 4,000 1,050 3,139 2,615 525
Total cost (€) 12,254 11,545 708 7,770 6,997 772 6,079 5,710 369
Total QALY lost -0.124 -0.136 0.012 -0.124 -0.136 0.013 -0.086 -0.091 0.005
due to SRE*
Cost per QALY 56,818 61,296 80,830
gained (€)
Cost per SRE 3,614 4,889 4,854
avoided (€)

*First injection of denosumab is delivered at the outpatient hospital department and the remaining injections are delivered by a healthcare professional on an
ambulatory basis (denosumab is obtained from EOPYY pharmacy departments). The horizon of this analysis is on average 22.5 months for breast cancer, 14.5
months for prostate cancer, and 9 months for other solid tumors. SRE, skeletal-related event; QALY, quality-adjusted life year.

Table 4.
Results for scenario 3 - applying generic price for zoledronic acid.

Breast cancer Prostate Other solid tumors
Denosumab Zoledronic Difference Denosumab Zoledronic Difference Denosumab Zoledronic Difference

acid acid acid
Total SRE cost (€) 4,660 5,130 -470 2,720 2,997 -277 2,939 3,095 -156
Total drug cost (€) 7,593 3,643 3,950 5,050 2,272 2,778 3,139 1,485 1,654
Total cost (€) 12,254 8,774 3,480 7,770 5,269 2,501 6,079 4,580 1,498
Total QALY lost -0.1236 -0.1361 0.0125 -0.1236 -0.1362 0.0126 -0.0860 -0.0906 0.0046
due to SRE*
Cost per QALY 279,114 198,431 328,364
gained (€)
Cost per SRE 17,755 15,827 19,717
avoided (€)

SRE, skeletal-related event; QALY, quality-adjusted life year.
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In contrast, Stopeck et al. have considered denosumab as a
cost-effective treatment option in the prevention of SREs in
patients with CRPC, breast cancer, and non-small-cell lung
cancer (NSCLC) from a US managed care perspective [31]. It
is apparent that this finding does not necessarily reflect the
local perspective of Greek payers, as the model was
intended to evaluate the circumstances considering local
budgets and economic trends from the US payer’s
perspective. Also, the SREs and drug administration QALY
decrements reported in this study were based on time trade-
off rather than EQ-5D data from the phase III clinical trials.
Nevertheless, the costs per QALY gained for denosumab
compared to zoledronic acid in this study for CRPC (€37,366),
breast cancer (€59,685), and NSCLC (€51,377) remained
costly at a threshold of €30,000/QALY from the Greek payer’s
perspective [31].
The present analysis conducted for the Greek setting has
considered the above findings and made the best possible
attempt to adhere to the standard recommendations for
economic modeling. However, the model cannot substitute
“real-life” direct comparisons among the alternative
treatments. Hence, post-launch observational studies are
needed to verify the conclusions obtained from analyses
such as the one presented in this paper. Moreover, another
limitation of the present analysis was that we assumed that
the clinical outcomes obtained from the clinical trials and
model assumptions used by Lothgren et al.were applicable
to the Greek healthcare setting. However, in the absence of
studies comparing denosumab and zoledronic acid for the

prevention of SREs in the Greek population, the methodology
followed in the present study was the most transparent way
to perform a localized cost-effectiveness analysis. Finally, it
should be noted that the results of this analysis are strictly
applicable to the Greek setting and are derived on the basis
of the present time resource and drug prices. Among all
inputs, the model results were more sensitive to drug costs.
If any of the underlying parameters change, so may the
results and conclusions of this analysis.

Despite the above limitations, it should be mentioned that
conducting a cost-effectiveness analysis is an important
element of innovation that may be used by decision-making
bodies to reward treatments that provide value for money at
both at the micro- and macro-economic levels.
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Neuroendocrine cells (highly specialized cells
with both neural and endocrine characte-
ristics) are located in different organs such as
the digestive and respiratory tracts, thymus,
skin, ovaries as well as in endocrine glands
such as the adrenals, pancreas, thyroid,
parathyroids, and pituitary. Although their
relative percentage within the gastrointestinal
epithelium is only 1%, the neuroendocrine
cells of the digestive tract form the major
endocrine organ of the human organism.
Furthermore, they are more concentrated at
certain sites such as the gastric fundus-
corpus, the proximal duodenum, the papilla
of Vater, the terminal ileum, the appendix, the
lower rectum and the pancreas. These cells
receive neuronal signals-neurotransmitters
and respond by releasing different molecu-
les-hormones in the blood for regulatory
purposes. This diffuse neuroendocrine cell
system is responsible for the integration
between the nervous and the endocrine
system, a process known as neuroendocrine
integration [1]. 
Although relatively uncommon, as compared
with other tumors, the incidence of NETs
appears to be rising. Based on an analysis of
data from the Surveillance Epidemiology and
End Results database, Yao and his colleagues
estimated the incidence of NETs in the USA to

be 5.25 cases per 100,000 population in 2004,
an increase from 1.04 per 100,000 in 1973 [2].
This increase may in part be due to improved
diagnostic skills and improvements in classi-
fication of these tumors. Whether changes in
dietary habits, environmental factors, and use
of certain medications such as proton pump
inhibitors resulted in increased reported
incidence of NETs of various types is unknown
[2]. 
Neuroendocrine gastrointestinal tumors have
classically been divided into carcinoid tumors
and endocrine pancreatic tumors. Despite
great behavioral differences between the two,
they are grouped together as gastroentero-
pancreatic neuroendocrine tumors (GEP-NETs)
because of cell structure similarities [3]. In the
past, NETs of the ileum and the appendix were
the most common GEP-NETs but recent
studies revealed that probably gastric, small
bowel and rectum NETs are more frequent.
Apart from GEP-NETs and NETs of lungs, more
rare entities are the thymus NETs, the myeloid
thyroid cancer and the pheochromocytomas.
Locations such as the esophagus, gallbladder,
biliary ducts, liver, genital tract and skin are
very rare so that it is uncertain whether they
comprise primary tumors or metastases of
occult or clinical undetectable primaries [4].
Almost 10% of NETs are of unknown primary
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site. They usually present with liver metastases, they are
mainly well-differentiated and most of them finally represent
GEP-NETs. The majority of NETs are sporadic, but can be a
component of a familial genetic syndrome such as multiple
endocrine neoplasia (MEN) 1 and 2, Von Hippel-Lindau (VHL)
disease and neurofibromatosis (NF) type 1. When there is
evidence of such a syndrome (family history, multiple NETs)
patients should be considered for germline DNA testing
following genetic counseling. The mean age of onset is the
fifth-sixth decade with the exception of the appendiceal
carcinoids and the NETs in familial syndromes where the
appearance is 15-20 years earlier [1, 5].

NETs have the ability to synthesize, store and secrete a
variety of peptides and neuroamines, which can lead to the
development of distinct clinical syndromes by the so-called
‘functioning’ tumors (F-NETs). However, most NETs produce
but do not secrete at least sufficient amounts of biologically
active substances and these ‘non-functioning’ tumors (NF-
NETs) are diagnosed relatively late due to symptoms of
mass effects and distant metastases and thus they have
worse prognosis. Even in the case of functioning tumors
individual symptoms can be mild or may not be evident at
the time of assessment. Moreover, in most cases of gastro-
intestinal (GI)-NETs, serotonin (5HT), tachykinins, kallikrein,
prostaglandins and other bioactive molecules can reach the
systemic circulation and cause the clinical syndrome known
as carcinoid only late in the course of the disease. In con-
trast, bronchopulmonary and ovarian NETs are associated
with early manifestations due to the direct disposure of the
bioactive molecules to the systemic circulation, bypassing
the liver. Functioning GEP-NETs are named by the secreting
hormone which is also responsible for the clinical syndro-
me. Therefore, they are called insulinomas, glucagonomas,
gastrinomas, serotoninomas and somatostatinomas. In
addition, they can produce ectopic hormones, such as
vasoactive intestinal polypeptide (VIP), ACTH or GH-releasing
factor. 
Carcinoid syndrome includes flushing, diarrhea, cardiac
fibrosis and bronchospasm. Lung and thymic NETs can cau-
se Cushing’s syndrome or acromegaly. Gastrin secretion
can lead to Zollinger-Ellison syndrome (peptic ulceration,
diarrhea, abdominal pain). Somatostatinomas are asso-
ciated with glucose intolerance, gallstones and steatorrhea.
VIPomas are characterized by watery diarrhea, hypokalemia
and achlorhydria. Insulinomas lead to hypoglycemic crisis,
while glucagonomas to glucose intolerance and migratory
necrolytic erythema [6, 7].
Therefore, NETs present clinically in a very heterogeneous
way depending on site of origin, the presence and sites of
metastasis, the existence of a hereditary syndrome, tumor
functionality and the type of hormone that they produce.
However, a large proportion of NETs is discovered inci-
dentally in the framework of routine examinations or on the
occasion of monitoring a coexisting disease.
In this review we will focus mostly on the diagnosis, classi-

fication and recent treatment developments of gastroentero-
pancreatic neuroendocrine tumors.

IMMUNOHISTOLOGICAL CRITERIA

Immunohistochemically neuroendocrine cells are characte-
rized by a strong and diffuse expression of neuroendocrine
markers such as synaptophysin and chromogranin A (CgA).
CD56 has recently proven to be less specific. In contrast to
synaptophysin, CgA is inhomogeneously expressed in the
cytoplasm of tumor cells but it can also be lacking, since its
expression depends on the number of neurosecretory gra-
nules in the cell and on the cell type. In small cell NE carci-
noma of the lung, generally in all the poorly differentiated
NETs (due to low density of secretory granules) and in rectal
NETs (due to specific cell origin) CgA is usually absent. Some
tumors, as mentioned above, may also be immunohisto-
chemically positive in specific peptide hormones or bioami-
nes such as insulin, glucagon, somatostatin, VIP, serotonin,
gastrin but they do not produce the respective syndromes.
Thus, immunohistochemical staining is not the only criterion
for definitive tumor classification. For example, if a tumor
stains for gastrin but does not produce symptoms of the
Zollinger-Ellison syndrome, it should not be considered a
gastrinoma but rather a gastrin-secreting NET. Immuno-
staining for these hormones is optional for the diagnosis of
NETs, but it can help find the primary tumor site if performed
in a liver or lymph node biopsy. For example, serotonin
positivity suggests a primary in the ileum; gastrin a primary
in the duodenum or the pancreas; and PP/glucagon in the
pancreas. Other markers are TTF-1 for lung primary, CDX2
for intestinal or pancreatic origin, PDX1 or Isl1 for pancreatic
primaries and S-100 for gangliocytic paragangliomas.
Several other newer markers have been reported to have
prognostic value in NETs. CK19 (cytokeratin-19) is a marker
of pancreatic ductal epithelium but also transiently
expressed in islet cells. Its expression has been shown to
correlate with worse survival in pancreatic NETs. Poorly
differentiated neoplasms have more limited expression of
these neuroendocrine markers and they lose their resem-
blance with the cells of origin [8, 9]. Following diagnosis of
the neuroendocrine nature of the tumor, the differentiation
and proliferation profiles have to be determined. Since early
disease can be cured by surgery alone and since most NETs
are already advanced when diagnosed, the right classi-
fication is crucial as it implies the therapeutic strategy. 

NET CLASSIFICATION AND STAGING

Previous classification and nomenclature of NETs was
complex and confusing, in part because it was specific of
the organ where the tumor arises. Site-specific proposals
differed in terminology and in the criteria for histological
grading and staging, resulting in morphologically similar
neoplasms being classified differently based on the site of
origin. Stage and grade are the main prognostic factors of
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NETs but until recently there was not one single system of
nomenclature [7]. However, features such as tumor
proliferative rate and local extent are now generally similar.
The latest World Health Organization (WHO) classification of
2010 has adopted the staging system proposed by the
European Neuroendocrine Tumor Society (ENETS), which is
similar to most other non-neuroendocrine epithelial
neoplasms, and a grading system applicable to most of
these tumors [7, 9-10] (Table 1). This ENETS grading
proposal was adopted also by the AJCC but the staging
proposal was modified, without clear evidence of which one
better separates prognostically the different groups. NETs
are generally classified according to the site of origin and

histology. The classification for bronchial and thymic
neuroendocrine tumors is presented in Tables 2 and 3.

According to the ENETS grading scheme, pure NETs are
separated in well-differentiated (subdivided to low-G1 and
intermediate-G2 grade) and poorly differentiated which are all
high-G3 grade and are named neuroendocrine carcinomas
(NECs). The latter are subdivided into small- and large-cell
carcinomas. When there is a non-endocrine component,
usually adeno- or squamous cell carcinoma, these neo-
plasms are called mixed neuroendocrine carcinomas and
mainly behave like carcinomas without endocrine component
and must be distinguished from the pure NETs [9, 10]. In
general, the well-differentiated NETs are much more

Table 1.
Histological classification of neuroendocrine tumors.

Differentiation Grade Mitotic count Ki-67 index (%) ENETS/WHO
Well-differentiated Low grade (G1) <2 per 10 HPF <_2 Neuroendocrine tumor, grade 1 (G1)

Intermediate grade (G2) 2-20 per HPF 3-20 Neuroendocrine tumor, grade 2 (G2)
Poorly differentiated High grade (G3) >20 per HPF >20 Neuroendocrine carcinoma, grade 3 (G3), small cell

Neuroendocrine carcinoma, grade 3 (G3), large cell

ENETS, European Neuroendocrine Tumor Society; WHO, World Health Organization; HPF, high-power fields.

Table 2.
Histological classification of bronchial neuroendocrine tumors. 

Differentiation Grade Mitotic count (per 10 HPF) Necrosis ENETS/WHO
Well-differentiated Low grade (G1) <2 AND Absent Typical carcinoid (TC)

Intermediate grade (G2) 2-9 OR Present (focal) Atypical carcinoid (AC)
Poorly differentiated High grade (G3) >9 OR Present (extensive) Large cell neuroendocrine carcinoma (LCNEC)

>50 OR Present (extensive) Small cell neuroendocrine carcinoma (SCNEC)

ENETS, European Neuroendocrine Tumor Society; WHO, World Health Organization; HPF, high-power fields.

Table 3.
Histological classification of thymic neuroendocrine tumors.

Differentiation Grade Mitotic count (per 10 HPF) ENETS/WHO
Well-differentiated Low grade (G1) <10 Typical carcinoid (TC)

Intermediate grade (G2) 10-20 Atypical carcinoid (AC)
Poorly differentiated High grade (G3) >20 Large cell neuroendocrine carcinoma (LCNEC)

Small cell neuroendocrine carcinoma (SCNEC)

ENETS, European Neuroendocrine Tumor Society; WHO, World Health Organization; HPF, high-power fields.
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common (by a rate of 10:0.5) than the poorly differentiated
NECs. However, at certain locations such as the esophagus,
the colon or the lungs the poorly differentiated NECs are more
frequent than their well-differentiated counterparts. 
Neuroendocrine tumor grading by the ENETS/WHO system
is based on proliferative rate, measured by mitotic activity
and/or the Ki67 labeling index [9, 10]. According to the WHO
guidelines, mitotic activity is measured on 40 to 50 high
power fields (HPF) and is reported as the number of mitoses
per 10 HPF or per 2mm2. However, it may not be possible to
calculate the mitotic rate when the amount of tumor tissue
is inadequate. The Ki67 index should be assessed in 2000
cells and is reported as the percentage (%) of the neoplastic
cells labeling for this proliferation marker. If there is
intratumoral disparity, the regions with the highest rates
(“hot spots”) of the mitotic rate and Ki67 index should be
counted and the higher grade should be assigned [11].
Mitotic activity can be assessed only in large enough biopsy
specimens or after surgery, and there is no general
agreement as to the cutoff values that best separate
different grades, especially among NETs of different origin.
For example, the cutoff of poorly differentiated GEP NETs is
20/10 HPF but for bronchial NETs it is 10/10. Even though
there is no quality difference in grading assessment
between mitotic counting and Ki67 labeling, the latter offers
several advantages but when there is sufficient tumor,
accurate mitotic counting is preferred. Also the WHO
classification of lung and thymus tumors relies only on
mitotic rate, but for GEP-NETs mitotic rate and Ki67 are
equally used. In case of discordance between these two
methods, the WHO recommends using the higher grade. 
Well-differentiated NETs include tumors that were tradi-
tionally referred to as carcinoid (G1) and atypical carcinoid
(G2). The term carcinoid tumor remains in use, both in the
official WHO classification of NETs of the lung and thymus
and even though it is not in the official terminology for NETs
of other sites, it still remains a synonym of widespread
usage [9]. These well-differentiated tumors may have
similar histological characteristics but are different in
pathogenesis and biological behavior. They generally have
an indolent course and good prognosis with an overall five-
year survival of 67% but, as NETs of the digestive tract
represent a very heterogeneous group, they can have a
varying spectrum of aggressiveness. Despite their slow-
growing pattern, more than 40% will have already
metastasized by the time of diagnosis, mainly to the liver.
This is the reason why the term carcinoid has been
criticized, as it does not describe the potential malignant
behavior. In contrast, poorly differentiated NECs comprise
highly proliferative cells, are frequently very aggressive and
follow a rapid clinical course.

TUMOR MARKERS

All substances produced by neuroendocrine cells can serve
as tumor markers that may also have, apart from their

diagnostic and monitoring role, a prognostic one as well [12,
13]. Chromogranins (Cg) A and B are glycoproteins found in
NE cells. NETs usually have increased plasma levels of CgA
and less frequently of CgB. Assays measuring the whole
CgA molecule have higher sensitivity than those who define
parts of it and should be preferred and followed in all serial
measurements. Interpreting the results must be performed
cautiously, since other conditions such as renal failure,
chronic atrophic gastritis or proton pump inhibitors can
increase CgA. CgB, if expressed, is not affected by any of
these situations but there is no commercial assay for CgB
available yet. Tumor burden and biological activity correlate
with the CgA levels and has been shown to be an
independent prognostic factor for small well-differentiated
intestinal NETs [14]. Moreover, CgA has some role in
monitoring and early diagnosis of a tumor relapse [15].
Pancreatic polypeptide (PP), produced by PP cells located in
the gut and pancreas, is elevated in NETs of this origin but it
has the same limitation of low specificity as CgB. In NF-NETs
measurement of CgA and PP may be useful, as it has a
sensitivity of 95%. Neuron-specific enolase (NSE) is another
tumor marker with less specificity than CgA, most
frequently elevated in small-cell lung cancer patients and in
40% of GEP-NETs, medullary thyroid cancer and in pheo-
chromocytomas. From the urinary markers, the most use-
ful one is 5-hydroxyindolacetic acid (5-HIAA), a metabolite of
serotonin, in carcinoid tumors. Its levels depend on tumor
volume but they can also be affected by a variety of drugs
and the ingestion of certain foods. Lately, N-terminal pro-
brain natriuretic peptide (NT-pro-BNP) has been proven to
be an excellent biomarker of carcinoid heart disease also
exerting a high negative predictive value [16]. In general, CgA
is the most important tumor marker, not specific for a
particular NET type, and should be measured in every
patient with a suspected NET [13]. PP can help distinguish
pancreatic NETs (pNETs) and other GEP-NETs. NSE may be
of value particularly in poorly differentiated NET and all other
specific markers are tested only when the clinical
presentation predicates it. Given the delay of 5-6 years in
diagnosis of metastatic NETs the identification of more
sensitive markers that will help the early detection of the
disease is warranted; currently, no such tumor marker
exists. In one study circulating mRNA from GI NETs proved
sensitive enough, whereas circulating plasma Tryptophan
hydroxylase 1 (Tph-1) exerted a specificity of 100% [17]. The
combination of circulating 5-hydroxytryptamine (5-HT), CgA,
ghrelin, and connective tissue growth factor (CTGF)
fragments in a formulated algorithm increased the sensit-
ivity of detecting GI NETs to 82% [17]. Lately, circulating tumor
cells are utilized as a means of further increasing sensitivity.

IMAGING TOOLS

The diagnosis of NETs has been facilitated by the develop-
ment of several imaging techniques over the last decades.
The choice of imaging methods is based on tumor location.
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The aim is to guide needle biopsies in order to obtain a tumor
tissue specimen; to evaluate disease stage, tumor somato-
statin receptor expression and response to therapy; and
early detection of relapse. Lung, gastric, duodenal, rectal and
colonic NETs are basically diagnosed by endoscopy, but for
other primaries specific imaging methods must be used [18,
19].

Ultrasonography (U/S) is an operator-dependant exami-
nation leading to a wide variety of sensitivity and specificity in
the literature. Contrast-enhanced US (CEUS), endoscopic
ultrasonography (EUS) and intraoperative US (IOUS) are the
main modalities in use and have been shown to be more
sensitive than conventional U/S in detecting mainly
pancreatic NETs, liver metastases and rectal NETs. 

Computed tomography (spiral or helical) is widely available
with a mean sensitivity of 95% and specificity of 73% for
diagnosing pNETs, NETs in the abdomen and thorax and
distant metastases. However, it is not the examination of
choice for small bowel NETs, where a CT enteroclysis may
be needed [20]. 
Magnetic resonance imaging (MRI) has a mean sensitivity of
93% and specificity of 88% and is the method of choice for
detecting liver, bone and mesenteric metastases. MRI as well
as EUS is useful for rectal NET detection and evaluation of its
invasion of the rectal wall, the surrounding mesorectum and
adjacent organs. High-quality MRI, including dynamic
imaging with intravenous contrast, can be achieved only
when it is performed in a limited part of the body, thus it is not
recommended for whole body imaging. Consequently, taking
also into consideration the limited availability of MRI, it is
better to be used as differentiation tool in areas where there
is a strong suspicion for NET but it is not documented via
other imaging techniques. In general, CT and MRI imaging is
important as the size of the lesions is more easily calculated
according to RECIST criteria, it is more reliable and can help
to monitor response to therapy, in contrast to U/S. 

Nuclear medicine plays a pivotal role in the imaging of NETs
[21]. Somatostatin receptor scintigraphy (SRS) commonly
with 111In-pentetreotide (111In-Octreoscan) can detect even
radiologically occult NETs but can also reveal distant meta-
stases when there is a positive primary uptake. In addition,
SRS evaluates somatostatin receptor (SSTR) status and
possibly the eligibility for therapy with somatostatin ana-
logues. SRS is based on the predominant expression of
subtype 2 SSTRs from the tumor cells. SSTRs are also
expressed in various normal tissues, such as the central
nervous system, anterior pituitary, thyroid, pancreas, GI tract
and adrenals, in different density. 18F-fluorodeoxyglucose
positron emission tomography (18F-FDG PET) is based on
the metabolic activity of the tumor and can be useful in high-
grade, poorly differentiated NECs, where SRS is usually
non-diagnostic [22, 23]. Unfortunately, most GEP-NETs are
well-differentiated and FDG-PET is of limited use only in
cases of less differentiated tumors. Indeed, according to a
recent study, it seems that there is a negative correlation

between 18F-FDG uptake and prognosis. The use of 68Ga-
labeled octreotide or octreotate (68Ga-DOTA-TOC or TATE) PET
is based on the use of different radiolabeled somatostatin
analogues with higher affinity to SSTRs and has a sensitivity
and specificity near 95% [29, 30]. Other molecular tracers,
apart from somatostatin analogues that are in use in PET
imaging, are 18F-DOPA and 11C-5-HTP. L-3,4-dihydroxy-
phenylalanine (L-DOPA) is a catecholamine precursor, taken
up by the neuroendocrine cells and 5-hydroxy-L-tryptophan
(5-HTP) is a precursor of serotonin. The first one is a good
imaging tool for carcinoid tumors and the second one for
pancreatic NETs [21]. All these latest PET modalities are very
promising but still limited to only a few centers. Combined
techniques of SRS or PET with CT or MRI are very encou-
raging in terms of improved imaging quality and better de-
tection of the primary tumor and metastatic disease. Addi-
tionally, in the era of the new molecular therapies, the addi-
tion of functional modalities to morphological imaging can
better reveal the therapeutic result. 

MOLECULAR PATHWAYS

New insights in the complex signaling mechanisms of NET
development, growth and metastasis have provided the basis
for evaluating new targeted treatments for these tumors [24,
25]. Until recently, very little was known about the genetic
profile of sporadic NETs. Evidence from familial syndromes
revealed germ line mutations of the MEN-1 gene in 70-90% of
MEN-1 families and in 95% loss of heterozygosity of the MEN-
1 locus. In VHL syndrome a combination of VHL gene mu-
tations and 3p loss of heterozygosity can lead in 15% of cases
to the development of endocrine pancreatic tumors. Neuro-
fibromatosis and tuberous sclerosis are caused by inactivation
of the tumor suppressor genes such as NF-1 and TCS-1 and
2. Knowing that NF-1 regulates TCS-1 and 2 through the
mammalian target of rapamycin (mTOR), loss of NF-1
function leads to mTOR activation and tumor growth [26].
Somatostatin and somatostatin receptors, belonging to the G-
protein-coupled receptor family, and tyrosine kinase re-
ceptors like the insulin-like growth factor 1 receptor (IGF1R)
have been shown to control cell proliferation in GEP-NETs.
Vascular endothelial growth factor (VEGF) and its receptor
(VEGFR), as well as platelet derived growth factor (PDGF) and
its receptor (PDGFR) in endothelial cells and pericytes are
crucial in promoting angiogenesis. The phosphatidylinositol
3-kinase (PI3K)-Akt and phospholipase C/protein kinase C
pathways are involved in VEGFR and PDGFR downstream
signaling, and the PI3 K/Akt/m-TOR, RAS/RAF/MAPK and
JAK/STAT pathways for signal transduction of IGFR-1 and
somatostatin receptors. Hindgut NETs express transforming
growth factor α (TGF-α) and epidermal growth factor receptor
(EGFR), whereas foregut NETs have frequent mutations and
deletions of the MEN-1 locus [26]. The better understanding
of genetic defects in sporadic NETs and in those associated
with inherited syndromes will help in the development of new
treatments. 
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THERAPY

Several treatment modalities are available for patients with
NETs. Although the aim of treatment should be curative
where possible, in the majority of cases it is palliative.
Patients often maintain a good quality of life over a long
period despite having metastases. For all patients, the aim
is to keep them free from disease and symptoms for as long
as possible.

Factors that influence the management of these patients
include tumor type and location; histological characteristics
(differentiation and proliferation index); extent of the disease
(stage); symptoms from the secretion of bioactive sub-
stances; and patient’s general status. Surgery, whenever
possible, is the only curative treatment for NETs. Other
treatments include somatostatin analogues, systemic
chemotherapy, targeted therapies, liver-directed therapies
and peptide receptor radionuclide therapy. A simplified
treatment algorithm for advanced NETs according to the

WHO classification is shown in Figure 1. Herein, we will
focus on the therapeutic modalities used mostly in well- or
moderately-differentiated NETs of the pancreas and
gastrointestinal tract (gastroenteropancreatic NETs). 

Surgery for GEP-NETs

Gastrointestinal carcinoid tumors

The treatment of choice for a patient who has a localized
carcinoid tumor is usually surgery. The extent of the surgical
resection depends on the site of origin and primary tumor
size. Gastric carcinoids are divided into three categories that
differ in biological behavior and prognosis. Type 1 is asso-
ciated with chronic atrophic gastritis and elevated gastrin
levels; type 2 is also characterized by elevated gastrin levels
usually in association with gastrinoma (Zollinger-Ellison
syndrome); while type 3 sporadic carcinoids are not asso-
ciated with atrophic gastritis or Zollinger-Ellison syndrome
[27]. For type 1 and 2 gastric carcinoids smaller than 1 to 2cm,

Figure 1.
Simplified treatment algorithm for advanced NETs according to WHO classification (Adapted from Oberg K, Ref. 80).

NET, neuroendocrine tumor; RFA, radiofrequency ablation; SMS, somatostatin; IFN-a, interferon-a; 5FU, 5-fluorouracil; DOX, doxorubicin; PRRT, peptide receptor
targeted radiotherapy.
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endoscopic resection represents adequate therapy while for
tumors larger than 2cm endoscopic resection (if possible) or
surgical resection is indicated. Type 3 carcinoids are more
aggressive and partial or total gastrectomy with lymph node
dissection is recommended [28]. Tumors of the jejunum,
ileum or colon are treated with surgical resection of the bowel
with regional lymphadenectomy. Appendiceal carcinoids re-
present a special category as tumors are often found inci-
dentally at appendectomy and prognosis is influenced mainly
by tumor size. In general, for tumors greater than 2cm or
those with mesoappendiceal invasion it is recommended to
perform a right hemicolectomy, while for those smaller than
1cm, simple appendectomy is adequate [29].

Pancreatic NETs (pNETs)
For localized pNETs, resection is the main modality used and
can result in excellent outcomes with 5-year survival rates
of 61% and 52% for stage I and II tumors, respectively [30].
There are many factors that need to be considered, including
the presence of clinical symptoms, tumor size and location;
tumor malignancy potential; extent of the disease; and the
presence of metastases. In cases of preoperative
symptoms of hormonal excess, such symptoms need to be
treated, most of the times with the use of somatostatin
analogues (octreotide). The type of surgery depends mostly
on tumor location and may include pancreaticoduodenal
resection (Whipple’s resection), distal pancreatectomy or
enucleation. Insulinomas are frequently benign and when
peripheral and easily located during surgery, enucleation is
usually sufficient. Laparoscopic resection may be performed
in specialized centers [31]. Frequently, pNETs are malignant
and there could be lymph node involvement even in tumors
that are 1-2cm in size [32]. Therefore, lymph node dissection
is required in the surgical treatment of pNETs.

Role of surgery in metastatic NETs 
Metastatic liver involvement is frequently seen in GEP-NETs
and liver resection can be performed in about 10% of the cases
when one lobe is involved. If liver metastases are present at
diagnosis, resection of the primary tumor and of the liver
metastases could be considered and may be performed at the
same time or as a staged procedure. Hepatic resection of
metastases can improve symptoms, and may also be
performed in selected cases if a significant proportion of the
tumor bulk can be resected, with similar survival in patients
undergoing 90% liver debulking as in those who have
complete resection [33-35]. In a multi-institutional international
series of 339 patients with neuroendocrine tumor and liver
metastases, who were surgically managed, the 5- and 10-
year survival was 74% and 51%, respectively [36]. However,
disease recurred in 94% of the patients at 5 years.

Liver-directed therapies

Several techniques have been used as palliative treatments

in patients with NETs and hepatic metastases. Several
modalities for hepatic artery embolization have been used,
including bland embolization, chemo-embolization (doxoru-
bicin, cisplatin, streptozocin), embolization with chemo-
therapy eluting beads or radioisotopes [37-39]. These moda-
lities offer mostly palliation of symptoms, benefiting 70-90%
of the patients. There could also be radiological impro-
vement of metastases but it is largely unknown whether
there is any benefit in survival. Post-embolization survival
rates of 28-44% have been reported in patients with NET liver
metastases. However, some serious adverse events could
also occur, including sepsis, hepatorenal syndrome and
necrotizing cholecystitis in 7.5-23.8% of the patients. Careful
patient selection is mandatory in order to avoid major
complications. Embolization of the hepatic artery with 90Y
microspheres has been used with evidence of some benefit.
In a study of 148 patients, the symptomatic response rate
55% at 3 months and 50% at 6 months. Imaging response
was stable disease in 22.7%, partial response in 60.5%,
complete response in 2.7% and progressive disease in 4.9%,
while the median survival was 70 months [40]. Also, ablative
techniques (radiofrequency ablation, cryotherapy, micro-
wave ablation) could be used in selected patients with pallia-
tive effect [41]. However, there are no randomized trials that
have evaluated the effectiveness of these liver-directed
therapies as compared to surgery or systemic treatments.

In patients with neuroendocrine tumors and liver-only
metastases, liver transplantation has been attempted in a
relatively small number of patients. A report from the United
Network for Organ Sharing (UNOS) database on 150 liver
transplants performed between 1988 and 2008 in patients
with NETs, showed 1-, 3- and 5-year survival of 81%, 65%
and 49%, respectively [42]. However, the majority of patients
undergoing liver transplantation develop recurrent disease. 

Systemic treatment of neuroendocrine tumors

The aim of systemic treatment of advanced NETs is to
control symptoms due to hormone hypersecretion as well
as due to tumor growth. The classification systems used
differentiate between more indolent tumors which are well-
or moderately-differentiated and more aggressive tumors
that are poorly differentiated and most commonly treated
with platinum-based chemotherapy similar to small-cell
lung cancer. Systemic treatments that can be used include
somatostatin analogues, systemic chemotherapy, targeted
agents and targeted radiotherapy. Herein, we will focus on
systemic treatments used in well- and moderately-
differentiated tumors. 

Somatostatin analogues

Symptom control

Frequently, patients with metastatic NETs and especially
GEP-NETs, develop symptoms due to hormonal
hypersecretion, rather than the tumor bulk. This is most
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commonly seen with pancreatic NETs and also with midgut
carcinoids in which hormonal symptoms are evident after
the development of liver metastases. Somatostatin re-
ceptors (SSTRs) are present in the majority of NETs and it
seems that SSTR2 and SSTR5 are the most important for
hormonal secretion inhibition in functioning NETs [43]. As
natural somatostatin has a very short half-life (2-3 min),
analogues with longer half-lives have been developed,
which bind to these receptors and inhibit the release of
various hormones in the gut, pancreas and pituitary. Two
somatostatin analogues (SSAs) are available: octreotide and
lanreotide. Internationally, both octreotide and lanreotide are
licensed for the control of NET symptoms, while lanreotide
is licensed in the USA for the treatment of acromegaly.
Somatostatin analogues produce both biochemical re-
sponses (in 30-70% of the patients) and also control
symptoms in the majority of patients. In a pooled analysis of
octreotide and lanreotide trials over the past 20 years, that
included 476 patients, a mean symptomatic response rate of
73.2% was noted [43]. These agents are more effective in
controlling symptoms associated with carcinoid tumors,
VIPomas and glucagonomas, while their efficacy is less
predictable for symptomatic insulinomas. Immediate-
release octreotide has to be administered subcutaneously
2-3 times daily and symptomatic patients generally receive
initial treatment with daily injections and are subsequently
switched to one of the longer-acting forms. These longer-
acting forms are octreotide long-acting-release (LAR),
lanreotide Autogel and lanreotide LA. Standard doses of
long-acting formulations is octreotide 20-30mg/4 weeks
intramuscularly (with dose escalation up to 60mg/4 weeks)
and lanreotide Autogel 90-120mg/4 weeks subcutaneously
[43, 44]. These long-acting agents have shown improvement
in the quality of life of patients with NETs, have comparable
or better efficacy than short-acting octreotide and are
considered the treatment of choice for symptomatic
treatment of NETs; while short-acting octreotide can be used
over short periods for breakthrough symptoms and for the
management of carcinoid crisis [45]. Short-acting octreotide
is also used prophylactically in patients with carcinoid
syndrome who will undergo major surgery or hepatic artery
embolization in order to avoid a carcinoid crisis. 

Adverse effects of somatostatin analogues are generally
mild and usually subside over time. Patients may expe-
rience local reactions at the injection site, mild nausea,
abdominal discomfort and cramps, flatulence and loose
stool. Also mild glucose intolerance may occur, due to
temporary inhibition of insulin secretion. Additionally, there
is a risk of cholelithiasis in 10-50% of the patients and it is
recommended for patients who are already receiving or
about to receive long-term somatostatin analogues, and
undergo abdominal surgery, to have a prophylactic cholecy-
stectomy too.

Pasireotide is a novel somatostatin analogue with higher
binding affinity than octreotide for SSTR5 (40-fold), SSTR1

(30-fold) and SSTR3 (5-fold) and the same affinity for SSTR2
[46]. In a phase II study it was effective in controlling sym-
ptoms in 27% of patients with carcinoid tumors in whom
treatment with octreotide LAR had failed [47]. An ongoing
phase III study compares the long-acting formulations
pasireotide LAR and octreotide LAR in patients with
advanced NETs (NCT00690430).

Other treatments that may be required depending on the
hypersecreted hormones from NETs may include proton
pump inhibitors (gastrinoma), diazoxide (insulinoma), fluid
and electrolyte replacement (VIPoma).

Antiproliferative effect of somatostatin analogues

The efficacy of somatostatin analogues in controlling tumor-
associated symptoms has raised the possibility that these
agents could also have an antitumor effect. In earlier studies
it was seen that octreotide stabilized tumor growth in up to
50% of the cases [48], but there was generally poor evidence
of tumor response and their usefulness as an antineoplastic
treatment was controversial. In pancreatic NETs, tumor
responses (partial or complete) have been reported in less
than 10% of the patients, although stable disease has been
noted in 24-57% of the patients, and similar results have
been reported for midgut NETs [45]. 

The effect of octreotide LAR in controlling tumor growth in
patients with metastatic neuroendocrine midgut tumors
was evaluated in the PROMID study [49]. This was a
randomized, placebo-controlled, prospective, double-blind
study, where 85 treatment-naïve patients with advanced
well-differentiated midgut neuroendocrine tumors were
randomized to either placebo or octreotide LAR 30mg
intramuscularly every month. The primary endpoint was
time to tumor progression (TTP) and secondary endpoints
were overall survival and tumor response. The results
showed that median TTP in the octreotide LAR and placebo
groups was 14.3 and 6 months, respectively (HR=0.34,
p=.000072). At 6 months, stable disease was seen in 66.7%
of the patients in the octreotide group and 37.2% in the
placebo group, while there was only one partial response
and no complete responses. It was observed that functio-
nally active and inactive tumors responded similarly and the
most favorable effect was seen in patients with low hepatic
tumor load and resected primary tumor. 

Based on these results, the use of somatostatin analogues,
specifically octreotide LAR, is recommended by the ENETS
guidelines for antiproliferative purposes in functioning and
non-functioning midgut tumors [44]. However, the timing of
treatment initiation is controversial, as it remains unclear
whether early treatment is better than a “watch-and-wait”
strategy until tumor progression. For well-differentiated
tumors originating in the gastroduodenum or pancreas
there is evidence from retrospective and non-randomized
prospective studies that SSAs could be useful [50, 51]. For
grade II tumors there is insufficient data for the efficacy of
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somatostatin analogues but these could still be used,
although alternative therapies may be considered. For me-
tastatic neuroendocrine carcinomas (NEC) grade III, treat-
ment with SSAs is not recommended and these patients
should be treated with chemotherapy.

Interferon

Interferon alpha (IFNa) has been used for the treatment of
neuroendocrine tumors (especially carcinoid) for many
decades. Its antitumor effects are exerted via T-cell
stimulation, cell cycle arrest and also through angiogenesis
inhibition [52]. In a review of more than 500 patients reported
in the literature with GEP-NETs and treated with IFN, tumor
responses were generally low (11%), while subjective
response rate was 60% and biochemical responses were
seen in 44% of the patients [54]. The combination of IFN and
SSA has been compared with SSA alone in three pro-
spective randomized studies in patients with metastatic
GEP-NETs. The results showed that there was no difference
in the antiproliferative effect of the combination versus
monotherapy with SSA [50, 51, 53]. However, these studies
were likely underpowered to detect significant differences
between the two arms. Significant side-effects due to IFN
are also another reason for its limited use in the treatment
of patients with NETs. Perhaps the main indication for IFN
use is in patients with advanced carcinoid who have disease
or symptom progression while on treatment with a
somatostatin analogue.

Chemotherapy

In general, chemotherapy is recommended in advanced
pancreatic NETs, metastatic foregut NETs G2, and in NEC G3
of any site.

Chemotherapy in pNET
Chemotherapy agents that have been used in pNETs include
streptozocin, 5-fluorouracil, doxorubicin, and more recently
oxaliplatin, irinotecan and temozolomide. Streptozocin has
been the mainstay treatment in the past 30 years with single
agent response rates of about 42% [55]. In a randomized
study of 84 patients with advanced islet-cell carcinoma, the
combination of streptozocin plus fluorouracil had advantages
over streptozocin alone in overall rate of response (63 vs. 36
per cent) and in rates of complete response (33 vs. 12 per
cent) [56]. In a seminal study by Moertel et al., 105 patients
with advanced pancreatic islet-cell tumors were randomized
to receive one of three treatment regimens: streptozocin plus
fluorouracil; streptozocin plus doxorubicin; or chlorozotocin
alone. The combination of streptozocin and doxorubicin
resulted in greater biochemical and radiological responses
(69 vs. 45%, p=0.05) and longer overall survival (2.2 vs. 1.4
years, p=0.004) compared to the combination of streptozocin
and 5-FU [57]. The high response rates reported in this trial
were not reproduced in other studies, probably due to the

non-standard response criteria used in the Moertel study. In
a retrospective study of 84 patients with non-resectable
pNETs treated with the combination of streptozocin, 5-FU and
doxorubicin, the overall response rate was 39% and the
median survival was 37 months [58].

Dacarbazine, which is an alkylating agent like streptozocin
has shown activity in pNETS. In a phase II study, involving 42
patients with advanced pNETs, the response rate was 33%
[59]. However the toxicity of dacarbazine-based regimens
has limited its use. Temozolomide, a less toxic oral
analogue of dacarbazine has shown activity in combination
with capecitabine in patients with pNETs. In a retrospective
study, 30 patients with pNET were treated with this
combination and there was a very promising response rate
of 70% [60].

Newer cytotoxic agents have been explored in small, single-
agent trials, including the taxanes [61], gemcitabine [62],
pemetrexed [63], and topotecan [64], but the response rates
have been less than 10%. 

Chemotherapy in carcinoid tumors

Contrary to pNETs, the role of chemotherapy in carcinoid
tumors is not as clear. In one randomized study the combi-
nation of 5-FU/streptozocin was compared to single agent
doxorubicin in 172 patients with metastatic carcinoid tumor.
Response rates were 22% and 21%, respectively and there
was no difference in survival [65]. In another randomized
study 5-FU/doxorubicin was compared to 5-FU/streptozocin,
in 176 patients, and the response rate (by WHO criteria) was
16% in both arms, but there was superior survival of 24
months with 5-FU/streptozocin vs. 16 months with 5-
FU/doxorubicin (p=0.0267) [66]. Patients crossed over to
dacarbazine (DTIC) treatment after disease progression
following first-line treatment and the response rate of
crossover DTIC treatment was only 8.2%, with a median
survival of 11.9 months.

Temozolomide showed limited activity in a retrospective
series that included 44 carcinoid tumor patients treated with
temozolomide-based regimens; only one (2 percent) had an
objective tumor response [67]. The majority of these patients
had primary gastrointestinal carcinoids.

There are some reports from phase II non-randomized
studies showing some activity with metronomic 5-FU in
combination with octreotide, or capecitabine and oxaliplatin in
well-differentiated NETs including midgut tumors but their
value remains unclear [68, 69]. According to the 2012 ENETS
guidelines, patients with well-differentiated metastatic mid-
gut NETs generally should not receive current cytotoxic
regimens [44]. Chemotherapy might be an option exclusively
in advanced intestinal NETs after failure of previous treatment
lines. Also, according to the NCCN guidelines, anticancer
agents such as capecitabine, dacarbazine, 5-FU, interferon-
alpha (IFNa), and temozolomide can be used in patients with
progressive metastases from carcinoid when there are no
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other treatment options. However, objective radiological
responses are rare, and no chemotherapy drug or regimen
has demonstrated a PFS or overall survival benefit.

Targeted treatments

Over the past few years there have been significant advances
in understanding the molecular pathways involved in the
development of NETs [70]. Several targets are expressed in
neuroendocrine cells, including cellular growth factors and
their receptors, like VEGF, VEGFR, PDGF, PDGFR, EGFR and
others. NETs are highly vascularized tumors indicating that
the activation of angiogenesis plays an important role in its
pathogenesis. Studies have shown that VEGF and HIF
activation markers are overexpressed in NETs and influence
prognosis [71]. The mammalian target of rapamycin (mTOR)
pathway regulates cell growth, metabolism, proliferation and
angiogenesis and plays a role in neuroendocrine tumor
growth and is frequently activated in pancreatic NETs [72], but
there is also evidence for activation in carcinoid tumors as
well [73]. These facts have led to the investigation of
angiogenesis and mTOR inhibitors for the treatment of NETs,
resulting in the approval of sunitinib and everolimus for use
in these tumors. Similarly to cytotoxic chemotherapy, these
agents seem to be more active in pancreatic NETs than in
carcinoids. Completed randomized studies of targeted agents
in NETs are presented in Table 4.

Angiogenesis inhibitors
Several agents inhibiting angiogenesis have been tried in
NETs, including the anti-VEGF antibody bevacizumab and
VEGFR tyrosine kinase inhibitors (sorafenib, sunitinib,
pazopanib).

A. Angiogenesis inhibitors in pNETs
In pancreatic NETs, the majority of evidence comes from the
use of small molecule tyrosine kinase inhibitors (TKIs).
Sunitinib is a multi-kinase inhibitor with activity against

multiple signaling pathways and growth factor receptors
including VEGFR 1, 2 and 3, PDGFR-α and -β, Kit and others.
In a phase II study, sunitinib (50mg daily for 4 of every 6
weeks) was administered to 109 patients with advanced
NETs [74]. Overall objective response rate (ORR) in pancreatic
endocrine tumor patients was 16.7% (11 of 66 patients), and
68% (45 of 66 patients) had stable disease (SD) while among
carcinoid patients the ORR was 2.4% (one of 41 patients).
Median time to tumor progression was 7.7 months in
pancreatic neuroendocrine tumor patients. This led to an
international placebo-controlled phase III trial of patients with
progressing pNETS.
In this trial, 171 patients with well-differentiated (G1/G2)
advanced pNETs progressing within 12 months were
randomized to treatment with sunitinib (37.5mg continuous
dose) or placebo [75]. The primary endpoint was progres-
sion-free survival; secondary endpoints included objective
response rate, overall survival, and safety. The study was
discontinued early, after the independent data and safety
monitoring committee observed more serious adverse
events and deaths in the placebo group as well as a
difference in progression-free survival favoring sunitinib.
Median PFS was significantly longer with sunitinib (11.4
versus 5.5 months, HR 0.42, p<0.001). The objective re-
sponse rate was 9.3% in the sunitinib group versus 0% in the
placebo group. The most frequent adverse events in the
sunitinib group were diarrhea, nausea, vomiting, asthenia,
and fatigue. Palmar-plantar erythrodysesthesia and hyper-
tension of any grade occurred in 23% and 26% of patients
receiving sunitinib, respectively. The most common grade 3
or 4 adverse events in patients who received sunitinib were
neutropenia (12%) and hypertension (10%). Despite these
side-effects, there were no differences in the quality of life
index with sunitinib. Based on this data, sunitinib has been
approved by the Food and Drug Administration (FDA) and the
European Medicines Agency (EMA) for the treatment of
advanced and progressive well-differentiated pancreatic
NETs. The majority of patients in this study had received
systemic therapy before and the exact position of sunitinib in

Table 4.
Completed randomized trials with targeted agents in NETs.

Author Therapy Tumor No. of patients Results
Raymond [75] Sunitinib vs. BSC pNET 171 PFS 11.4 vs. 5.5 months

ORR 9.3 vs. 0%
Yao [85] Everolimus vs. Placebo pNET 410 PFS 11.0 vs. 4.6 months

ORR 5% vs. 2%
Pavel [87] Everolimus + Octreotide NET associated with 429 PFS 16.4 vs. 11.3 months

vs. Octreotide carcinoid syndrome (p=0.026, not significant as per statistical design)

BSC, best supportive care; pNET, pancreatic neuroendocrine tumor; PFS, progression-free survival; ORR, overall response rate.
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the treatment algorithm of pNETS is not yet clear. There is
no long-term safety data available and the response rates
with systemic chemotherapy seem to be higher (30-40%). It
is suggested that the main indication for sunitinib is in
second- or third-line treatment [44]. There are also some
limitations in this study that include premature end of the
study that could not allow the estimation of overall survival
and the fact that early termination may result in over-
estimation of the treatment effect and prevent rigorous
exploratory subanalyses [76].

Two other TKIs, sorafenib and pazopanib, have been eva-
luated in pNETs in phase II studies and have shown modest
activity. Sorafenib, a small-molecule inhibitor of the VEGFR-2
and PDGFR-β tyrosine kinase domains, was evaluated in a
phase II study that included 50 patients with carcinoid tumors
and 43 patients with pNETs. In a preliminary report a response
rate of 11% was observed in patients with pNETs [77].
Pazopanib, which targets VEGFR-1, VEGFR-2, VEGFR-3,
PDGFR-α and -β, was evaluated in a prospective study of 51
patients with advanced NET who were also receiving
octreotide LAR, including 29 with pancreatic NETs. The respo-
nse rate among patients with pancreatic NETs was 17% [78].

B. Angiogenesis inhibitors in carcinoids

Small molecule TKIs have been evaluated in advanced
carcinoid tumors in phase II studies. Objective response
rates for sunitinib was 2.4% (one of 41 patients) [74]; for
sorafenib 10% (4 of 41 patients) [77]; and with pazopanib no
response was seen in 20 patients [78]. However, all studies
report a relatively high rate of disease stabilization and
potentially encouraging PFS duration (6-month PFS, 40% to
73%). These results could suggest that a cytostatic effect may
be underappreciated when the primary efficacy endpoint is
radiographic response in studies with VEGFR TKIs in carci-
noid. Randomized studies will be needed to evaluate the
activity of these TKIs in advanced carcinoid tumors.

Bevacizumab, which is a humanized monoclonal antibody
that binds to circulating VEGF-A, has been evaluated in
combination with octreotide long-acting release (LAR) in a
randomized phase II trial in comparison to pegylated IFNa-2b
in advanced carcinoid tumors [79]. After 18 weeks, 95 percent
of patients treated with octreotide plus bevacizumab
remained progression-free, compared with only 68 percent
of those receiving octreotide plus IFNa-2b. Based on these
results, SWOG has initiated a phase III trial investigating the
efficacy of octreotide LAR plus either IFNa-2b or bevacizumab
in patients with advanced carcinoid tumors. Bevacizumab
has also been combined with different cytotoxic drugs
(temozolomide, FOLFOX, capecitabine/oxaliplatin) in small
phase II studies with objective response rates of 20-30% [80]. 

mTOR inhibitors

mTOR plays a central role in the proliferative effects of
several growth factors, promotes cell metabolism and

angiogenesis in part by mediating VEGF and insulin growth
factor (IGF)-1 signaling. Two mTOR inhibitors, temsirolimus
and everolimus, both rapamycin derivatives, have been
evaluated in clinical trials for the treatment of patients with
multiple types of malignancies including NETs. 

A. mTOR inhibitors in pNETs

Temsirolimus as a single agent has been evaluated in a
phase II study of 37 patients with advanced NET [81]. The
response rate was only 5.6% and it was not pursued further
as monotherapy. In recently reported preliminary results,
the combination of temsirolimus (25mg IV weekly) with
bevacizumab (10mg/kg every other week) in patients with
well- or moderately-differentiated pNET and progressive
disease by RECIST within 7 months of study entry showed
encouraging activity. Confirmed PR was documented in 11 of
the first 25 (44%) evaluable patients and 20 of 25 (80%)
patients were progression-free at 6 months [82].

Everolimus has been studied extensively in NETs, with more
than 1000 patients having been treated with it in clinical trials.
The activity of everolimus in combination with octreotide
long-acting (LAR) in patients with advanced low- to
intermediate-grade neuroendocrine tumors was evaluated
in a phase II study [83]. Among 30 patients with pNET, there
were eight PRs (27%), 18 SDs (60%), and four PDs (13%).
Median PFS was 50 weeks.

The activity of everolimus in pNET was explored in an
international phase II study (RADIANT-1) of 160 patients with
metastatic pNET whose disease had progressed during or
after chemotherapy [84]. Patients were stratified by prior
octreotide therapy (stratum 1: everolimus 10mg/d, n=115;
stratum 2: everolimus 10mg/d plus octreotide long-acting
release [LAR], n=45). Among patients receiving everolimus
alone, the objective response rate was 10% and median PFS
was 9.7 months. In patients who received octreotide plus
everolimus, the partial response rate was 4% and median
PFS was 17 months. The role of octreotide cannot be
ascertained in this study as it was not randomized.

The activity of everolimus in pNETs was also evaluated in a
large randomized phase III study. RADIANT-3 compared the
efficacy of daily everolimus 10mg versus placebo, both in
conjunction with best supportive care, in 410 patients with
advanced progressing low- or intermediate-grade pNET [85].
The primary endpoint was progression-free survival in an
intention-to-treat analysis. In the case of progression patients
assigned to placebo could cross-over to open-label
everolimus. The two groups were similar with respect to
having previously received radiotherapy, chemotherapy and
somatostatin analogue therapy. The median progression-free
survival was significantly improved in the everolimus group:
11.0 months with everolimus as compared with 4.6 months
with placebo (HR=0.35, p<0.001). In a pre-specified subgroup
analysis, the benefit with everolimus was irrespective of prior
chemotherapy, WHO performance status, age, sex, geogra-
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phic region, prior somatostatin analogue therapy and tumor
grade (either well- or moderately-differentiated). Confirmed
objective tumor responses were observed in 10 patients
receiving everolimus (5%), as compared to 4 patients receiving
placebo (2%). Stable disease was evident in 73% of the patients
in the everolimus group, as compared to 51% in the placebo
group. Median overall survival was not reached at the time of
analysis, and no significant difference between the groups
was observed. However, 73% of the patients in the placebo
arm crossed-over to treatment with everolimus upon
progression, thus confounding the detection of any overall
survival difference. Drug-related adverse events were mostly
grade 1 or 2 and included stomatitis (in 64% of patients in the
everolimus group vs. 17% in the placebo group); rash (49% vs.
10%); diarrhea (34% vs. 10%); fatigue (31% vs. 14%); and
infections (23% vs. 6%), which were primarily of the upper
respiratory. Grade 3 or 4 events that were more frequent with
everolimus than with placebo included anemia (6% vs. 0%) and
hyperglycemia (5% vs. 2%).
Based upon this study, everolimus is approved by the FDA
and EMA for the treatment of progressive pancreatic NETs in
patients with unresectable, locally advanced or metastatic
disease.

B. mTOR inhibitors in carcinoids

The best evidence for the activity of mTOR inhibitors,
specifically of everolimus, in patients with carcinoids comes
from the RADIANT2 phase III trial [86]. The aim of this study
was to evaluate whether everolimus at a dose of 10mg per
day plus 30mg octreotide LAR every 28 days compared with
placebo plus 30mg octreotide LAR every 28 days, prolongs
progression-free survival in patients with well- or mode-
rately-differentiated advanced neuroendocrine tumors and
symptoms of carcinoid syndrome. 429 patients with
progressive disease within 12 months prior to study entry
were included. The patient population was heterogeneous,
with small intestine primaries comprising about 50% of the
population, while other primary sites included lung, colon,
pancreas and even unknown primary sites. Median
progression-free survival by central review was 16.4 (95% CI
13.7-21.2) months in the everolimus plus octreotide LAR
group and 11.3 (8.4-14.6) months in the placebo plus
octreotide LAR group (hazard ratio 0.77, 95% CI 0.59-1.00; one-
sided log-rank test p=0.026). Adjusted for two interim
analyses, the pre-specified boundary at final analysis was
p<_0.0246, thus this study narrowly missed statistical signi-
ficance and everolimus is not approved for extrapancreatic
NETs. Most adverse events associated with everolimus plus
octreotide LAR were grade 1 or 2 and consistent with the
known safety profiles of these drugs. The most common
drug-related adverse events of any grade were stomatitis
(62%), rash (37%), fatigue (31%), and diarrhea (27%). The
incidence of drug-related pneumonitis was 8% (18 patients) in
the everolimus plus octreotide LAR group versus 0% in the
placebo plus octreotide LAR group. In a recent preliminary

report of a multivariate analysis of RADIANT-2, factors
associated with a greater likelihood of response include non-
elevated baseline CGA levels, WHO PS 0, absence of bone
metastases, and lung as primary site [87]. Taking in account
the lack of effective systemic treatments for advanced
progressing carcinoid tumors and the results of the
RADIANT-2 study, everolimus could be considered as a
treatment option when other therapies have failed.

Other targeted pathways

The EGFR pathway has been targeted in NETs with limited
success. In a study of gefitinib in 96 GEP-NET patients,
response rates were less than 7% and at 6 months, 61% of
patients with carcinoid tumors and 31% with pNET were
progression-free [88]. Another tyrosine kinase receptor that
is overexpressed in NETs is IGF-1R and targeted therapies
are undergoing evaluation, including AMG479 (ganitumab)
and cixutumumab. Other targeted agents that are under
evaluation include brivanib (dual inhibitor of fibroblast growth
factor and VEGF) and cabozantinib (MET and VEGFR2
inhibitor) [70].

Peptide receptor targeted radiotherapy (PRRT)

In the past two decades there has been substantial interest in
targeted radiotherapy using radiolabeled somatostatin
analogs. The radionuclides most commonly used are yttrium
(90Y) and lutetium (177Lu), which differ in emitted particles,
particle energy and tissue penetration. PRRT can be
considered in both functioning and nonfunctioning NET with
positive SRS, irrespective of the primary tumor site. Although
there are no randomized studies, promising results have
been reported with PRRT in patients with metastases from
NETs, with response rates up to 37% mostly in small
retrospective studies. It appears that response rates are
higher in pancreatic tumors than in midgut NETs. In the
largest series reported, 90Y-DOTA tyr3-octreotide was given to
1109 patients with metastatic NET and disease progression
within 12 months, with positive somatostatin receptor sci-
ntigraphy. After the initial dose, additional treatment was
withheld if there was disease progression or permanent
toxicity. The number of courses delivered ranged from one to
ten. The morphological response rate was 34.1%, while
biochemical response was seen in 15.5% of the patients and
29.7% of the patients had symptomatic improvement [89]. The
median survival from diagnosis was 94.6 months. Cox
regression analyses revealed that longer survival was found
with all types of responses. Overall, 142 patients (12.8%)
developed grade 3 to 4 transient hematological toxicities, and
103 patients (9.2%) experienced grade 4 to 5 permanent renal
toxicity. Multivariable analysis revealed that tumoral uptake
in the initial imaging study was predictive for overall survival,
whereas the initial kidney uptake was predictive for severe
renal toxicity. Another radiolabeled somatostatin analogue
that has been utilized is 177Lu-DOTA, Tyr3-octreotate and in one
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report, over 500 patients were treated up to a cumulative dose
of 750 to 800mCi (27.8-29.6GBq), usually in four treatment
cycles, with treatment intervals of 6 to 10 weeks. The
response rate in 310 evaluable patients was 30% [90]. Median
OS from start of treatment was 46 months, while median OS
from diagnosis was 128 months. Serious adverse events that
were likely attributable to the treatment were myelodysplastic
syndrome in three patients, and temporary, nonfatal, liver
toxicity in two patients.
It appears that PRRT is a promising tool in the management
of patients with advanced NETs, with manageable toxicity
and is currently used in several European centers. However,
the exact role of PRRT remains to be defined and well-
designed studies comparing PRRT with medical therapy are
needed. 

CONCLUSION

Neuroendocrine tumors are relatively rare and include a
diverse group of tumors with varied biological behavior. The
incidence of neuroendocrine tumors appears to be

increasing, but survival of patients with metastatic disease
has improved. There is significant progress in the diag-
nosis and classification of these tumors. Surgery is the only
curative therapy for patients with this disease. The available
therapeutic options available are rapidly evolving. Therapy
with somatostatin analogues is an efficient treatment to
achieve palliation of symptoms, but also seems to have
antiproliferative activity. Hepatic metastases, depending on
size, number, and location, may be amenable to surgical
resection, transarterial chemoembolization, or radio-
frequency ablation. Recently, biological treatments that
include radiolabeled somatostatin analogues, angiogenesis
inhibitors, and mammalian target of rapamycin inhibitors
show activity. Other targeted agents are under clinical
investigation and are likely to play prominent roles in the
management of neuroendocrine malignancies in the
future.
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INTRODUCTION

Renal cell cancer, a term that includes a
variety of cancers arising in the kidney, com-
prises several histologically, biologically, and
clinically distinct entities, which accounts for
3% of neoplasias in adults and the third most
frequent neoplasia of the genitourinary system
[1, 2]. The incidence in males is greater than it
is in females, with a ratio of 1.6:1. Largely a
disease of adulthood, with peak incidence
after the fifth decade of life, RCC may also
occur in children and infants [3]. Many renal
masses are found incidentally during evalua-
tion of unrelated medical issues or metastatic
foci. Only 10% of patients present with the
classic triad of hematuria, pain and flank
mass [4, 5]. Initial presentation may also be a
paraneoplasmatic syndrome or laboratory
abnormality, including elevated erythrocyte
sedimentation rate, weight loss, cachexia,
hypertension from increased renin, anemia,
hypercalcemia (release of PTH-like substance),

elevated alkaline phosphatase, polycythemia
(increased erythropoietin), and Stauffer’s syn-
drome (reversible, non-metastatic hepatic
dysfunction that usually resolves once the
primary tumor is removed) [6-8]. Approxi-
mately one out of four patients appears with
metastatic disease [9, 10]. Common sites of
metastatic spread include lung (70%-75%),
lymph nodes (30%-40%) and bone (20%-25%)
while the liver, the central nervous system
and the soft tissues are less commonly affect-
ed. Particularly, the onset of metastasis in the
intestine is unusual. Thus, metastatic disease
in the colon is extremely rare [11]. To the best
of our knowledge, this case represents the
first incidence of early solitary colonic meta-
stasis of renal cell cancer, only 4 months after
nephrectomy.

MATERIAL & METHODS - CASE
PRESENTATION 

A 64 year-old man presented to our Depart-
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ABSTRACT

Renal cell carcinoma is one of the most common malignancies of the genitourinary tract. A 64
year-old man, with medical history significant for left radical nephrectomy due to renal cell
cancer, presented to our Department due to symptoms of colicky abdominal pain and sense
of flatulence, which started 1 month earlier. Right colectomy was performed and the
histological findings of the tumor revealed metastatic disease from the renal cell cancer. A
comprehensive Medline search revealed only 11 reported cases to date, of post-nephrectomy
colonic metastasis from renal cell cancer -in one case there was also a simultaneous duodenal
mass- while in another 2 cases there was a synchronous metastatic disease in colon at the
diagnosis of the disease. In patients with personal history significant for renal cell cancer, the
occurrence of colon metastasis should always be excluded, on presence of either clinical
indication or imaging findings in colon. To the best of our knowledge, this case represents the
first incidence of early solitary colonic metastasis of renal cell cancer, only 4 months after
radical nephrectomy.
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ment due to symptoms of colicky abdominal pain and sense
of flatulence, which had started one month earlier. He did
not mention any recent change in bowel habit, rectal bleed-
ing, melena or constipation. He had no fever. His medical
history was significant for radical nephrectomy of the left
kidney four months earlier because of a renal mass. 

At that time, the patient had been admitted to the hospital
because of abdominal pain which reflected to the loin,
having appeared a month earlier. Also, he had noticed a 4kg
weight-loss in the previous two months. No symptoms or
signs of pyrexia, macroscopic or microscopic hematuria,
hematochezia/melena or change in bowel habits had been
noted. The Complete Blood Count and basic serum
biochemistry were within normal limits. Due to no abnormal
ultrasound findings of solid organs, urinary system and
pelvis cavity, a CT scan of the abdomen (with p.os and i.v.
contrast) had been performed. It revealed a 7×7×6 cm in
size, left renal mass with heterogeneous constitution,
mainly solid. The rest of the imaging evaluation, with CT
scan of the chest -i.v. contrast agent had been administered-
as well as a preoperative MRI of the abdomen -i.v. para-
magnetic contrast agent had been administered- did not
demonstrate any other pathological conditions affecting the
chest or the abdomen. Histological examination of the tumor
revealed renal cell carcinoma; 8cm; eosinophilic variant;
grade II; not invading the perirenal fat, perirenal capsule,
renal pelvis, ureteral and vascular stump. The immune-
phenotype of the tumor was Vimentin (+):+, AE1/AE3:+,
Ker7:- . Due to having been limited to the renal and in
absence of any evidence for distant metastases -with regard
to standard staging process of renal cell cancer- the stage of
the tumor was T2NXM0. So, according to the international
guidelines, the patient did not undergo adjuvant chemo-
therapy but was placed in a strict follow-up at the outpatient
clinic. 

Four months later, physical examination and basic
laboratory tests did not reveal any remarkable findings.
Colonoscopy was performed and an obstructive intraluminal
lesion near the hepatic flexure was discovered. Right
colectomy was performed. The surgical specimen included
part of terminal ileum (8.5 cm in length), in following with
part of the colon (20.5 cm) and the appendix of 10.5 cm
length. Macroscopically, 6cm after the ileocecal valve, a
partially ulcerative neoplasia was noticed, whose extent over
the intestinal mucosa was 7cm×5cm. Moreover, in histo-
logical sections of the described tumor, the image of an
ulcerative malignant neoplasia was macroscopically identi-
fied with characteristics of a low differentiated carcinoma.
The development pattern was formed by solid zones and
islets, separated by thin fibrovascular tissue, composed with
cells characterized by intensive nuclear and cellular atypia -
the spectrum of nuclei morphology ranged from multi-
formity to generation of “bizarre” multilobular or multi-
nuclear forms, accompanied with a satisfying number of
mitoses, and eosinophilic cytoplasm. Alcian blue, PAS and

dPAS stains did not demonstrate mucus production. The
immune-phenotype of the tumor was AE1/AE3:+; CK7:+
CK20:-; S100:-; LCA:-; Chromogranin:-; Synaptophysin:-
HMB45:-. Despite the macroscopic characteristics of a
primary malignancy, the microscopic morphological,
histochemical and immunophenotypic features support the
diagnosis of metastatic disease rather than that of primary
disease. The histological findings of the two neoplasias -
renal and colon- were compared. In both cases, there were
common morphological features, of oncocytic type renal cell
cancer, with the only difference being the grade of diffe-
rentiation, as the one in the colon was poor (intensive atypia,
satisfying number of mitoses and necroses). In addition, the
immunophenotypic and histochemical features are more
compatible with renal malignancy, being simultaneously
incompatible with primary colorectal cancer. The tumor
invaded all layers of the intestinal wall, up to the pericolic fat.
The surgical (proximal, distal and lateral) margins and the 52
dissected lymph nodes were free of disease. In a recent
follow-up, the patient appears to be in good physical
condition without evidence of disease.

RESULTS 

A comprehensive Medline search revealed only 11 reported
cases to date, of post-nephrectomy colonic metastasis from
renal cell cancer [12, 13, 14, 15-21] -in one case there was
also a simultaneous duodenal mass- while in other 2 cases
there was a synchronous metastatic disease in colon at the
diagnosis of the disease [22, 23] (Table 1).

DISCUSSION 

Renal cell carcinoma is one of the most common ma-
lignancies of the genitourinary tract [24]. The biological
behavior of RCC is characteristically variable and the
prognosis is unpredictable [25]. The clinical course of the
disease ranges from months to several decades and even
spontaneous regression has been documented [26]. In
approximately one third of patients, distant metastases are
present at the time of initial diagnosis and in another third,
the tumor will recur even after nephrectomy with a curative
intent [27]. Renal cell carcinoma can disseminate locally by
contiguity and metastasize to distant sites. In addition, renal
carcinomas are noted for causing “late” metastases at un-
usual sites such as the skin, eyes and even tongue several
years after removal of the primary tumor. The delayed
occurrence (as late as 31 years after a nephrectomy) of
metastatic RCC is well known [12]. Solitary metachronous
metastases from RCC are rare; however, they can occur
very late in the course of the disease [28, 29]. Therefore,
careful long-term follow-up may be beneficial for patients
with a history of RCC even after undergoing a curative
nephrectomy [13, 14]. Renal cell carcinoma may meta-
stasize to almost every organ of the body, but 95% of the
metastatic lesions involve the lung, lymph nodes, liver, bone,
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adrenal glands and the opposite kidney. With regard to the
gastrointestinal tract, metastasis is surprisingly uncommon
and is restricted to single case reports. Particularly, renal
cell cancer very rarely metastasizes to the colon. Surgical
excision of the local recurrence is the best procedure for
therapy, but this can be radical only when the recurrence
can be completely excised [12, 21, 30]. Chemotherapies,
including hormonal and interferon therapies, are effective in
some patients with metastatic renal cell carcinoma [25]. As
is mentioned above, a comprehensive Medline search
revealed only 11 reported cases to date, of post-
nephrectomy colonic metastasis from renal cell cancer [12,
13, 14, 15-21] -in one case there was also a simultaneous
duodenal mass- while in other 2 cases there was a
synchronous metastatic disease in the colon at disease
diagnosis [22, 23]. If the current case is included, then the
average age for the occurrence of the colonic metastasis
reaches 67 years old (range from 47 to 92 years), while the
average time post-nephrectomy is 7.3 years (range from 4
months to 17 years). In the majority of cases, it concerns
males (9 males: 3 females) that underwent a left radical
nephrectomy in the past (9 left: 2 right radical nephrecto-
mies, while 1 remained undefined by the authors). Further-
more, most renal cell carcinomas that involve the colon
result in large, solitary tumor masses with characteristic

morphology, that cause remarkable clinical presentation,
such as acute abdominal pain, palpable abdominal mass,
melena, hematochezia, flatulence, dyspnea and iron
deficiency anemia [12-23]. Nevertheless, we wish to draw
attention to one case of subtle intramucosal colonic
involvement resulting in multiple small colonic polyps,
which were clinically asymptomatic [31]. In every case the
metastatic tumor was surgically excluded. In contrast to all
cases reported so far, in this clinical case it is significant that
the intraluminal mass appeared only four months after the
radical nephrectomy. To conclude with, in patients with
personal history significant for renal cell cancer, the
occurrence of colon metastasis should always be excluded,
on presence of either clinical indication (such as abdominal
pain, melena, hematochezia, palpable mass, iron-deficiency
anemia etc.) or imaging findings in the colon (such as
intraluminal mass/tumor). As was mentioned before, to the
best of our knowledge, this case represents the first
incidence of early solitary colonic metastasis of renal cell
cancer, only 4 months after radical nephrectomy, presenting
in the way of abdominal pain.

Conflict of interest statement

The authors declare no conflict of interest.

Table 1.
A comprehensive Medline search revealed only 11 reported cases to date, of post-nephrectomy colonic metastasis from
renal cell cancer. The table makes a reference to patient gender; their age at the time of diagnosis; the kind of
nephrectomy (left or right); the first symptom that led to diagnosis; the time after nephrectomy; and the place of colon
that the metastatic disease appeared.

AUTHOR GENDER AGE NEPHRECTOMY SYMPTOM POST- SECTION
NEPHRECTOMY OF COLON

TIME
THOMASON ♀ 71 LEFT Abdominal pain 17 years Descending
RUIZ ♂ 73 LEFT Obstruction 11 years Transverse
TOKONABE ♂ 83 RIGHT Melena, abdominal mass 7 years Transverse
TARRERIAS 1st ♂ 62 LEFT Bleeding from rectum 5 years Sigmoid
TARRERIAS 2nd ♂ 72 LEFT Iron deficiency anemia 4 years Ascending
DIAZ ♂ 73 LEFT Hematochezia, Melena 8 years Sigmoid
UTSUNORIKA ♂ 47 LEFT Hematochezia 9 years Transverse
LEE ♀ 76 LEFT Dyspnea, Right costal margin pain 4 years Ascending
YETKIN ♂ 60 RIGHT Dyspnea, Right costal margin pain 5 years Hepatic flexure
VALDESPINO ♂ 60 Hematochezia 8 years Splenic flexure
JADAV ♀ 65 LEFT Acute abdominal pain, flatulence 9 years Transverse
ASIMAKOPOULOS ♂ 64 LEFT Abdominal pain 4 months Ascending
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ΣΥΝΟΠΤΙΚΗ ΠΕΡΙΛΗΨΗ ΤΩΝ ΧΑΡΑΚΤΗΡΙΣΤΙΚΩΝ ΤΟΥ ΠΡΟΪΟΝΤΟΣ. 1. ΟΝΟΜΑΣΙΑ ΤΟΥ ΦΑΡΜΑΚΕΥΤΙΚΟΥ ΠΡΟΪΟΝΤΟΣ: YERVOY 5 mg/ml πυκνό διάλυμα για παρασκευή 
διαλύματος προς έγχυση. 2. ΠΟΙΟΤΙΚΗ ΚΑΙ ΠΟΣΟΤΙΚΗ ΣΥΝΘΕΣΗ: Κάθε ml πυκνού διαλύματος περιέχει 5 mg ipilimumab. Ένα φιαλίδιο των 10 ml περιέχει 50 mg ipilimumab. Ένα 
φιαλίδιο των 40 ml περιέχει 200 mg ipilimumab. Το ipilimumab είναι ένα πλήρως ανθρώπινο αντι CTLA4 μονοκλωνικό αντίσωμα (IgG1κ) που παράγεται σε κύτταρα ωοθηκών κινεζικού 
κρικητού με τεχνολογία ανασυνδυασμένου DNA. 4. ΚΛΙΝΙΚΕΣ ΠΛΗΡΟΦΟΡΙΕΣ: 4.1 Θεραπευτικές ενδείξεις: Το YERVOY ενδείκνυται για τη θεραπεία του προχωρημένου (μη 
χειρουργήσιμου ή μεταστατικού) μελανώματος σε ενηλίκους που έχουν λάβει προηγούμενη θεραπεία. 4.3 Αντενδείξεις: Υπερευαισθησία στη δραστική ουσία ή σε κάποιο από τα 
έκδοχα. 4.4 Ειδικές προειδοποιήσεις και προφυλάξεις κατά τη χρήση: Το YERVOY σχετίζεται με φλεγμονώδεις ανεπιθύμητες αντιδράσεις που προκύπτουν από αυξημένη ή 
εκτεταμένη δραστηριότητα του ανοσοποιητικού (ανεπιθύμητες αντιδράσεις που συνδέονται με το ανοσοποιητικό) και πιθανόν σχετίζονται με το μηχανισμό δράσης του. Ανεπιθύμητες 
αντιδράσεις που συνδέονται με το ανοσοποιητικό που μπορεί να είναι σοβαρές ή απειλητικές για τη ζωή, είναι πιθανό να συμπεριλαμβάνουν γαστρεντερικές, ηπατικές, δερματικές, 
νευρολογικές, ενδοκρινολογικές ή άλλων οργανικών συστημάτων.  Ενώ οι περισσότερες ανεπιθύμητες αντιδράσεις που συνδέονται με το ανοσοποιητικό εμφανίστηκαν κατά την περίοδο 
επαγωγής έχει επίσης αναφερθεί εκδήλωση μήνες μετά από την τελευταία δόση του YERVOY. Εκτός αν προσδιοριστεί διαφορετική αιτιολογία, η διάρροια, η αυξημένη συχνότητα 
κενώσεων, το αίμα στα κόπρανα, οι αυξήσεις LFT, το έξανθημα και η ενδοκρινοπάθεια πρέπει να θεωρηθούν φλεγμονώδεις και να συνδέονται με το YERVOY. Η πρώιμη διάγνωση και η 
κατάλληλη διαχείριση είναι απαραίτητες για την ελαχιστοποίηση απειλητικών για τη ζωή επιπλοκών. Συστηματική εισαγωγή υψηλών δόσεων κορτικοστεροειδών με ή χωρίς 
επιππρόσθετη ανοσοκατασταλτική θεραπεία  είναι πιθανό να απαιτηθεί για την αντιμετώπιση σοβαρών ανεπιθύμητων αντιδράσεων που συνδέονται με το ανοσοποιητικό. Ειδικές για το 
YERVOY κατευθυντήριες γραμμές για την αντιμετώπιση ανεπιθύμητων αντιδράσεων που συνδέονται με το ανοσοποιητικό περιγράφονται παρακάτω. Γαστρεντερικές αντιδράσεις που 
συνδέονται με το ανοσοποιητικό: Το YERVOY σχετίζεται με σοβαρές γαστρεντερικές αντιδράσεις που συνδέονται με το ανοσοποιητικό. Θανατηφόρα περιστατικά λόγω διάτρησης του 
γαστρεντερικού σωλήνα έχουν αναφερθεί σε κλινικές δοκιμές (βλέπε παράγραφο 4.8). Σε ασθενείς που έλαβαν μονοθεραπεία με YERVOY 3 mg/kg σε μια μελέτη προχωρημένου (μη 
χειρουργήσιμου ή μεταστατικού) μελανώματος Φάσης 3 (MDX01020, βλέπε παράγραφο 5.1) ο διάμεσος χρόνος έως την εκδήλωση σοβαρών ή θανατηφόρων (Βαθμού 35) 
γαστρεντερικών αντιδράσεων που συνδέονται με το ανοσοποιητικό ήταν 8 εβδομάδες (εύρος 5 έως 13 εβδομάδες) από την αρχή της θεραπείας. Με κατευθυντήριες γραμμές για την 
αντιμετώπιση σχετιζόμενες με το πρωτόκολλο, η υποχώρηση (ορίζεται ως βελτίωση σε ήπια [Βαθμού 1] ή λιγότερο ή στη σοβαρότητα κατά την έναρξη) εμφανίστηκε στις περισσότερες 
περιπτώσεις (90%) σε διάμεσο χρόνο από την εκδήλωση έως την υποχώρηση 4 εβδομάδες (εύρος 0,6 έως 22 εβδομάδες). Οι ασθενείς πρέπει να παρακολουθούνται για γαστρεντερικά 
σημεία και συμπτώματα που είναι πιθανό να υποδεικνύουν κολίτιδα σχετιζόμενη με το ανοσοποιητικό ή διάτρηση του γαστρεντερικού σωλήνα. Στην κλινική εικόνα είναι πιθανό να 
συμπεριλαμβάνεται διάρροια, αυξημένη συχνότητα εντερικών κινήσεων, κοιλιακό άλγος ή αιματοχεσία, με ή χωρίς πυρετό. ∆ιάρροια ή κολίτιδα που εμφανίζεται μετά από την έναρξη 
του YERVOY πρέπει να αξιολογείται έγκαιρα για τον αποκλεισμό λοιμώδους ή άλλης εναλλακτικής αιτιολογίας. Σε κλινικές δοκιμές, κολίτιδα σχετιζόμενη με το ανοσοποιητικό 
συσχετίστηκε με στοιχεία φλεγμονής του βλεννογόνου, με ή χωρίς εξελκώσεις και λεμφοκυτταρική και ουδετεροφιλική διήθηση. Συστάσεις για την αντιμετώπιση της διάρροιας ή της 
κολίτιδας βασίζονται στην βαρύτητα των συμπτωμάτων (σύμφωνα με την ταξινόμηση της βαθμολόγησης της βαρύτητας κατά NCICTCAE v3). Ασθενείς με ήπια έως μέτρια (Βαθμού 1 ή 2) 
διάρροια (αύξηση έως 6 κενώσεις την ημέρα) ή πιθανολογούμενη ήπια έως μέτρια κολίτιδα (π.χ. κοιλιακό άλγος ή αίμα στα κόπρανα), είναι πιθανό να παραμείνουν στο YERVOY. 
Συνιστάται συμπτωματική θεραπεία (π.χ. λοπεραμίδη, υποκατάσταση υγρών) και προσεκτική παρακολούθηση. Εάν τα ήπια έως μέτρια συμπτώματα υποτροπιάσουν ή επιμείνουν για 
57 ημέρες, η προγραμματισμένη δόση του YERVOY θα πρέπει να παραλείπεται και θα πρέπει να ξεκινήσει θεραπεία με κορτικοστεροειδή (π.χ. πρεδνιζόνη 1 mg/kg από το στόμα άπαξ 
ημερησίως ή ισοδύναμο). Εάν παρουσιαστεί υποχώρηση σε Βαθμό 01 ή επιστροφή στην έναρξη, το YERVOY μπορεί να ξαναρχίσει στην επόμενη προγραμματισμένη δόση. ∆όσεις που 
παραλείπονται λόγω ανεπιθύμητων αντιδράσεων δεν πρέπει να υποκαθίστανται (βλέπε παράγραφο 4.2). Το YERVOY πρέπει να διακόπτεται οριστικά σε ασθενείς με σοβαρή (Βαθμού 3 
ή 4) διάρροια ή κολίτιδα (βλέπε παράγραφο 4.2),και πρέπει να ξεκινήσει αμέσως υψηλής δόσης ενδοφλέβια θεραπεία με κορτικοστεροειδή. (Σε κλινικές δοκιμές έχει χρησιμοποιηθεί 
μεθυλπρεδνιζολόνη 2 mg/kg/ημέρα). Όταν ελέγχεται η διάρροια και άλλα συμπτώματα, η έναρξη βαθμιαίας μείωσης και διακοπής των κορτικοστεροειδών πρέπει να βασίζεται σε 
κλινική απόφαση. Σε κλινικές δοκιμές, η ταχεία βαθμιαία μείωση και διακοπή (σε διαστήματα < 1 μήνα) οδήγησε στην υποτροπή της διάρροιας ή της κολίτιδας σε ορισμένους ασθενείς. 
Οι ασθενείς πρέπει να αξιολογούνται για στοιχεία διάτρησης του γαστρεντερικού σωλήνα ή περιτονίτιδας. Η εμπειρία από κλινικές δοκιμές σχετικά με την αντιμετώπιση διάρροιας 
ανθεκτικής σε κορτικοστεροειδή ή κολίτιδας είναι περιορισμένη. Ωστόσο, είναι δυνατόν να ληφθεί υπόψη η προσθήκη ενός εναλλακτικού ανοσοκατασταλτικού παράγοντα στο σχήμα με 
κορτικοστεροειδή. Σε κλινικές δοκιμές, προστέθηκε εφάπαξ δόση infliximab 5 mg/kg, εκτός εάν ήταν αντένδειξη. ∆εν πρέπει να χρησιμοποιείται infliximab εάν πιθανολογείται διάτρηση 
του γαστρεντερικού σωλήνα ή σηψαιμία (βλέπε την Περίληψη Χαρακτηριστικών του Προϊόντος για το infliximab). Ηπατοτοξικότητα που συνδέεται με το ανοσοποιητικό: Το YERVOY 
σχετίζεται με σοβαρή ηπατοτοξικότητα σχετιζόμενη με το ανοσοποιητικό. Θανατηφόρος ηπατική ανεπάρκεια έχει αναφερθεί σε κλινικές δοκιμές (βλέπε παράγραφο 4.8). Σε ασθενείς 
που έλαβαν μονοθεραπεία με YERVOY 3 mg/kg στην MDX01020, ο χρόνος έως την εκδήλωση μέτριας έως σοβαρής ή θανατηφόρου (Βαθμού 25) ηπατοτοξικότητας που συνδέεται με το 
ανοσοποιητικό κυμάνθηκε από 3 έως 9 εβδομάδες από την έναρξη της θεραπείας. Με κατευθυντήριες γραμμές για την αντιμετώπιση σχετιζόμενες με το πρωτόκολλο, ο χρόνος έως την 
υποχώρηση κυμάνθηκε από 0,7 έως 2 εβδομάδες. Οι ηπατικές τρανσαμινάσες και η χολερυθρίνη πρέπει να αξιολογούνται πριν από κάθε δόση του YERVOY, καθώς πρόωρες 
εργαστηριακές μεταβολές μπορεί να υποδεικνύουν ανακύπτουσα ηπατίτιδα σχετιζόμενη με το ανοσοποιητικό (βλέπε παράγραφο 4.2). Αυξήσεις σε LFT είναι πιθανό να αναπτυχθούν 
απουσία κλινικών συμπτωμάτων. Πρέπει να αξιολογούνται αυξήσεις της AST και της ALT ή της ολικής χολερυθρίνης προς αποκλεισμό λοιπών αιτίων κάκωσης του ήπατος, 
συμπεριλαμβανομένων λοιμώξεων, εξέλιξης της νόσου ή φαρμακευτικών προϊόντων και να παρακολουθούνται έως την υποχώρησή τους. Βιοψίες ήπατος από ασθενείς που είχαν 
ηπατοτοξικότητα σχετιζόμενη με το ανοσοποιητικό, κατέδειξαν στοιχεία οξείας φλεγμονής (ουδετερόφιλα, λεμφοκύτταρα και μακροφάγα). Για ασθενείς με αυξημένη AST ή ALT στο 
εύρος των > 5-≤ 8 x ULN ή ολική χολερυθρίνη στο εύρος των > 3-≤ 5 x ULN που πιθανολογείται ότι σχετίζεται με το YERVOY, πρέπει να παραλείπεται η προγραμματισμένη δόση του 
YERVOY και πρέπει να παρακολουθούνται οι LFT έως την υποχώρηση. Όταν βελτιωθούν τα επίπεδα LFT (AST και ALT ≤ 5 x ULN και ολική χολερυθρίνη ≤ 3 x ULN), το YERVOY μπορεί να 
ξαναρχίσει στην επόμενη προγραμματισμένη δόση. ∆όσεις που παραλείπονται λόγω ανεπιθύμητων αντιδράσεων, δεν πρέπει να υποκαθίστανται (βλέπε παράγραφο 4.2). Για ασθενείς με 
αυξήσεις της AST ή της ALT > 8 x ULN που πιθανολογείται ότι σχετίζονται με το YERVOY, η θεραπεία πρέπει να διακόπτεται οριστικά (βλέπε παράγραφο 4.2) και πρέπει να ξεκινήσει 
αμέσως συστηματική ενδοφλέβια θεραπεία με κορτικοστεροειδή υψηλής δόσης (π.χ. μεθυλπρεδνιζολόνη 2 mg/kg ημερησίως ή ισοδύναμο). Σε αυτούς τους ασθενείς, πρέπει να 
παρακολουθούνται οι LFT έως την ομαλοποίηση. Όταν υποχωρούν τα συμπτώματα και ομαλοποιηθούν οι αυξήσεις των LFT, η έναρξη βαθμιαίας μείωσης και διακοπής των 
κορτικοστεροειδών πρέπει να βασίζεται στην κλινική απόφαση. Η βαθμιαία μείωση και διακοπή πρέπει να γίνεται μέσα σε διάστημα τουλάχιστον 1 μήνα. Αυξήσεις των LFTs κατά τη 
βαθμιαία μείωση και διακοπή είναι δυνατόν να αντιμετωπιστούν με αύξηση της δόσης του κορτικοστεροειδούς και βραδύτερη βαθμιαία μείωση και διακοπή. Για ασθενείς με σημαντικές 
αυξήσεις των LFT που είναι ανθεκτικοί σε θεραπεία με κορτικοστεροειδή, είναι δυνατόν να εξεταστεί η προσθήκη ενός εναλλακτικού ανοσοκατασταλτικού παράγοντα στο σχήμα με 
κορτικοστεροειδή. Σε κλινικές δοκιμές, χρησιμοποιήθηκε μυκοφαινολική μοφετίλη σε ασθενείς χωρίς ανταπόκριση σε θεραπεία με κορτικοστεροειδή ή που παρουσίασαν αύξηση του 
LFT κατά την βαθμιαία μείωση και διακοπή κορτικοστεροειδών που δεν ανταποκρινόταν σε αύξηση της δόσης των κορτικοστεροειδών (βλέπε την Περίληψη Χαρακτηριστικών του 
Προϊόντος για τη μυκοφαινολική μοφετίλη). ∆ερματικές ανεπιθύμητες αντιδράσεις που συνδέονται με το ανοσοποιητικό: Το YERVOY σχετίζεται με σοβαρές δερματικές ανεπιθύμητες 
αντιδράσεις  που μπορεί να συνδέονται με το ανοσοποιητικό. Θανατηφόρος τοξική επιδερμική νεκρόλυση έχει αναφερθεί σε κλινικές δοκιμές (βλέπε παράγραφο 4.8). Εξάνθημα και 
κνησμός επαγόμενα από YERVOY ήταν κυρίως ήπια ή μέτρια (Βαθμού 1 ή 2) και ανταποκρίνονταν σε συμπτωματική θεραπεία. Σε ασθενείς που έλαβαν μονοθεραπεία με YERVOY 3 mg/
kg στην MDX01020, ο διάμεσος χρόνος έως την εκδήλωση μέτριων έως σοβαρών ή θανατηφόρων (Βαθμού 25) δερματικών ανεπιθύμητων αντιδράσεων ήταν 3 εβδομάδες (εύρος 
0,9 έως 16 εβδομάδες) από την έναρξη της θεραπείας. Με ειδικές για το πρωτόκολλο κατευθυντήριες γραμμές για την αντιμετώπιση, παρουσιάστηκε υποχώρηση στις περισσότερες 
περιπτώσεις (87%), σε διάμεσο χρόνο από την εκδήλωση έως την υποχώρηση 5 εβδομάδες (εύρος 0,6 έως 29 εβδομάδες). Εξάνθημα και κνησμός επαγόμενα από YERVOY πρέπει να 
αντιμετωπίζεται με βάση τη σοβαρότητα. Ασθενείς με μια ήπια έως μέτρια (Βαθμού 1 έως 2) δερματική ανεπιθύμητη αντίδραση μπορούν να παραμείνουν σε θεραπεία με YERVOY με 
συμπτωματική θεραπεία (π.χ. αντισταμινικά). Για ήπιο έως μέτριο εξάνθημα ή κνησμό που εμμένει για 1 έως 2 εβδομάδες και δεν βελτιώνεται με τοπικά κορτικοστεροειδή, πρέπει να 
ξεκινήσει η από του στόματος θεραπεία με κορτικοστεροειδή (π.χ. πρεδνιζόνη 1 mg/kg άπαξ ημερησίως ή ισοδύναμο). Για ασθενείς με μια σοβαρή (βαθμού 3) δερματική ανεπιθύμητη 
αντίδραση, η προγραμματισμένη δόση του YERVOY θα πρέπει να παραλειφθεί. Εάν βελτιωθούν τα αρχικά συμπτώματα σε ήπια (Βαθμού 1) ή υποχωρήσουν, η θεραπεία με YERVOY μπορεί 
να συνεχιστεί και πάλι στην επόμενη προγραμματισμένη δόση. ∆όσεις που παραλείπονται λόγω μιας ανεπιθύμητης αντίδρασης, δεν πρέπει να υποκαθίστανται (βλέπε παράγραφο 4.2). 
Το YERVOY πρέπει να διακόπτεται οριστικά σε ασθενείς με ένα πολύ σοβαρό (Βαθμού 4) εξάνθημα ή σοβαρό (Βαθμού 3) κνησμό (βλέπε παράγραφο 4.2) και θα πρέπει να ξεκινήσει 
αμέσως συστηματική ενδοφλέβια θεραπεία με υψηλές δόσεις κορτικοστεροειδών (π.χ. μεθυλπρεδνιζολόνη 2 mg/kg/ημέρα). Όταν ελεγχθεί το εξάνθημα ή ο κνησμός, η έναρξη της 
βαθμιαίας μείωσης και διακοπής των κορτικοστεροειδών πρέπει να βασίζεται στην κλινική απόφαση. Η βαθμιαία μείωση και διακοπή πρέπει να γίνεται μέσα σε διάστημα τουλάχιστον 
1 μήνα. Νευρολογικές ανεπιθύμητες αντιδράσεις  που συνδέονται με το ανοσοποιητικό: Το YERVOY σχετίζεται με σοβαρές νευρολογικές ανεπιθύμητες αντιδράσεις που συνδέονται με το 
ανοσοποιητικό. Θανατηφόρο σύνδρομο Guillain-Barré έχει αναφερθεί σε κλινικές δοκιμές (βλέπε παράγραφο 4.8). Έχουν επίσης αναφερθεί συμπτώματα ομοιάζοντα με μυασθένεια 
gravis. Οι ασθενείς μπορεί να παρουσιάσουν μυϊκή αδυναμία. Μπορεί ακόμη να παρουσιαστεί αισθητική νευροπάθεια. Ανεξήγητη κινητική νευροπάθεια, μυϊκή αδυναμία ή αισθητική 
νευροπάθεια που διαρκεί > 4 ημέρες πρέπει να αξιολογείται και θα πρέπει να αποκλειστούν μη φλεγμονώδη αίτια, όπως εξέλιξη της νόσου, λοιμώξεις, μεταβολικά σύνδρομα και 
φαρμακευτικά προϊόντα. Για ασθενείς με μέτρια (Βαθμού 2) νευροπάθεια (κινητική με ή χωρίς αισθητική) που πιθανόν σχετίζεται με το YERVOY, θα πρέπει να παραλείπεται η 
προγραμματισμένη δόση. Εάν τα νευρολογικά συμπτώματα υποχωρήσουν στην έναρξη, ο ασθενής μπορεί να ξαναρχίσει το YERVOY στην επόμενη προγραμματισμένη δόση. ∆όσεις που 
παραλείπονται λόγω μιας ανεπιθύμητης αντίδρασης δεν πρέπει να υποκαθίστανται (βλέπε παράγραφο 4.2). Το YERVOY πρέπει να διακόπτεται οριστικά σε ασθενείς με σοβαρή (Βαθμού 3 
ή 4) αισθητική νευροπάθεια που πιθανολογείται ότι συνδέεται με το YERVOY (βλέπε παράγραφο 4.2). Οι ασθενείς πρέπει να αντιμετωπίζονται σύμφωνα με τις κατευθυντήριες γραμμές 
του ιδρύματος για την διαχείρηση αισθητικής νευθροπάθειας και πρέπει να ξεκινήσουν αμέσως ενδοφλέβια θεραπεία με κορτικοστεροειδή (π.χ. μεθυλπρεδνιζολόνη 2 mg/kg/ημέρα). 
Προοδευτικά σημάδια κινητικής νευροπάθειας θα πρέπει να θεωρείται ότι σχετίζονται με το ανοσοποιητικό και να αντιμετωπίζονται ανάλογα. Το YERVOY πρέπει να διακόπτεται οριστικά 
σε ασθενείς με σοβαρή (Βαθμού 3 ή 4) κινητική νευροπάθεια ανεξαρτήτως αιτιολογίας (βλέπε παράγραφο 4.2). Ενδοκρινοπάθεια που συνδέεται με το ανοσοποιητικό: Το YERVOY μπορεί 
να προκαλέσει φλεγμονή των οργάνων του ενδοκρινικού συστήματος, συγκεκριμένα υποφυσίτιδα, υποϋποφυσισμό, επινεφριδιακή ανεπάρκεια και υποθυρεοειδισμό και οι ασθενείς 
μπορεί να παρουσιάσουν μη ειδικά συμπτώματα, τα οποία μπορεί να μοιάζουν με άλλα αίτια, όπως μετάσταση στον εγκέφαλο ή υποκείμενη νόσο. Στη συχνότερη κλινική εικόνα 
συμπεριλαμβάνεται η κεφαλαλγία και η κόπωση. Στα συμπτώματα μπορεί να συμπεριλαμβάνονται ελλείμματα του οπτικού πεδίου, αλλαγές της συμπεριφοράς, διαταραχές των 
ηλεκτρολυτών και υπόταση. Επινεφριδιακή κρίση ως αίτιο των συμπτωμάτων του ασθενούς πρέπει να αποκλείεται. Η κλινική εμπειρία με ενδοκρινοπάθεια σχετιζόμενη με το YERVOY 
είναι περιορισμένη. Για ασθενείς που έλαβαν μονοθεραπεία με YERVOY 3 mg/kg στην MDX01020, ο χρόνος έως την εκδήλωση μέτριας έως πολύ σοβαρής (Βαθμού 24) ενδοκρινοπάθειας 
σχετιζόμενης με το ανοσοποιητικό κυμάνθηκε από 7 έως περίπου 20 εβδομάδες από την έναρξη της θεραπείας. Ενδοκρινοπάθεια που συνδέεται με το ανοσοποιητικό που παρατηρήθηκε 
σε κλινικές δοκιμές, ήταν γενικώς ελεγχόμενη με ανοσοκατασταλτική θεραπεία και θεραπεία υποκατάστασης ορμονών. Εάν υπάρχουν οποιαδήποτε σημεία επινεφριδιακής κρίσης, όπως 
σοβαρή αφυδάτωση, υπόταση ή καταπληξία, συνιστάται άμεση χορήγηση ενδοφλέβιων κορτικοστεροειδών με αλατοκορτικοειδική δράση και ο ασθενής θα πρέπει να αξιολογηθεί για 
την παρουσία σηψαιμίας ή λοιμώξεων. Εάν υπάρχουν σημεία επινεφριδιακής ανεπάρκειας, αλλά ο ασθενής δεν βρίσκεται σε επινεφριδιακή κρίση, πρέπει να εξεταστούν περαιτέρω 
παρακλινικές εξετάσεις στις οποίες συμπεριλαμβάνεται η αξιολόγηση εργαστηριακών και απεικονιστικών ελέγχων. Η αξιολόγηση των αποτελεσμάτων των εργαστηριακών ελέγχων για 
την έλεγχο της ενδοκρινούς λειτουργίας πρέπει να πραγματοποιείται πριν από την έναρξη θεραπείας με κορτικοστεροειδή. Εάν οι απεικονιστικοί έλεγχοι της υπόφυσης ή εργαστηριακοί 
έλεγχοι της ενδοκρινούς λειτουργίας είναι μη φυσιολογικοί, συνιστάται βραχύ σχήμα θεραπείας με υψηλές δόσεις κορτικοστεροειδών (π.χ. δεξαμεθαζόνη 4 mg ανά 6 ώρες ή ισοδύναμο) 
ώστε να αντιμετωπιστεί η φλεγμονή του προσβεβλημένου αδένα και η προγραμματισμένη δόση του YERVOY θα πρέπει να παραλειφθεί (βλέπε παράγραφο 4.2). Αυτή τη στιγμή είναι 
άγνωστο εάν η θεραπεία με κορτικοστεροειδή αναστρέφει την αδενική δυσλειτουργία. Θα πρέπει επίσης να ξεκινήσει κατάλληλη υποκατάσταση ορμονών. Είναι πιθανό να είναι 
απαραίτητη μακροχρόνια θεραπεία με υποκατάσταση ορμονών. Όταν τεθούν υπό έλεγχο τα συμπτώματα ή οι μη φυσιολογικές εργαστηριακές τιμές και είναι εμφανής η βελτίωση του 
ασθενούς συνολικά, μπορεί να συνεχιστεί η θεραπεία με YERVOY και η έναρξη της βαθμιαίας μείωσης και διακοπής των κορτικοστεροειδών πρέπει να βασίζεται στην κλινική απόφαση. 
Η βαθμιαία μείωση και διακοπή πρέπει να γίνεται μέσα σε διάστημα τουλάχιστον 1 μήνα. Άλλες ανεπιθύμητες αντιδράσεις που συνδέονται με το ανοσοποιητικό: Οι παρακάτω 
ανεπιθύμητες αντιδράσεις που πιθανολογείται ότι συνδέονται με το ανοσοποιητικό, έχουν αναφερθεί σε ασθενείς που έλαβαν μονοθεραπεία με YERVOY 3 mg/kg στην MDX01020: 
ραγοειδίτιδα, ηωσινοφιλία, αύξηση λιπάσης και σπειραματονεφρίτιδα. Επιπροσθέτως, ιρίτιδα, αιμολυτική αναιμία, αυξήσεις αμυλάσης, πολυοργανική ανεπάρκεια και πνευμονίτιδα 
έχουν αναφερθεί σε ασθενείς που έλαβαν πεπτιδικό εμβόλιο με YERVOY 3 mg/kg + gp100 στην MDX01020 (βλέπε παράγραφο 4.8). Αν οι αντιδράσεις είναι σοβαρές (Βαθμού 3 ή 4) είναι 
πιθανό να απαιτηθεί άμεσα θεραπεία με υψηλές δόσεις κορτικοστεροειδών και διακοπή του YERVOY (βλέπε παράγραφο 4.2). Για ραγοειδίτιδα, ιρίτιδα ή επισκληρίτιδα που συνδέεται με 
το YERVOY, θα πρέπει να εξετάζεται η χρήση τοπικών κορτικοστεροειδών στη μορφή των οφθαλμικών σταγόνων όπως ενδείκνυται ιατρικά. Ειδικοί πλυθησμοί: Aσθενείς με οφθαλμικό 
μελάνωμα, πρωτοπαθές μελάνωμα του ΚΝΣ και ενεργές μεταστάσεις του εγκεφάλου δεν συμπεριελήφθησαν στην πιλοτική κλινική δοκιμή (βλέπε παράγραφο 5.1). Αντίδραση στην 
έγχυση: Υπήρχαν μεμονωμένες αναφορές σοβαρών αντιδράσεων στην έγχυση σε κλινικές δοκιμές. Σε περίπτωση σοβαρής αντίδρασης στην έγχυση, η έγχυση YERVOY πρέπει να 
διακόπτεται και να χορηγείται κατάλληλη ιατρική θεραπεία. Ασθενείς με ήπια ή μέτρια αντίδραση στην έγχυση, μπορούν να λάβουν YERVOY με προσεκτική παρακολούθηση. Μπορεί να 
ληφθεί υπόψη η προφαρμακευτική αγωγή με αντιπυρετικό και αντισταμινικό. Ασθενείς με αυτοάνοση νόσο: Ασθενείς με ιστορικό αυτοάνοσης νόσου (εκτός από λεύκη και επαρκώς 
ελεγχόμενη ανεπάρκεια ενδοκρίνης, όπως υποθυρεοειδισμός), συμπεριλαμβανομένων αυτών για τους οποίους απαιτείται συστηματική ανοσοκατασταλτική θεραπεία για προϋπάρχουσα 
ενεργό αυτοάνοση νόσο ή για διατήρηση μοσχεύματος μετά από μεταμόσχευση οργάνου, δεν αξιολογήθηκαν σε κλινικές δοκιμές. Το ipilimumab είναι ενισχυτής των Τκυττάρων που 
καθιστά δυνατή την ανοσολογική ανταπόκριση (βλέπε παράγραφο 5.1) και είναι πιθανό να παρέμβει στην ανοσοκατασταλτική θεραπεία, γεγονός που οδηγεί σε παροξυσμό της 
υποκείμενης νόσου ή αυξημένο κίνδυνο απόρριψης του μοσχεύματος. Το YERVOY πρέπει να αποφεύγεται σε ασθενείς με σοβαρή ενεργό αυτοάνοση νόσο, σε περιπτώσεις στις οποίες 
περαιτέρω ενεργοποίηση του ανοσοποιητικού είναι ενδεχομένως άμεσα απειλητική για τη ζωή και χρησιμοποιείται με προσοχή σε άλλους ασθενείς με ιστορικό αυτοάνοσης νόσου, μετά 
από προσεκτική εξέταση του ενδεχόμενου κινδύνου-οφέλους σε ατομική βάση. Ασθενείς που ακολουθούν δίαιτα με ελεγχόμενη περιεκτικότητα σε νάτριο. Κάθε ml αυτού του 
φαρμακευτικού προϊόντος περιέχει 0,1 mmol (ή 2,30 mg) νατρίου. Θα πρέπει να λαμβάνεται υπόψη κατά την θεραπεία ασθενών που ακολουθούν δίαιτα με ελεγχόμενη περιεκτικότητα 
σε νάτριο. 4.8 Ανεπιθύμητες ενέργειες: Περίληψη του προφίλ ασφάλειας: Το YERVOY έχει χορηγηθεί σε > 3.000 ασθενείς σε ένα κλινικό πρόγραμμα το οποίο αξιολόγησε τη 
χρήση του με διάφορες δόσεις και τύπους όγκων. Εκτός εάν ορίζεται διαφορετικά, τα δεδομένα παρακάτω αποτυπώνουν την έκθεση σε YERVOY στα 3 mg/kg σε κλινικές δοκιμές 
μελανώματος. Στη μελέτη Φάσης 3 MDX01020, (βλέπε παράγραφο 5.1), οι ασθενείς έλαβαν ένα διάμεσο 4 δόσεων (εύρος 14). Το YERVOY σχετίζεται πολύ συχνά με ανεπιθύμητες 
ενέργειες που προκύπτουν από αυξημένη ή εντεταμένη δράση του ανοσοποιητικού. Οι περισσότερες από αυτές, στις οποίες συμπεριλαμβάνονται σοβαρές αντιδράσεις, υποχώρησαν 
μετά από την έναρξη κατάλληλης ιατρικής θεραπείας ή τη διακοπή του YERVOY (βλέπε παράγραφο 4.4 για την αντιμετώπιση ανεπιθύμητων αντιδράσεων που συνδέονται με το 
ανοσοποιητικό). Σε ασθενείς που έλαβαν μονοθεραπεία με YERVOY 3 mg/kg στην MDX01020, οι ανεπιθύμητες ενέργειες που αναφέρθηκαν συχνότερα (≥ 10% των ασθενών), ήταν 
διάρροια, εξάνθημα, κνησμός, κόπωση, ναυτία, έμετος, μειωμένη όρεξη και κοιλιακό άλγος. Στην πλειονότητά τους ήταν ήπιες έως μέτριες (Βαθμού 1 ή 2). Η θεραπεία με YERVOY 
διακόπηκε λόγω ανεπιθύμητων ενεργειών στο 10% των ασθενών. Κατάλογος ανεπιθύμητων ενεργειών σε πίνακα: Ανεπιθύμητες ενέργειες που αναφέρθηκαν σε ασθενείς με 
προχωρημένο μελάνωμα, οι οποίοι έλαβαν YERVOY 3 mg/kg σε κλινικές δοκιμές (n = 767), παρουσιάζονται στον Πίνακα 2. Αυτές οι αντιδράσεις παρουσιάζονται ανά κατηγορία 
συστήματος οργάνων σύμφωνα με την συχνότητα. Η συχνότητα ορίζεται ως εξής: πολύ συχνές (≥ 1/10), συχνές (≥ 1/100 έως < 1/10), όχι συχνές (≥ 1/1.000 έως < 1/100), σπάνιες 
(≥ 1/10.000 έως < 1/1.000), πολύ σπάνιες (< 1/10.000). Εντός κάθε κατηγορίας συχνότητας εμφάνισης, οι ανεπιθύμητες ενέργειες εμφανίζονται κατά φθίνουσα σειρά σοβαρότητας. 
Τα ποσοστά ανεπιθύμητων αντιδράσεων που συνδέονται με το ανοσοποιητικό σε HLAA2*0201 θετικούς ασθενείς οι οποίοι έλαβαν YERVOY στην MDX01020, ήταν παρόμοια με εκείνα που 
παρατηρήθηκαν στο κλινικό πρόγραμμα συνολικά. 

Πίνακας 2: Ανεπιθύμητες ενέργειες σε ασθενείς με προχωρημένο μελάνωμα που έλαβαν YERVOY 3 mg/kg (n = 767)α

Λοιμώξεις και παρασιτώσεις
Όχι συχνές σηψαιμίαβ, σηπτική καταπληξίαβ, μηνιγγίτιδα, γαστρεντερίτιδα, εκκολπωματίτιδα, ουρολοίμωξη, λοίμωξη του ανώτερου 

αναπνευστικού συστήματος, λοίμωξη του κατώτερου αναπνευστικού συστήματος 
Νεοπλάσματα καλοήθη, κακοήθη και μη καθορισμένα (περιλαμβάνονται κύστεις και πολύποδες)
Συχνές πόνος από όγκο
Όχι συχνές παρανεοπλασματικό σύνδρομο
∆ιαταραχές του αιμοποιητικού και του λεμφικού συστήματος
Συχνές αναιμία, λεμφοπενία 
Όχι συχνές αιμολυτική αναιμίαβ, θρομβοπενία, ηωσινοφιλία, ουδετεροπενία 
∆ιαταραχές του ανοσοποιητικού συστήματος
Όχι συχνές υπερευαισθησία
∆ιαταραχές του ενδοκρινικού συστήματος 
Συχνές υποϋποφυσισμός (συμπεριλαμβάνεται η υποφυσίτιδα)γ, υποθυρεοειδισμόςγ 
Όχι συχνές επινεφριδιακή ανεπάρκειαγ, υπερθυρεοειδισμόςγ, υπογοναδισμός 
∆ιαταραχές του μεταβολισμού και της θρέψης
Πολύ συχνές μειωμένη όρεξη
Συχνές αφυδάτωση, υποκαλιαιμία 
Όχι συχνές υπονατριαιμία, αλκάλωση, υποφωσφοραιμία, σύνδρομο λύσης όγκου
Ψυχιατρικές διαταραχές
Συχνές συγχυτική κατάσταση 
Όχι συχνές μεταβολές της νοητικής κατάστασης, κατάθλιψη, μειωμένη γενετήσια ορμή 
∆ιαταραχές του νευρικού συστήματος
Συχνές περιφερική αισθητική νευροπάθεια, ζάλη, κεφαλαλγία, λήθαργος
Όχι συχνές σύνδρομο Guillain-Barréβ,γ, συγκοπή, κρανιακή νευροπάθεια, εγκεφαλικό οίδημα, περιφερική νευροπάθεια, αταξία, τρόμος, 

μυόκλωνος, δυσαρθρία 
Οφθαλμικές διαταραχές
Συχνές θαμπή όραση, πόνος του οφθαλμού 
Όχι συχνές ραγοειδίτιδαγ, αιμορραγία του υαλοειδούς σώματος, ιρίτιδαγ, μειωμένη οπτική οξύτητα, αίσθημα ξένου σώματος στους 

οφθαλμούς, επιπεφυκίτιδα
Καρδιακές διαταραχές
Όχι συχνές αρρυθμία, κολπική μαρμαρυγή
Αγγειακές διαταραχές
Συχνές υπόταση, έξαψη 
Όχι συχνές αγγειίτιδα, αγγειοπάθειαβ, περιφερική ισχαιμία, ορθοστατική υπόταση 
∆ιαταραχές του αναπνευστικού συστήματος, του θώρακα και του μεσοθωρακίου
Συχνές δύσπνοια, βήχας 
Όχι συχνές αναπνευστική ανεπάρκεια, σύνδρομο οξείας αναπνευστικής δυσχέρειαςβ, διήθηση πνεύμονα, πνευμονικό οίδημα, πνευμονίτιδα, 

αλλεργική ρινίτιδα
∆ιαταραχές του γαστρεντερικού
Πολύ συχνές διάρροιαγ, έμετος, ναυτία 
Συχνές γαστρεντερική αιμορραγία, κολίτιδαβ,γ, δυσκοιλιότητα, γαστροοισοφαγική παλινδρόμηση, κοιλιακό άλγος
Όχι συχνές διάτρηση του γαστρεντερικού σωλήναβ,γ, διάτρηση του παχέος εντέρουβ,γ, διάτρηση του εντέρουβ,γ, περιτονίτιδαβ, παγκρεατίτιδα, 

εντεροκολίτιδα, γαστρικό έλκος, έλκος του παχέος εντέρου, οισοφαγίτιδα, ειλεόςδ

∆ιαταραχές του ήπατος και των χοληφόρων
Συχνές μη φυσιολογική ηπατική λειτουργία
Όχι συχνές ηπατική ανεπάρκειαβ,γ, ηπατίτιδα, ηπατομεγαλία, ίκτερος 
∆ιαταραχές του δέρματος και του υποδόριου ιστού
Πολύ συχνές εξάνθημαγ, κνησμόςγ 
Συχνές δερματίτιδα, ερύθημα, λεύκη, κνίδωση, αλωπεκία, νυκτερινοί ιδρώτες, ξηροδερμία
Όχι συχνές  τοξική επιδερμική νεκρόλυσηβ,γ, λευκοκυτταροκλαστική αγγειίτιδα, αποφολίδωση δέρματος
∆ιαταραχές του μυοσκελετικού συστήματος και του συνδετικού ιστού
Συχνές αρθραλγία, μυαλγία, μυοσκελετικός πόνος, μυϊκοί σπασμοί 
Όχι συχνές ρευματική πολυμυαλγία, αρθρίτιδα 
∆ιαταραχές των νεφρών και των ουροφόρων οδών
Όχι συχνές νεφρική ανεπάρκειαβ, σπειραματονεφρίτιδαγ, νεφρική σωληναριακή οξέωση 
∆ιαταραχές του αναπαραγωγικού συστήματος και του μαστού
Όχι συχνές αμηνόρροια
Γενικές διαταραχές και καταστάσεις της οδού χορήγησης
Πολύ συχνές κόπωση, αντίδραση της θέσης ένεσης, πυρεξία
Συχνές ρίγη, εξασθένιση, οίδημα, άλγος 
Όχι συχνές πολυοργανική ανεπάρκειαβ,γ, σχετιζόμενη με την έγχυση αντίδραση 
Παρακλινικές εξετάσεις
Συχνές αυξημένη αμινοτρανσφεράση της αλανίνηςγ, αυξημένη ασπαρτική αμινοτρανσφεράσηγ, αυξημένη χολερυθρίνη αίματος, μειωμένο 

σωματικό βάρος 
Όχι συχνές μη φυσιολογικές δοκιμασίες ηπατικής λειτουργίας, αυξημένη κρεατινίνη αίματος, αυξημένη θυρεοειδοτρόπος ορμόνη αίματος, 

μειωμένη κορτιζόλη αίματος, μειωμένη κορτικοτροφίνη αίματος, αυξημένη λιπάσηγ, αυξημένη αμυλάση αίματοςγ, μειωμένη 
τεστοστερόνη αίματος

α  Οι συχνότητες βασίζονται σε συγκεντρωτικά στοιχεία από 9 κλινικές δοκιμές που εξέτασαν το ΥERVOY 3 mg/kg δόση σε μελάνωμα.
β  Συμπεριλαμβάνεται η θανατηφόρος έκβαση.
γ  Πρόσθετες πληροφορίες σχετικά με αυτές τις πιθανώς φλεγμονώδεις ανεπιθύμητες ενέργειες παρέχονται στην «Περιγραφή επιλεγμένων ανεπιθύμητων ενεργειών» και την παράγραφο 4.4. Τα 

δεδομένα που παρουσιάζονται σε αυτές τις παραγράφους αποτυπώνουν κυρίως την εμπειρία από μια μελέτη Φάσης 3, την MDX01020.
δ  Αναφέρονται σε πρόσφατες μελέτες εκτός των ολοκληρωμένων κλινικών δοκιμών στο μελάνωμα.
Πρόσθετες ανεπιθύμητες ενέργειες που δεν αναφέρονται στον Πίνακα 2 έχουν αναφερθεί σε ασθενείς που έλαβαν άλλες δόσεις (είτε < ή > 3 mg/kg) YERVOY σε κλινικές δοκιμές 
μελανώματος. Αυτές οι πρόσθετες αντιδράσεις παρουσιάστηκαν όλες σε συχνότητα < 1%: μηνιγγισμός, μυοκαρδίτιδα, καρδιομυοπάθεια, αυτοάνοση ηπατίτιδα, πολύμορφο ερύθημα, 
αυτοάνοση νεφρίτιδα, συμπτώματα ομοιάζοντα με μυασθένεια gravis, αυτοάνοση θυρεοειδίτιδα, υπερυποφυσισμός, δευτεροπαθής ανεπάρκεια του φλοιού των επινεφριδίων, 
υποπαραθυρεοειδισμός, θυρεοειδίτιδα, επισκληρίτιδα, βλεφαρίτιδα, οίδημα του οφθαλμού, σκληρίτιδα, κροταφική αρτηρίτιδα, φαινόμενο Raynaud, πρωκτίτιδα, σύνδρομο 
παλαμοπελματιαίας ερυθροδυσαισθησίας, ψωρίαση, αιματουρία, πρωτεϊνουρία, μειωμένη θυρεοειδοτρόπος ορμόνη αίματος, μειωμένη γοναδοτροφίνη αίματος, μειωμένη θυροξίνη, 
λευκοπενία και πολυκυτταραιμία. Περιγραφή επιλεγμένων ανεπιθύμητων ενεργειών: Με εξαίρεση τις περιπτώσεις στις οποίες επισημαίνεται, τα δεδομένα για τις παρακάτω επιλεγμένες 
ανεπιθύμητες ενέργειες βασίζονται σε ασθενείς που έλαβαν μονοθεραπεία με YERVOY 3 mg/kg (n = 131) ή YERVOY 3 mg/kg σε συνδυασμό με gp100 (n = 380) σε μια μελέτη Φάσης 3 του 
προχωρημένου (μη χειρουργήσιμου ή μεταστατικού) μελανώματος (MDX01020, βλέπε παράγραφο 5.1). Οι κατευθυντήριες γραμμές για την αντιμετώπιση αυτών των ανεπιθύμητων 
ενεργειών περιγράφονται στην παράγραφο 4.4. Γαστρεντερικές αντιδράσεις που συνδέονται με το ανοσοποιητικό. Το YERVOY σχετίζεται με σοβαρές γαστρεντερικές αντιδράσεις που 
συνδέονται με το ανοσοποιητικό. Θανατηφόρα περιστατικά λόγω διάτρησης του γαστρεντερικού σωλήνα έχουν αναφερθεί σε < 1% των ασθενών που έλαβαν YERVOY 3 mg/kg σε 
συνδυασμό με gp100. Στην ομάδα με μονοθεραπεία με YERVOY 3 mg/kg, αναφέρθηκε διάρροια και κολίτιδα οποιασδήποτε βαρύτητας στο 27% και το 8% αντίστοιχα. Η συχνότητα 
σοβαρής (Βαθμού 3 ή 4) διάρροιας και σοβαρής (Βαθμού 3 ή 4) κολίτιδας ήταν 5% για το καθένα. Ο διάμεσος χρόνος έως την εκδήλωση σοβαρών ή θανατηφόρων (Βαθμού 3 έως 5) 
γαστρεντερικών αντιδράσεων που συνδέονται με το ανοσοποιητικό ήταν 8 εβδομάδες (εύρος 5 έως 13 εβδομάδες) από την αρχή της θεραπείας. Με κατευθυντήριες γραμμές για την 
αντιμετώπιση σχετιζόμενες με το πρωτόκολλο η υποχώρηση παρουσιάστηκε στις περισσότερες περιπτώσεις (90%), με διάμεσο χρόνο από την εκδήλωση έως την υποχώρηση (ορίζεται 
ως βελτίωση σε ήπια [Βαθμού 1] ή λιγότερο ή στη σοβαρότητα κατά την έναρξη) 4 εβδομάδες (εύρος 0,6 έως 22 εβδομάδες). Σε κλινικές δοκιμές η κολίτιδα που συνδέεται με το 
ανοσοποιητικό συσχετίστηκε με στοιχεία φλεγμονής του βλεννογόνου, με ή χωρίς εξελκώσεις και λεμφοκυτταρική και ουδετεροφιλική διήθηση. Ηπατοτοξικότητα που συνδέεται με το 
ανοσοποιητικό. Το YERVOY σχετίζεται με σοβαρή ηπατοτοξικότητα που συνδέεται με το ανοσοποιητικό. Θανατηφόρος ηπατική ανεπάρκεια έχει αναφερθεί σε < 1% των ασθενών που 
έλαβαν μονοθεραπεία με YERVOY 3 mg/kg. Αυξήσεις της AST και της ALT οποιασδήποτε βαρύτητας αναφέρθηκαν στο 1% και το 2% των ασθενών αντίστοιχα. ∆εν υπήρχαν αναφορές 
σοβαρής (Βαθμού 3 ή 4) αύξησης της AST ή της ALT. Ο χρόνος έως την εκδήλωση μέτριας έως σοβαρής ή θανατηφόρου (Βαθμού 2 έως 5) ηπατοτοξικότητας που συνδέεται με το 
ανοσοποιητικό κυμάνθηκε από 3 έως 9 εβδομάδες από την αρχή της θεραπείας. Με κατευθυντήριες γραμμές για την αντιμετώπιση σχετιζόμενες με το πρωτόκολλο, ο χρόνος έως την 
υποχώρηση κυμάνθηκε από 0,7 έως 2 εβδομάδες. Σε κλινικές δοκιμές, βιοψίες ήπατος από ασθενείς που είχαν ηπατοτοξικότητα σχετιζόμενη με το ανοσοποιητικό, εμφάνισαν στοιχεία 
οξείας φλεγμονής (ουδετερόφιλα, λεμφοκύτταρα και μακροφάγα). ∆ερματικές ανεπιθύμητες αντιδράσεις που συνδέονται με το ανοσοποιητικό. Το YERVOY σχετίζεται με σοβαρές 
δερματικές ανεπιθύμητες αντιδράσεις που μπορεί να συνδέονται με το ανοσοποιητικό. Θανατηφόρος τοξική επιδερμική νεκρόλυση έχει αναφερθεί σε < 1% των ασθενών που έλαβαν 
YERVOY σε συνδυασμό με gp100 (βλέπε παράγραφο 5.1). Στην ομάδα με μονοθεραπεία με YERVOY 3 mg/kg, αναφέρθηκε εξάνθημα και κνησμός διαφορετικής βαρύτητας, το καθένα 
στο 27% των ασθενών. Εξάνθημα και κνησμός επαγόμενο από YERVOY ήταν κυρίως ήπια (Βαθμού 1) ή μέτρια (Βαθμού 2) και ανταποκρίνονταν σε συμπτωματική θεραπεία. Ο διάμεσος 
χρόνος έως την εκδήλωση μέτριων έως σοβαρών ή θανατηφόρων (Βαθμού 2 έως 5) δερματικών ανεπιθύμητων αντιδράσεων ήταν 3 εβδομάδες από την αρχή της θεραπείας 
(εύρος 0,9 έως 16 εβδομάδες). Με κατευθυντήριες γραμμές για την αντιμετώπιση σχετιζόμενες με το πρωτόκολλο, υποχώρηση παρουσιάστηκε στις περισσότερες περιπτώσεις (87%), 
με διάμεσο χρόνο από την εκδήλωση έως την υποχώρηση 5 εβδομάδες (εύρος 0,6 έως 29 εβδομάδες). Νευρολογικές ανεπιθύμητες αντιδράσεις που συνδέονται με το ανοσοποιητικό. Το 
YERVOY σχετίζεται με σοβαρές νευρολογικές αντιδράσεις που συνδέονται με το ανοσοποιητικό. Θανατηφόρο σύνδρομο Guillain-Barré έχει αναφερθεί σε < 1% των ασθενών που έλαβαν 
YERVOY 3 mg/kg σε συνδυασμό με gp100. Συμπτώματα ομοιάζοντα με μυασθένεια gravis έχουν επίσης αναφερθεί σε < 1% των ασθενών που έλαβαν υψηλότερες δόσεις YERVOY σε 
κλινικές δοκιμές. Ενδοκρινοπάθεια που συνδέονται με το ανοσοποιητικό. Στην ομάδα με μονοθεραπεία με YERVOY 3 mg/kg, υποϋποφυσισμός οποιασδήποτε βαρύτητας αναφέρθηκε 
στο 4% των ασθενών. Επινεφριδιακή ανεπάρκεια, υπερθυρεοειδισμός και υποθυρεοειδισμός οποιασδήποτε βαρύτητας αναφέρθηκε το καθένα στο 2% των ασθενών. Η συχνότητα 
σοβαρού (Βαθμού 3 ή 4) υποϋποφυσισμού αναφέρθηκε στο 3% των ασθενών. ∆εν υπήρχαν αναφορές σοβαρής ή πολύ σοβαρής (Βαθμού 3 ή 4) επινεφριδιακής ανεπάρκειας, 
υπερθυρεοειδισμού ή υποθυρεοειδισμού. Ο χρόνος έως την εκδήλωση μέτριας έως πολύ σοβαρής (Βαθμού 2 έως 4) σχετιζόμενης με το ανοσοποιητικό ενδοκρινοπάθειας κυμάνθηκε 
από 7 έως περίπου 20 εβδομάδες από την αρχή της θεραπείας. Ενδοκρινοπάθεια σχετιζόμενη με το ανοσοποιητικό που παρατηρήθηκε σε κλινικές δοκιμές, ήταν γενικώς ελεγχόμενη με 
θεραπεία υποκατάστασης ορμονών. Άλλες ανεπιθύμητες αντιδράσεις που συνδέονται με το ανοσοποιητικό. Οι παρακάτω ανεπιθύμητες αντιδράσεις που πιθανολογείται ότι συνδέονται 
με το ανοσοποιητικό, έχουν αναφερθεί σε < 2% των ασθενών που έλαβαν μονοθεραπεία με YERVOY 3 mg/kg: ραγοειδίτιδα, ηωσινοφιλία, αύξηση λιπάσης και σπειραματονεφρίτιδα. 
Επιπροσθέτως, ιρίτιδα, αιμολυτική αναιμία, αυξήσεις αμυλάσης, πολυοργανική ανεπάρκεια και πνευμονίτιδα έχουν αναφερθεί σε ασθενείς που έλαβαν YERVOY 3 mg/kg σε συνδυασμό 
με πεπτιδικό εμβόλιο gp100. YERVOY 5 mg/ml πυκνό διάλυμα για παρασκευή διαλύματος προς έγχυση – Συσκευασία: 1 Φιαλίδιο (γυάλινο) x 10 ml με ενδεικτική Νοσοκομειακή τιμή 
3.887,16 €, και ενδεικτική Χονδρική τιμή τιμή 4.468,00 €. YERVOY 5 mg/ml πυκνό διάλυμα για παρασκευή διαλύματος προς έγχυση – Συσκευασία: 1 Φιαλίδιο (γυάλινο) x 40 ml με 
ενδεικτική Νοσοκομειακή τιμή 15.548,65 €, και ενδεικτική Χονδρική τιμή τιμή 17.872,01 €. 

Βοηθήστε να γίνουν όλα τα φάρμακα πιο ασφαλή: Συμπληρώστε την “ΚΙΤΡΙΝΗ ΚΑΡΤΑ” 
Αναφέρατε: ΟΛΕΣ τις ανεπιθύμητες ενέργειες για τα ΝΕΑ ΦΑΡΜΑΚΑ Ν 

Τις ΣΟΒΑΡΕΣ ανεπιθύμητες ενέργειες για τα ΓΝΩΣΤΑ ΦΑΡΜΑΚΑ

Bristol-Myers Squibb Α.Ε. Αττικής 49-53 & Προποντίδος 2, Τ.Κ. 152 35 Βριλήσσια, Αττική. ΤΘ 63883 - Bριλήσσια Τ.Κ. 152 03, Αττική. 
Tηλ. 210 6074300 & 210 6074400, Φαξ 210 6074333. ΑΡ.Μ.Α.Ε. 62772/01ΑΤ/Β/07/148
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πυκνό διάλυμα για παρασκευή
διαλύματος προς έγχυση
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*Σε μια τυχαιοποιημένη, ελεγχόμενη δοκιμή φάσης 3.
1. Περίληψη Χαρακτηριστικών Προϊόντος του YERVOY™. 2. Hodi FS et al. N Engl J Med. 2010;363(8):711-723.

Το YERVOY™ (ipilimumab) ενδείκνυται για τη θεραπεία 
του προχωρημένου (ανεγχείρητου ή μεταστατικού) μελανώματος 

σε ενηλίκους που έχουν λάβει προηγούμενη θεραπεία.1

Για σημαντικές πληροφορίες ασφάλειας, 
ανατρέξτε στην Περίληψη Χαρακτηριστικών Προϊόντος του YERVOY™ ©
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του προχωρημένου (ανεγχείρητου ή μεταστατικού) μελανώματος 

 
ανοσοποιητικού
σ υ σ τ ή μ α τ ο ς

παρατεταμένης 
επιβίωσης

       


