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INTRODUCTION | RESULTS

L77_u-DOTATATE peptide receptor * Median follow-up was 21 months.

radionuclide therapy (PR.RT) 'S apprc_)ved * The median and mean SUVmax of the hottest lesion on DOTATATE-PET was 41.9 and 51.5 (IQR 28.3-60.3).
for treatment of progressive metastatic
gastroenteropancreatic (GEP) ' * The most common side effects were marrow toxicity and kidney disease. Two patients developed AML (Table 2).
neuroendocrine tumors (NETs). The ' . . . ) . . 0 .
NETTER-1 trial demonstrated that 1771 - During treatment, WBC decreased by 29%+28%, platelets by 36%+27% and Hemoglobin by 11%+12% .
DOTATATE increased progression-free ' am1 * eGFR fell by an average of 7%+28% at any point in time after treatment.

;‘;:’e';]’?; &?{Egzr\‘j:n‘g’;q gﬁct);erc()atslgi(\e/;n N S s B L B = » The best radiographic response rates: 0 (0%) CR, 49 (25%) PR, 117 (60%) SD, 20 (10%) PD, and 9 (5%) no RECIST measurable disease.
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somatostatin-receptor-positive midgut bowel * There was a trend to a higher response (ie PR) in patients with a higher SUVmax, but it was not statistically significant (Figure 3).
NETS.l Here we report our Single Gradel ®mGrade2  Grade3 mUnknown
Institution experience with PRRT.

* Higher grade tumors and PNETSs had a shorter overall PFS and OS (Figure 4).
Figure 1: Breakdown of primary site and grading of NETSs.

* The median PFS for patients > 70 years old was 28 (19-38) months, and for patients < 70 years old was 24 (20-31) months p= 0.459.

142 (72%) patients were kept on SSAs after PRRT. 19 (10%) patients were re-treated.
MATERIALS AND

METHODS

Demographic characteristics, clinical and ' A B
laboratory values, and post-treatment '

CONCLUSION

 Patients with higher-grade disease

outcomes of 195 patients who received 51001 ] 001 5100 ] 0<0.001 experienced shorter PFS.
1771 11 S og-rank p=0. < 0g-rank p<v.
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Table 1: Patient demographics_ Table 2: Grading of toxicities based on CTCAE version 5.0. Figure 4: A. PFS by primary tumor. B. PFS by grade' C.0S by primary tumor. D. OS by grade' :N"uzarmorad|tuqhay|@uc~‘5~: \



	Slide 1

