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to examine the differences in practice patterns across countries based on
resources utilized among advanced NET patients.
Materials and Methods: Physicians were asked to record the resource
utilization for a sample of their NET patients via an online data survey. The
survey focused on patients with advanced, progressive NET. The survey
was administered to physicians in the US, UK, Germany, France, Brazil
and Italy with the aim to collect data on use of various treatments, routine
monitoring and hospitalizations. Resource utilization was assessed across
all available follow up from the time of advanced NET diagnosis.
Results: A total of 4,100 surveys were sent to physicians across 6
countries, with 197 (4.8%) choosing to participate. Data on 394 patients
was obtained. Resource utilization was high across all countries (Table 1).

Table 1. Resource utilization during follow up stratified by country (N = 394)

US
%(n = 110)

UK
%(n = 64)

Germany
%(n = 52)

France
%(n = 54)

Brazil
%(n = 60)

Italy
%(n = 54)

Surgery 45.5 (50) 32.8 (21) 38.5 (20) 55.6 (30) 46.7 (28) 63.0 (34)
Chemotherapy 38.2 (42) 39.1 (25) 51.9 (27) 59.3 (32) 60.0 (36) 55.6 (30)
PRRT 5.5 (6) 14.1 (9) 17.3 (9) 5.6 (3) 15.0 (9) 7.4 (4)
Somatostatin analogs 78.2 (86) 85.9 (55) 69.3 (36) 61.1 (33) 73.3 (44) 88.9 (48)
Routine monitoring* 99.1 (109) 100.0 (64) 100.0 (52) 100.0 (54) 100.0 (60) 100.0 (54)
Hospitalization 56.4 (62) 53.1 (34) 69.3 (36) 68.5 (37) 71.7 (43) 77.8 (42)

Targeted therapy† 6.4 (7) 1.6 (1) 7.7 (4) 18.5 (10) 3.3 (2) 0.0 (0)

*Routine monitoring includes visits, ultrasounds, CT Scans [conventional or helical] other imaging tests,
bio markers and other lab tests.†Targeted therapy includes everolimus, sunitinib, imatinib, and bevacizumab.

Conclusions: Results of this study demonstrate variations in treatment
patterns in the countries studied. In particular, rates of use for chemother-
apy, targeted therapies, and PRRT are inconsistent. These findings are
likely due to the shortage of evidence and lack of consensus surrounding
the most effective treatment alternatives.
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Background: There are few treatment options for unresectable hepatic
MNET. Fewer than 10% of pancreatic NET patients demonstrate objective
response to everolimus, sunitinib or octreotide. Regional therapies are
used, but treatment options for patients with diffuse hepatic disease are
limited.
Materials and Methods: We used minimally-invasive PHP to give a 30
minute hepatic artery infusion of melphalan 3mg/kg with extracorporeal
hemofiltration using specially-designed catheters positioned in the retro-
hepatic IVC and jugular venous return of filtered blood. Treatment was
every 4−5 wks up to 4 cycles in consecutive IRB-approved phase 1 and 2
studies at NCI Surgery Branch, Bethesda. Delcath Systems, Inc., NY, USA
sponsored the studies. Patients had MNET, limited treatable extrahepatic
disease, adequate hepatic reserve (Bili <3.0, PT within 2 seconds of
normal, LFTs <10× ULN), no portal hypertension and adequate hepatic
vascular access. The primary objective of this analysis was objective
response rate by RECIST. We also studied acute peri-procedural events,
later-onset AEs post-day 5 of each cycle, progression-free (PFS) and
overall survival (OS).
Results: From Dec 2001 to Feb 2010, we treated 23 MNET patients
(9 with extrahepatic disease), median 15 lesions, 12 with <25%, 5 with
25−50% and 6 >50% liver replacement; the majority had pancreatic NET
(n = 17). Median cycles were 3/pt, total 68; median dose 180mg (126–220);
2 cycles not given due to sclerotic hepatic artery and hypercalcemia. 1
patient received 4 cycles in 2004 and a further 3 cycles upon progression
in 2008. Acute procedure-related grade 3−4 changes were transaminitis
(22% cycles), thrombocytopenia (21% cycles), anemia (16% cycles) and
hyperbilirubinemia (9% cycles) plus 1 tumour lysis, 1 carcinoid crisis and 1
CNS hemorrhage. Later-onset grade 3−4 AEs were mainly hematological:
neutropenia (47% cycles), thrombocytopenia (29% cycles) and anemia
(15% cycles). The 1 treatment-related death was due to gastric ulcer at
day 74 post-cycle 1. There were 79% objective responses in 15 of 19
evaluable patients (2 CR, 13 PR, 3 SD, 1 PD). Median hepatic PFS was
39 months (n = 20) and OS was not yet reached (n = 23).
Conclusions: Percutaneous hepatic perfusion with melphalan has sub-
stantial efficacy in patients with diffuse MNET of the liver too extensive

for resection, ablation or embolization strategies. Responses to therapy
are durable, with a 39-month PFS and the option of retreatment upon
progression.
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Background: Gastric cancer remains the second leading cause of cancer-
related deaths. Surgery is still the only possible means to cure gastric
cancer, and postoperative clinical pathologic classification can best predict
prognosis of the patients. The depth of primary tumour infiltration and
number of metastatic lymph nodes (LNs) are known to be the most
important prognostic factors of gastric cancer after curative surgery. The
American Joint Committee on Cancer/International Union against Cancer
(AJCC/UICC) published the TNM classification of Malignant Tumours
(seventh edition) for gastric cancer recently. In this study, we retrospectively
compared the predictivity of 6th and 7th edition AJCC/UICC TNM staging
systems for gastric cancer.
Materials and Methods: The clinicopathlogic data of 527 patients
with gastric cancer treated by surgical resection in Ulsan University
Hospital between December 2002 and December 2005 were analyzed
retrospectively. We excluded the following patients from the study:
1) patients with recurrent cancer or stump cancer after undergoing subtotal
gastrectomy for gastric cancer; 2) patients with distant metastasis, residual
macroscopic or microscopic tumour; 3) patients with <15 LNs histologically
examined; 4) patients with mortality within 30 days after surgery. A total of
450 cases were included.
Results: The median age of 450 patients was 56 years (range 24−83);
299 were male and 151 were female. The median number of retrived LNs
was 31 (range 15−90 LNs). The overall 5-year survival for the whole group
of patients was 80.9%, with median survival was not reached. The median
follow up for the entire cohort was 2277 days (range 47–3032). In univariate
analysis, age, tumour site, tumour size, T stage (6th edition), T stage (7th
edition), N stage (6th edition), and N stage (7th edition) were significantly
correlated with patients’ survival. In multivariate analysis, age, T stage (6th
edition), T stage (7th edition), N stage (6th edition), and N stage (7th
edition) were significantly correlated with patients’ survival. The 5YSR for
seventh-TNM T2 and T3 classifications were significantly different in every
seventh-TNM N classification patient. The 5YSR for the seventh-TNM N1
and N2 were also slightly different in seventh-TNM T1−3 patients. The
seventh-TNM stage IB, IIA, IIB, IIIA, and IIIB demonstrated no significant
different survival rates (P = 0.578, P = 0.820, P = 0.749, P = 0.680, and
P = 0.291). However, the subgroup of the seventh-TNM stage IIIC and N3
patients (N3a and N3b) demonstrated significantly different survival rates
(P = 0.002 and P = 0.034).
Conclusions: The seventh-TNM staging system for the gastric cancer
appeared to provide better categorized grouping, especially between T2
and T3 categories and N1 and N2 categories. It demonstrated increased
homogeneity in each TNM stage. Further studies and understandings are
needed for the value of the N3a and N3b classifications.
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Background: To date, clinicopathological data on distal bile duct
adenocarcinoma (DBDA) are limited, and the factors that influence survival
following curative resection remain unknown. Aims of this study were to
retrospectively analyse clinicopathological features of a series of resected
DBDA and their influence on outcome. In particular, the significance of
tumour location, i.e. entirely confined to the intrapancreatic bile duct (distal
DBDA) or with involvement of the extrapancreatic bile duct stump (proximal
DBDA), was assessed.
Materials and Methods: Patients undergoing curative pancreato-
duodenectomy for DBDA between January 2001 and April 2009 were


