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Report Objectives
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STUDY OBJECTIVES

Gain attendees’ perspectives on 

> Current treatment practices in and 
understanding of unresectable or advanced 
pancreatic NETs (PNETs) and gastrointestinal 
extrapancreatic NETs (GEP-NETs)

> Current treatment practices in and 
understanding of unresectable or advanced 
lung NETs



Report Snapshot: Session Overview
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Moderated roundtable 
discussions were held 
with oncologists 
virtually on 
September 30, 2024 Disease state and data 

presentations were led by 
Heloisa Soares, MD, PhD, 
from University of Utah Health, 
and moderated by Tanios S. 
Bekaii-Saab, MD, from Mayo 
Clinic with content developed in 
conjunction with the Aptitude 
Health clinical team

Insights were obtained 
on treatment 
practices in 
neuroendocrine 
tumors (NETs) in the 
community setting

Data collection was 
accomplished through 
use of audience 
response system (ARS) 
questioning and in-depth 
moderated discussion 



Report Snapshot: Attendee Overview

> The group of advisors comprised 10 oncologists from Arizona, California, Colorado, 
Nevada, and Washington
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INSTITUTION CITY STATE

Arizona Center for Cancer Care Phoenix AZ

Ironwood Cancer & Research Centers Phoenix AZ

City of Hope Newport Beach CA

Riverside Medical Center* Riverside CA

Rocky Mountain Cancer Centers Thornton CO

Renown Health Reno NV

Providence Lacey WA

Skagit Regional Health Mount Vernon WA

Valley Medical Center Renton WA

*Two physicians from this institution attended.



Report Snapshot: Agenda
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Time (ET) Topic

6.00 PM – 6.10 PM
Introduction
• Program overview and objectives 

6.10 PM – 7.45 PM

Treatment of Unresectable or Advanced Pancreatic NETs (PNETs) 
and Gastrointestinal Extrapancreatic NETs (GEP-NETs)
• ARS questions
• Overview of current data
• Discussion

7.45 PM – 8.00 PM Break

8.00 PM – 8.45 PM

Treatment of Unresectable or Advanced Lung NETs
• ARS questions
• Overview of current data
• Discussion

8.45 PM – 9.00 PM Key Takeaways and Meeting Evaluation



Discussion Summary 
Treatment of Unresectable or Advanced 
PNETs and GEP-NETs



Treatment of Unresectable or Advanced PNETs and GEP-NETs
(1/9)
Discussion – INSIGHTS AND DATA

Patient 
journey: 
diagnosis

“How do they come to me? Mostly it’s, I would say, a GI surgeon, like the general surgeons will get these cases. They come 
to them, because the patient was referred to the surgeon because they have a liver mass or they have a bowel mass, and 
then the surgeon did a work-up, and then they find that it’s neuroendocrine, and they send it over to me. The other way 
patients will arrive is kind of by accident. These patients are often asymptomatic. They’ve got a lot of tumor, but no 
symptoms. Right? So, they maybe are in a car accident, and there’s this liver mass. Then we biopsy, and it’s a carcinoid, 
and then we have to find the primary. So, that’s kind of how it works. It’s usually from a liver mass. Occasionally, it’s the 
colonoscopy that they find a neuroendocrine tumor in the colon, which, of course, we usually don’t treat. Then, of course, 
the occasional upper endoscopy, where they just find it by accident in the duodenum, and then, all of a sudden, it’s like you 
find a big NET. It’s like the tip of the iceberg, and all of a sudden, there’s just the liver is full of stuff, and the patient had no 
symptoms. So, lots of different ways they come to me. Usually, it’s very creepy. Usually, they’re advanced. It’s very rare that 
I find an early case.”

“I have at least a couple of patients that just went to the hospital for either gallbladder surgery or pancreatic surgery and
then end up with neuroendocrine tumor diagnosis. I also have some patients referred to me by the GI doc. They do the 
colonoscopy and find, oh, there’s something that does not look right. Then, biopsy turned out to be neuroendocrine tumors. 
Also, EGD and colonoscopy.”

“GI doctors send them to me post-colonoscopy, or sometimes, they are sent to me because they have a lung nodule. 
Sometimes, they have abnormal liver functions. Primary care sees them. They do an ultrasound or a CT, and they find liver 
lesions. So, they refer them to us. Then, we set them up with biopsy and diagnose them.”
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Treatment of Unresectable or Advanced PNETs and GEP-NETs
(2/9)
Discussion – INSIGHTS AND DATA

Patient 
journey: 
diagnosis 
(cont.)

“City of Hope has a couple of docs who do, surgeons, hepatobiliary surgery, mainly. So, they end up seeing a lot of these 
patients and diagnose them, and then they send them to us for the ones who are not resectable.”

“I think, just like everyone else, they come from all sources. The ones that you happen to catch small, they truly are like 
happenstance, some type of something done for other procedures that you find a smaller PNET or a GEP-NET that you 
happen on. Or the other ones I’ve seen are, you get those panicked calls when you’re on call, and there’s a liver full of 
cancer, but the patient actually is fine. That’s kind of your first suspicion that it’s probably not a hot disaster. Right? The 
patient’s like maybe some vague symptoms, but you look at the CT, and it looks really awful, and they’re okay.”

Patient 
journey: 
treatment and 
referrals

“Yes, they do [stay under my care]. They do, unless I need to refer to you for PRRT. Other than that, they come back to me, 
and they stay under my care.”

“I usually carry all those patients through until I run out of options and their functional status is still good, then I refer them to 
Fred Hutch for clinical trial. Not too many trials available.”

“We can do [PRRT] here at our hospital.”

“Once they’re diagnosed, sometimes I send them to a surgeon, if I think they’re resectable. Then, most of the times, I’m 
following them all the way through. We are with Rocky Mountain Cancer Center, so we have—PRRT is not done in all 
branches, but in 2 of the main offices downtown, so we send them there for PRRT if they need it. But, other treatments, like 
Sutent [sunitinib] and other things, I do them in my clinic.”
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Treatment of Unresectable or Advanced PNETs and GEP-NETs
(3/9)
Discussion – INSIGHTS AND DATA

Patient 
journey: 
treatment and 
referrals 
(cont.)

“By the way, as my patients evolve, if they progress, I do pass them to my partner. So, I only keep my stable patients. Once 
they progress, they will be transferred to the gastrointestinal department.”

“I try to do—up until the data was presented, it was GI ASCO, right? I would always do some sort of like lanreotide or 
octreotide first. Then, refer out. But now, I’m trying to refer out my patients who are very fit that I think could benefit from
PRRT up front, or at least an assessment to see if that’s the best option for them. Then, I also love referring to Dr Soares,
too, because if there’s a trial or something that they might be a part of that we can’t offer them in Nevada, then it’s a great 
option for them.”

Sequencing

“Some of the patients, even when they have metastatic disease, if they don’t have any clinical symptoms, and they are well-
differentiated and disease burden is not high, most of the patients will be just monitored.”

“Similar treatment strategies as other. Octreotide, lanreotide up front. At progression, coordination in my clinic is kind of an
issue with PRRT. So, I kind of reserve that for third line, just more of a fairly newer practice, so thankfully patients have not 
progressed beyond first or second line for my patients.”

“PRRT is still—we’re still waiting for payors here, actually. There’s going to improvement in overall survival, too. I mean 
mainly, at this point, progression-free survival is something that we’d probably leave for later lines. Now, chemo, I’ve used 
sometimes if they’re borderline-resectable disease in younger patients. Sometimes, I do the SSA, and then add chemo, try 
to see if we can shrink it to try to get them to OR. Otherwise, I think the best is to just use drug to their maximum benefit
before you move on to the next line.”
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Treatment of Unresectable or Advanced PNETs and GEP-NETs
(4/9)
Discussion – INSIGHTS AND DATA

Sequencing 
(cont.)

“To answer your question of sort of how do you sequence treatment, I think it’s going to come down to what we always do in 
the clinic, which is looking at performance status, looking at comorbidities, looking at symptoms, most importantly. Are these 
people having symptoms of hyper-hormonal excess? Or, sure, the biopsy could say well-differentiated grade 1, but then are 
they clinically looking like much more aggressive disease histology? So, I think all of this is important. I personally start with 
lanreotide analogue of some sort, keep it going, and then monitor for progress. Then, PRRT has become my next favorite. I 
know the data just came out from the NETTER-2, I think, combination up front, PRRT. Obviously, the hazard ratio is 0.27, 
cannot be ignored. But I’m looking forward to chatting with everybody else in the community about how do you then 
sequence? Are you going to offer PRRT to everybody? I mean, I’m not going to offer it to my 85-year-old with MDS.”

“I think what we do is what is, like Dr Soares was saying, it’s kind of based on how the patient is relapsing. So really, it’s the 
pace of the disease that decides what we do. The more aggressive and higher grade, and even if it has a grade 1, but it’s 
acting like a grade 2, because it’s progressing really quickly and spreading fast, they’re going to get the chemo, CAPTEM. If
it’s a slow-paced disease, TKI. Liver only, we send them to the hepatic arterial embolization. If we’re running out of options, 
the PRRT. That tends to come later. I think most patients get nervous about the radioembolization. It’s costly. They have to 
switch providers. For a while, we had to switch companies. We had to send it to another group. Now, we can do it. That’s 
recent, and that’s an adaptation. That was a resistance, by the way, when we didn’t have it internally. Now we do, and that’s
important in other markets as you do your research. In Phoenix, we’re big enough to do it ourselves, but maybe in other 
smaller groups, maybe they’re reluctant to give up a patient to some other institution, where they may never see the patient 
again.”
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Treatment of Unresectable or Advanced PNETs and GEP-NETs
(5/9)
Discussion – INSIGHTS AND DATA

Sequencing 
(cont.)

“So, I think just like everyone else is saying, a lot of my lines of therapy depend on how sick and how quickly it’s happening. 
So, for a long time, and I actually don’t know if I would necessarily change it, still stay on octreotide, especially for the well-
differentiated moderate, because it’s just a very slow cancer, and a lot of times octreotide is something I know I’ve used, has 
minimal side effects. . . . But one of the things, and I’m not familiar with the NETTER-2, so I was trying to look, because I 
think someone, I don’t know who it was that talked about OS, I think I’m going to need OS before I bring it up [in earlier 
lines] . . . because the question I’ve always had is when you’re using theranostics, which is essentially you’re using imaging 
to predict that this is going to work, and then you’re giving radiation tagged to the imaging modality, and the response, 
presumably, is on imaging—is that real? Did you just make the picture quiet, or is there OS? Because, by definition, if you’re 
doing it on dotatate, and there’s a dotatate scan response, but you gave Lu-177-dotatate, what the heck is going on? So, 
that’s that piece. I think I still want to see publications to see it kind of sorted out. The other one, I think I’m much more 
comfortable with TKI. TKI, you have with RCC and others with these really long—we’re used to giving it for many, many, 
many weeks and months, but it can be very grueling. But I’m more comfortable with it. The reason I don’t move it super front 
is most of the data is still against placebo, and is there active? So, I think my first line very much stays octreotide, unless 
someone is super sick and has symptoms, in which case I think your presenter did a really good job of actually—a patient 
that had really beautiful relief. Sometimes I’ve given like a big whomping dose of chemo for the speed. Outside of that, I’m 
pretty firmly octreotide, and I’m trying to think of how we’d use things differently, what’s out there. ”

“If they progress on octreotide—I usually give the octreotide first. . . . Lutathera [lutetium Lu 177 dotatate] therapy is my 
next-line go-to for the patients, usually. I don’t try to give chemo there yet. I like the little discussion earlier about if there’s a 
lot of metastatic volume, bulk of disease, that’s where possibly you can use chemotherapy. But the side effects are too 
many, and in this patient group, compared to the other solid tumors that we treat, they’re not as symptomatic. I don’t like to 
give chemo there.”
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Treatment of Unresectable or Advanced PNETs and GEP-NETs
(6/9)
Discussion – INSIGHTS AND DATA

Sequencing 
(cont.)

“I do start out with somatostatin analogues. Sometimes, if they just have more symptoms, but the disease is stable, then I 
add like Xermelo [telotristat ethyl]. I look at the tempo of the disease, and the majority of the time I will discuss with our 
colleague over at City of Hope if it’s time for PRRT or a TKI. Then, I will send over for PRRT, if that’s the case.”

“Before we could do the PRRT at our facility, we referred the patient off-site, and it put this down to like the third- or fourth-
line treatment. Now, we kind of like move this treatment to some patients as a second line. Because some patients’ 
symptoms are quite significant. With this treatment, we want to control the symptoms and hopefully improve their quality of 
life, not just to have the good PFS. So, that’s what we are doing.”

PNETs vs 
GEP-NETs

“I think of it as separate etiologies, separate ways of treatment. The biology is a little bit different. I think we’re starting to 
understand how that works.”

CABINET

“I think [including patients who previously received PRRT] actually makes it more relatable, because PRRT is becoming 
more of a treatment option that can be used up front. I think we are seeing a lot of patients that progress after PRRT. So, it 
makes the results more in line with reality, from what we’re seeing. . . . I think I would probably place it third. So, either 
octreotide, PRRT, cabo, or PRRT first, octreotide, cabo. . . . I am impressed with progression-free survival in this sort of 
tumor, because of just the longevity of how long people live with this for. So, if we can increase progression-free survival, I 
see it—maybe I’m wrong—but as a surrogate for their quality of life and helping them in that regard. So, I think I am okay 
with using data that just has PFS in the setting of neuroendocrine tumors.”
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Treatment of Unresectable or Advanced PNETs and GEP-NETs
(7/9)
Discussion – INSIGHTS AND DATA

CABINET 
(cont.)

“Another on the arsenal of doing that. A lot of us are very comfortable with cabozantinib, so it’s nice that it’s there. I think it is 
an option. Certainly, if I was reaching for a TKI, that probably would be the one I’m reaching for, because it’s the one I’m 
most familiar with, kind of from other cancer types, and there’s nothing I saw in the data that is unusual, I think, that would 
make me kind of say should we not, should we take a pause.”

“I prefer to put it downstream. . . . With this trial, they used the 60 mg. I don’t know how many patients were able to tolerate
the 60 mg and how long. That’s the reason I am concerned. I don’t know if those patients have a lot of symptoms from the 
neuroendocrine tumor, and they could tolerate the carbo better, or something else is maybe different from renal cell 
carcinoma.”

“We’ve all gone through patients with everolimus toxicities and sunitinib, as well, earlier. So, with cabo, when that came out, 
I certainly would place it before the other 2 drugs, just because the tolerability I feel is much better, and dose reducing, 40 vs 
60, just like [redacted] mentioned. I think definitely I would use that much before the other 2 drugs.”

“Cabo, I have not used, and I have a lot of experience with it in renal, and I have success with it. So, in a way, I’m kind of 
looking forward to trying it in my next patient, to be honest. I want to get away from Afinitor [everolimus], because of the oral 
mucositis. It’s high, stable disease, and not much else that it gives me. The patients are not satisfied. I think cabo will have
more bang for the buck, in my opinion.”

“I think the data is certainly impressive. I mean, I was listening the editorial by one of these audio articles, so to speak, on
the journal after ESMO happened. So, the data is impressive. . . . I think it’s the most conclusive evidence I think we have 
after PRRT.”
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Treatment of Unresectable or Advanced PNETs and GEP-NETs
(8/9)
Discussion – INSIGHTS AND DATA

CABINET 
(cont.)

“In those that are heavily pretreated with PRRT, as well, I would favor cabo vs [everolimus and sunitinib]. . . . It’d be a great 
option. I’m glad we have another treatment modality, another tool in our bag. So, it’s good.”

“I’m certainly looking forward to using Cabometyx [cabozantinib] probably third line post-lanreotide, PRRT, and then 
Cabometyx, before everolimus or sunitinib.”

“I agree with everybody, so somatostatin analogues, PRRT, and cabo.”

Experience 
with small-
molecule 
drugs

“I would say that all those 3 [everolimus, sunitinib, and cabozantinib] probably are pretty much similar. But everolimus 
probably is a little bit better-tolerated when compared to the other 2, since I still remember that—well, sunitinib at 37.5 mg, 
so sometimes give patients some break. It probably is okay. But cabo, actually, I was thinking that I cannot use 60 mg for my
patients.”

“My personal experience doesn’t really match well with the trial data. I don’t get good responses. They don’t last. And the 
toxicities are quite a bit—the oral issues. I find patients are asking to stop therapy and would rather coast for a while than 
stay on the TKIs. So, I don’t know. I guess I have a mixed response there for you.”

“I’ve had a good bit of exposure with cabozantinib, primarily for renal cell, as everybody else has pointed out. I also have 
never been successful at 60. My trick has been starting slower, and then easing them in. I think that’s a much better 
escalation strategy, I think.”

16



Treatment of Unresectable or Advanced PNETs and GEP-NETs
(9/9)
Discussion – INSIGHTS AND DATA

Experience 
with small-
molecule 
drugs (cont.)

“Pancreatic, yes, I think we’re getting away from—that mucositis is pretty terrible with everolimus. The cabo, I’ve not had 
good experience with full dosing. I have many patients on 20 mg for other disease states, so diarrhea, fatigue, but I think the 
data is good.”

“I have a lot of experience with Cabometyx [cabozantinib] in kidney cancer, and they are on it for several years. So, I have 
good experience with Cabometyx. Everolimus, I’ve had some experience in my breast cancer patients. Most of them did not 
tolerate it well.”

“Afinitor [everolimus] is very difficult to give, and you mostly dose reduce due to side effects anyway. And Sutent [sunitinib] is 
just not an easy drug either.”
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Treatment of Unresectable or Advanced Lung NETs (1/5)
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Discussion – INSIGHTS AND DATA

Patient 
journey: 
diagnosis

“I agree that the surgeons send over a lot of cases. We actually have an intake oncology coordinator that gets a lot of 
referrals from outside, and so she’ll send patients who have, say, a mass in their lung, and then she’ll order the biopsy. It’ll
come to be a neuroendocrine tumor, and then she’ll refer to me. So, I get actually a lot of referrals from that avenue as well.”

“I think I see across the board. Sometimes, it’s pulmonary docs who see the patients. The endocrinologist, maybe. I think 
pulmonary more. Then, also, some primary care docs. Sometimes they’re caught. They get scans, and then they find the 
patients who have lung NETs, and they get referred to us.”

“Usually, pretty standard, right, like you see a nodule, rather you pick it up on some type of chest imaging, it tends to be. 
Then, they go to pulmonary . . . then it comes through, and that’s kind of all the lung cancers come that way.”

“I think we got some patients from our pulmonologists and partly from the endocrinologist.”

“My practice, just a handful, coming from PCP and pulmonology, like my colleagues.”

“It’s usually sent by pulmonary and sometimes surgeons, if they’ve had some kind of surgery that showed neuroendocrine 
tumors.”

Prevalence of 
lung NETs

“But the majority of my practice with neuroendocrine tumors are all GI neuroendocrine tumors. I have a few lung tumors that 
were diagnosed very early, had surgery. They’re doing well.”

“It’s definitely less than 20% [of NETs] for me.”



Treatment of Unresectable or Advanced Lung NETs (2/5)
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Discussion – INSIGHTS AND DATA

Prevalence of 
lung NETs 
(cont.)

“I think I agree with everybody else in that we’re seeing more of these nodules. We’re following more nodules. We’re 
obviously going to pick up more. So it’s a little bit of increased screening modalities that’s leading to diagnosis. I have only 
counted single digits on my fingertips as far as lung NETs that I’ve actually seen.”

“I feel like compared to the GIs, which I just see a lot more, maybe because lung now there’s surveillance programs, like 
with the nodules, a lot of times, if they’re stable and not growing much. I mean, minimally growing nodules may be all super-
low-grade NETs, not all, but a good amount of them, because I feel like the handful of NETs that I’ve gotten have all been 
intermediate. I’m wondering if it’s small cell, not quite benign sounding. So, there’s my kind of impression of the NETs.”

“I see a fair bit of lung neuroendocrine, probably because of the intake oncology coordinator. I’d say that they make up 
probably a bigger proportion than I would have expected.”

Treatment 
decisions

“I have 1 or 2. They’re on observation. Low volume, no toxicity. It’s just there. Both little old ladies that didn’t want treatment, 
and I didn’t offer it. They grow, but it’s like a centimeter per year. I mean, it really is the right thing to do nothing. I find lung 
NETs to be pretty bland, at least in my experience. So, I haven’t had to treat any.”

“Typically, I don’t offer a treatment. I present them with the data that shows that for typical stage I, II, and III, we can just 
observe. Atypical, the only gray area is stage III, and I kind of present them the pros and cons, but leading them more to just 
watching. They’re normally pretty thankful about that.”

“I’m yet to send anybody to surgery or resection or do anything fancy with the lungs. Just kind of observe them clinically.”



Treatment of Unresectable or Advanced Lung NETs (3/5)
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Discussion – INSIGHTS AND DATA

Treatment 
decisions 
(cont.)

“The first thing would be surgery. I normally present them in our multidisciplinary clinic, and we do normally excise them. 
Then, I normally observe them, unless they’re a stage III atypical, and even then, I offer them it, but I gear them towards 
observation. Then, first-line treatment, if they progress, and they need something, something like lanreotide or octreotide, 
depending on how severe things are, I have done. For recurrent atypical, I did concurrent chemoradiation about a year ago. 
I typically don’t do chemo, though. I would do some sort of somatostatin analogue, and then chemotherapy potentially, if 
needed, with radiation. Then, I think I did refer 1 patient to Dr Soares for consideration of PRRT with an atypical lung mass
that was growing. But that’s something new. I mean, I didn’t routinely do that, before my most recent referral. Some can be 
aggressive and come back quickly, and those are normally the atypical ones. Those ones I treat seriously, because I have 
seen them progress pretty quickly. But, yeah, typical and lower-stage atypical are normally much more indolent.”

“I mean, the data is obviously less robust than the GI ones, of course. I think, to your point, it’s going to come down to 
assessing sort of the disease state, the tumor biology, and sort of the spread, if you will, or the aggressiveness in the clinical 
presentation. I don’t see as many lung NETs as most of you have said here. I’ve never sent anybody to PRRT for this 
specific disease as such. So, I think it’s going to come down to the disease tempo, performance status, and current 
symptomatology.”

“Obviously, if you can resect them, you try to resect them up front. If they’re not resectable, usually put them on an SSA and 
try to control it with that as much as possible. Next line, most of the time what I’ve done is just do the mTOR inhibitor. I use
the oral dex mouthwash, and that works pretty well with some dose reduction. After that, I’ve gone to the doublet chemo. 
I’ve done I think a couple of cases this year with cape and tem and seen some good response. I have not sent them for 
doing the nuclear PRRT outside of clinical trial. I think that’s where it should be.”



Treatment of Unresectable or Advanced Lung NETs (4/5)
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Discussion – INSIGHTS AND DATA

Treatment 
decisions 
(cont.)

“But the big thing I want to say is PRRT, lung tissue is so fragile, and interstitial lung disease can occur, pneumonitis. So, I
don’t think PRRT might, with the beta particle lutetium, I did work with radionucleotides, alpha inhibitors, actually, which is 
wonderful that they’re doing some trials now with lutetium, I mean not lutetium, but they’re going to alpha particles.”

“Mostly observation. I have yet to treat. The only ones I’ve treated are the ones that behave like small cell.”

“Most of the patients, I prefer to observe them, if they are asymptomatic. But I do have a few patients that are receiving 
treatment, and usually I start them on octreotide or something, a somatostatin analogue, to see if at least they would be 
stabilized.”

CABINET

“I think the data is pretty convincing that those patients had a longer PFS, and response rate is also impressive compared to 
the placebo standard. I would say that certainly would use it, because I try to not put chemo up front, or at least in the first 3 
lines of treatment, because of the side effects. I want to preserve those patients’ functional status and wait for the future
from Dr Soares to see if we can use other options. Just as I previously mentioned, and also concur with my other 
colleagues, the side effects are just a little bit concerning. I would start with the 40 mg as a starting dose for those patients.”

“I think we’re going to use it. Again, the dose is the big question. I would not start anybody on 60 mg. But I think it’s going to 
be used. The question is, would you do it before chemo? I definitely would do that somewhere in either the third line, maybe 
third line, maybe try to do that. Or even second line. I mean, we’re going to have to try it. We’re not going to see a lot more 
data on this.”



Treatment of Unresectable or Advanced Lung NETs (5/5)
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Discussion – INSIGHTS AND DATA

CABINET 
(cont.)

“I think the data was pretty favorable towards cabo, so I think it’s a great option, even though the numbers were few. The 
data was favorable towards cabo. I’d use probably low dose, what they can tolerate, just with the diarrhea and the fatigue. 
I’d put it in front of PRRT, based on accessibility.”

“Of course, it was a placebo-driven trial, but I would definitely use the cabo. I think, again, like others have mentioned, start 
low and then go up for the toxicity.”
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ADVISOR ADVISOR

1

> Knowing that cabozantinib, which we are very familiar with its 
dosage issues, now has really high-quality data to be used in the 
NETs. I’m glad that we have that option

> I’m still trying to wrap my brain around up-front PRRT and 
pondering how effective, is it worth the cost, the hassle factor, for 
both the patient and the system

6

> Cabozantinib obviously has a proven role in treating pancreatic 
and extrapancreatic NETs. I would personally use it exactly as the 
trial study, perhaps after PRRT

> Concerns that are we now going to subject everybody to PRRT up 
front? That’s going to change the landscape of the treatment of 
NETs as we know it

2
> The data about cabo is very promising and another alternative to 

the known TKIs that we use now and probably better tolerated
> Using cabo second line or post-PRRT

7
> I’m thankful for the researchers and the clinical trialists who are 

really advancing the field. I thought it came to a dead end, but just 
knowing about alpha emitters and dosimetry issues and trying to 
just really improve the field

3

> Emerging data on PRRT and how it potentially will become 
mainstay, maybe in the first-line setting

> Lung has really been lacking in neuroendocrine for quite some 
time, so it’s exciting that there’s a lot of trials

> CABINET trial shows that cabozantinib is an effective medication 
for PFS, and I think that’s really impactful for patients’ QOL

8

> Cabo is a cleaner TKI than sunitinib, and so, of course, I’m going 
to use that, now that these data are here

> I don’t know when the day will come when it’s not placebo-driven 
data, but we have more direct-comparison data. More trials are 
needed. The sample sizes are very small, so I hope with time, 
we’ll include more patients 

4
> Cabo data I think was very interesting. I think that’s something 

that we’re going to look into adding to our armamentarium
> PRRT, I think still we have to be a little bit careful. I still worry 

about the risk of stem cell damage and also look at the overall 
survival before I pull it up that high to second line

9
> I love the CABINET data. That’s really going to be practice 

changing
> I have a better respect for the PRRT. To me, I didn’t see it as a 

major problem in terms of toxicities, but the leukemia risk, maybe 
I just wasn’t as keenly concerned or aware of it

5
> NETTER-1, NETTER-2 data looks pretty optimistic. I would think 

that PRRT would be next choice following SSA
> From the CABINET trial, it looks like cabo does actually add more 

options for us. So we could use it as a downstream line of 
treatment

*One advisor did not respond.



ARS Data
Treatment of Unresectable or Advanced 
PNETs and GEP-NETs



Most Physicians Had Treated 6–10 Patients With PNETs in the 
Past Year; a Minority Treated ≥16
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Approximately how many patients with unresectable or advanced PNETs have you treated 
in the past 12 months? (N = 10)



The Majority of Physicians Treated 6–15 Patients With GEP-
NETs in the Past Year
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Approximately how many patients with unresectable or advanced GEP-NETs have you 
treated in the past 12 months? (N = 10)



Rate of Progression, Grade, Functionality, and Guidelines 
Recommendations Are the Main Factors That Influence 
Physicians’ Sequencing in PNETs and GEP-NETs

29

10%

30%

50%

40%

30%

60%

20%

10%

40%

0%

0% 10% 20% 30% 40% 50% 60% 70%

Age

Comorbidities

Grade

Functionality

Hepatic involvement

Rate of progression

Response to prior therapy

Patient preference

Guidelines recommendations

Other

Percentage of advisors

Which of the following factors most strongly influence your sequencing decisions in PNETs 
and GEP-NETs? (Please select your top 3.) (N = 10)



All Physicians Use SSA First Line for PNETs
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Which systemic therapy do you typically use first line in patients with PNETs? (N = 10)



Physicians’ Practices in PNETs in Second Line Diverge; Some 
Use Chemotherapy and Others Use TKI, mTOR Inhibitors, or 
PRRT
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Which systemic therapy do you typically use second line in patients with PNETs (with or 
without continuation of SSA)? (N = 10)



The Majority of Physicians Use PRRT in Third Line for PNETs
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Which systemic therapy do you typically use third line in patients with PNETs (with or 
without continuation of SSA)? (N = 10)



80% of Physicians Use SSA to Treat GEP-NETs in First Line, 
but a Couple Favor Chemotherapy or PRRT
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Which systemic therapy do you typically use first line in patients with GEP-NETs? (N = 10) 



Most Physicians Use Either mTOR Inhibitors or PRRT to Treat 
GEP-NETs in the Second Line
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Which systemic therapy do you typically use second line in patients with GEP-NETs (with 
or without continuation of SSA)? (N = 10)



Half of Physicians Use PRRT Third Line in GEP-NETs, While 
Others Choose mTOR Inhibitors or Chemotherapy
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Which systemic therapy do you typically use third line in patients with GEP-NETs (with or 
without continuation of SSA)? (N = 10)



60% of Physicians Refer Patients With PNETs or GEP-NETs to 
Specialty Centers for PRRT; the Rest Treat These Patients 
Themselves
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Which of the following best describes your approach when treating patients with PNETs or 
GEP-NETs with PRRT? (N = 10)



40% of Attendees Were Most Familiar With the CABINET Trial
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Which of the following trials in NETs are you most familiar with? (N = 10) 



The Majority of Attendees Would Use Cabozantinib in the 
Second Line for PNETs and GEP-NETs If Approved
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If cabozantinib was approved for use in PNETs and GEP-NETs, where would you position 
it? (Select all that apply.) (N = 10)



ARS Results
Treatment of Unresectable or Advanced 
Lung NETs



60% of Attendees Had Treated at Least 6 Patients With 
Advanced Lung NETs in the Past Year
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Approximately how many patients with unresectable or advanced lung NETs have you 
treated in the past 12 months? (N = 10)



For Most Advisors, a Minority of Their Patients With NETs 
Have Lung NETs
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What percentage of your patients with NETs have lung NETs? (N = 10)



Comorbidities and Rate of Progression Are the Factors That 
Most Strongly Influence Physicians’ Sequencing in Lung NETs
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Which of the following factors most strongly influence your sequencing decisions in lung 
NETs? (Please select your top 3.) (N = 10)



The Majority of Advisors Use First-Line SSA for Lung NETs
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Which systemic therapy do you typically use first line in patients with lung NETs? (N = 10) 



Physicians’ Practices in Lung NETs in Second Line Vary; 
Some Use mTOR Inhibitors and Others Use Chemotherapy, 
PRRT, or SCLC Regimens
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Which systemic therapy do you typically use second line in patients with lung NETs (with 
or without continuation of SSA)? (N = 10)



Most Physicians Use Chemotherapy, mTOR Inhibitors, or 
PRRT in Third Line for Lung NETs
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Which systemic therapy do you typically use third line in patients with lung NETs (with or 
without continuation of SSA)? (N = 10)
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