
Reporter:  R4 張妙而

Supervisor:  VS 趙大中



Introduction 
 The rising cost of health care can threaten the economy

 In 2012, American Society of Clinical Oncology (ASCO)

Choosing Wisely Campaign, American Board of Internal 

Medicine Foundation (ABIMF)

 Physician vs. patients, overuse or misuse of medical tests,  
procedures with little benefit or possible harm 

 A top five list in oncology in 2012 J Clin Oncol 30:1715-1724, 2012

 In 2013,  700 ASCO committee members, 115 suggestions, 
11 items, 140 oncologists voted



Do not give patients starting a 
chemotherapy regimen that 
has a low or moderate risk of 
causing nausea or vomiting 
antiemetic drugs intended for 
use with a regimen that has a 
high risk of causing nausea or 
vomiting.



 Different antiemetic drugs depending on the likelihood 
of emesis (low, moderate, or high)

 New antiemetic agents, more effective, expensive, 
adverse effects, only for high emetic risk 

 Other effective drugs at a lower cost for lower emetic 
risk









 ASCO and NCCN recommend palonosetron as the 
preferred agent, an incremental benefit  in two large 
studies Lancet Oncol 10:115-124, 2009; Ann Oncol 21:1083-1088, 2010

no significant difference in a third study Support Care Cancer 17:99-102, 2009

 Greater cost  with palonosetron
 Palonosetron (Aloxi): NT 1149.50

 Granisetron (Kytril): NT 1054.90

 Ramosetron (Setoral): NT 577.50

 Ondansetron (Zofran): NT 325.60



 ASCO strongly advises

 antiemetic agents in accordance with evidence-
based guidelines

 avoid use of the costliest agents in situations in 
which less costly but equally effective drugs will 
control these toxicities



Do not use combination 
chemotherapy (multiple drugs) 
instead of chemotherapy with 
one drug when treating an 
individual for metastatic breast 
cancer unless the patient needs 
a rapid response to relieve 
tumor-related symptoms.



 Breast cancer, a chronic disease,  

treatment including cytotoxic, 

cytoreductive, palliative

 Metastatic breast cancer(MBC), an incurable illness

Progression free survival (PFS)

 combination  cytotoxic chemo >  a single drug

Overall survival (OS)

 combination  cytotoxic chemo ≑  a single drug



 Combination cytotoxic chemo for MBC
 more toxicity

 an increased need for dose reduction

 no better OS compared with a sing drug

 reserved for rapid clinical progression, life-threatening 
visceral metastases, or need for rapid symptom/disease
control (“strong recommendation” with “moderate quality evidence” ) 

Breast 21:242-252, 2012

 A single drug for MBC
 less toxicity

 better quality of life

 maximum effective dose of 

each agent

 not compromise OS



Metastatic breast cancer
 If biomarker is present,

biotherapeutic agents(eg: Trastuzumab)+cytotoxic chemo >

chemo alone                               N Engl J Med 344:783-792, 2001; Lancet Oncol 14:461-471, 2013

 For positive hormone receptor w/o life-threatening 
organ dysfunction, 

endocrine therapies > cytotoxic chemo

No benefit in endocrine + cytotoxic chemo



Avoid using PET or PET-CT as 
part of routine follow-up care 
to monitor for cancer 
recurrence in asymptomatic
patients who have finished 
initial treatment to eliminate 
the cancer unless there is high-
level evidence that such 
imaging will change the 
outcome.



 PET/PET-CT, a high positive predictive value

 a solitary pulmonary nodule

 initial staging of NSCLC

 staging/restaging of lymphoma

 recurrence of melanoma before surgery

 location of colon cancer metastases (↑CEA) 



 Clinical studies, PET/PET-CT monitor cancer 
recurrence, not improve survivals      

 False-positive(48%) tests can lead to 

 unnecessary/invasive procedures

 overtreatment

 unnecessary radiation exposure

 incorrect diagnoses
Br J Cancer 109:312-317, 2013

Haematologica 92:771-777, 2007

Eur J Nucl Med Mol Imaging 38:293-301, 2011

Br J  Cancer 98:875-880, 2008



Do not perform PSA testing 

for prostate cancer screening 

in men with no symptoms of 

the disease when they are 

expected to live fewer than 10 

years.



 Poorly differentiated prostate cancers often are PSA silent 

 Modest levels of PSA suggesting lower tumor bulk

 BPH, elevated PSA level, relate to the volume

 Receive PSA testing, less likely to die of prostate cancer

 Receive PSA screening not live longer than not undergo 
PSA screening                                                     N Engl J Med 360:1320-1328, 2009

N Engl J Med 366:981-990, 2012

Lancet Oncol 11:725-732, 2010

N Engl J Med 360:1310-1319,2009



 Prostate cancer, remarkably heterogeneous disease

 a subtype in elderly for many years, no threat to their life, 
unless aggressive postscreening treatment

 American Urological Association, only men age 55 to 
69 years, PSA screening                        AUA Guideline. J Urol 190:419-426, 2013

 ASCO, men with medical conditions, life expectancy 
fewer than 10 years, unlikely to benefit from PSA 
screening J Clin Oncol 30:3020-3025,2012



 None of the published series with adequate numbers of 
African Americans or men with a positive family history

 Web-based calculators to estimate the risk of a patient 
dying in the next 10 years, based on well-designed, 
reliable studies

 ePrognosis (http://eprognosis.ucsf.edu/)



Do not use a targeted therapy

intended for use against a 

specific genetic aberration 

unless a patient’s tumor cells 

have a specific biomarker

that predicts an effective 

response to the targeted therapy.



 A specific biomarker (a specific gene alteration) in tumor 
cells, most likely to benefit from targeted therapy
 Crizotinib, NSCLC, EML4-ALK translocation42

 Afatinib, metastatic NSCLC, EGFR gene mutations

 Vemurafenib/Dabrafenib, melanoma, BRAF V600E /V600K mutations

 The limitations of this approach, the lack of validated

predictive biomarkers for many targeted agents

 The cost of targeted therapy is higher

 Risks to using targeted agents, no evidence to support 
their use, serious adverse effects, reduced efficacy



 TKI in NSCLC w/o EGFR mutation, survival is worse 
than cytotoxic chemo                                    N Engl J Med 361:947-957, 2009

 Cetuximab/Panitumumab in combination with chemo 
for advanced colorectal cancer, improved PFS in KRAS 
wild-type tumors but worse PFS in those with KRAS-
mutant tumors J Clin Oncol 28:4697-4705,2010

Cancer J 15:110-113, 2009



ASCO suggestion 

 Testing of tumors for EGFR mutations to determine 
whether TKI treatment or chemo

 Against the use of cetuximab/panitumumab for 
metastatic colorectal cancer with mutations at codons
12 or 13 in the KRAS gene

 An exception, if high-level evidence supports use of the 
targeted agent despite absence of the biomarker



2012  ASCO Top Five List in Oncology



1.
Don’t use cancer-directed therapy for solid tumor 
patients with the following characteristics: 

 low performance status (3 or 4), 

 no benefit from prior evidence-based interventions, 

 not eligible for a clinical trial, 

 no strong evidence supporting the clinical value of 
further anti-cancer treatment



2.
Don’t perform PET, CT and radionuclide bone scans in 
the staging of early prostate cancer at low risk for 
metastasis.



3.
Don’t perform PET, CT and radionuclide bone scans in 
the staging of early breast cancer at low risk for 
metastasis.



4.
Don’t perform surveillance testing (biomarkers) or 
imaging (PET, CT and radionuclide bone scans) for 
asymptomatic individuals who have been treated for 
breast cancer with curative intent.



5.
Don’t use white cell stimulating factors for primary 
prevention of febrile neutropenia for patients with less 
than 20% risk for this complication.


