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Advanced/metastatic unresectable oesophageal, oesophagogastric
junction or gastric adenocarcinoma

1st-line treatment
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Initial Presentation

• 41 y, Male

• Weight loss and anemia

• No additional comorbidity

• Endoscopy: Gastric adenocarcinoma (lesser curvature)
Reference



Initial Evaluation and Staging

• CT scan at diagnosis: Metastatic lesions in the right

lobe of the liver

• Biomarker analysis: HER 2-, PD-L1 CPS 0, loss of MLH1 

and PMS2

• No NGS due to lack of reimbursement

Reference



1st Line Treatment

• CAPOX+Pembrolizumab was started

• Questions
• Was NGS needed for the management?

• Was the chemotherapy needed in this 
scenario (MSI-H mGC 1st line)?

Reference



Response Evaluation

• Response evaluation (6 months)

• Partial response

• Complete resolution of the liver lesions

• MDT discussion: Surgery to primary and intraoperative

US for liver lesions
Reference



Reference



Response Evaluation

• Pathology: pT4aN1, modified Ryan score 3

• Question

• Could surgery be beneficial for mGC after response to 1st 

line treatment?

Reference



Follow-Up

• Maintenance with capecitabine and pembrolizumab 

after surgery

• Progression at the 54th week of treatment

• Intraabdominal lymph nodes

• New lesion in the liver
Reference



Reference



Follow-Up

• DCX was started→Progression in 6th month after the

initial PR

• Question

• Was triplet necessary for the patient?

Reference



Follow-Up

• Nivolumab plus ipilimumab in 3rd line

• Out of pocket expense

• Question

• What is the available data regarding IO rechallenge in 

MSI-H mGC?

Reference



Follow-Up

• Complete metabolic response at PET scan (3rd month)

• Progression at the 9th month of the treatment

• Left adrenal lesion

• Bilateral supraclavicular and cervical lymph nodes

Reference



Reference



Reference



Reference



Follow-Up

• Ramucirumab was unavailable (no reimbursement)

• Weekly paclitaxel was started

• Still under this treatment (4th week)

Reference



Thank you very much for listening

@DenizCanGuven1

denizcguven@hotmail.com
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ANALYSIS OF THE CASES
And guideline recommendations
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PRESENTED CASES

41y Male, d-MMR, CPS0, liver metastases

Treated with

◼ CapeOX+pembro

◼ Surgery to primary f/w by cape+pembro

◼ Triplet chemo for recurrence

◼ Nivo+Ipi

◼ PTX



QUESTION RELATED TO PRESENTED CASES

◼ 1st-line for MSI-H pts

◼ Surgery after chemotherapy

◼ Triplet chemotherapy

◼ ICI rechallenge



ESMO GUIDELINE

https://www.esmo.org/living-guidelines/esmo-gastric-cancer-living-guideline

Lordick F, et al. Ann Oncol 2022



PAGA GUIDELINE

◼ Consensus meeting on Aug 26, 2023

◼ 20 voting Asian experts from 10 societies

◼ 38 ESMO recommendations

➢ Lack of agreement 23

➢ Discussed 16 

◼ Published online on Feb 3

Shitara K, et al. ESMO open 2024



QUESTION RELATED TO PRESENTED CASES

◼ 1st-line for MSI-H pts

◼ Surgery after chemotherapy

◼ Triplet chemotherapy

◼ ICI rechallenge



ESMO LIVING GUIDELINE: 1ST-LINE TREATMENT

https://www.esmo.org/living-guidelines/esmo-gastric-cancer-living-guideline

Lordick F, et al. Ann Oncol 2022

◼ Recommends biomarker tests

➢ HER2, PD-L1 CPS, MSI/MMR 

(CLDN18.2 if available)

◼ NGS is not mandatory/optional



PAGA: 1ST-LINE TREATMENT

HER2-positive (b)

Radical resection to be 

considered in highly selected 

cases (h, i)

PD-L1

CPS ≥1

PD-L1 

CPS <1

Addition of trastuzumab

[IA; MCBS 3; ESCAT I-A] (c, d)

Addition of

pembrolizumab-trastuzumab (e)

[IA; MCBS 2; ESCAT I-A] (c, d)

PD-L1 

CPS ≥1 
PD-L1 

CPS ≥10

Addition  of

Pembrolizumab(g)

[II, C; MCBS 4] (c) 

or nivolumab (f)

[IA; MCBS 4] (c)

Addition of

Pembrolizumab* (f)

[IA; MCBS 3] (c)

PD-L1

CPS ≥5

Addition of

Nivolumab  (e)

[IA; MCBS 4] (c)

Platinum–fluoropyrimidine doublet ChT (a) [I, A]

HER2+ (b) HER2 -ve (b)

Addition of 

zolbetuximab**

[IIA; MCBS 2] (c)

CLDN18.2 +MSI-H

Addition  of

nivolumab  [IA] (f, g)

or

pembrolizumab [IA] (g)

Shitara K, et al. ESMO open 2024

Advanced/metastatic unresectable oesophagogastric junction and 

gastric adenocarcinoma 

1st-line treatment ◼ For MSI-H

➢ Chemo+Nivo or pembro



NCCHE EXPERIENCE

Okazaki, Nakayama.Manuscript submitted

CTx+Tras

+Pembro (CPS≥1)

Endoscopy

Biopsy

CT

Early chemo

(if needed)

Pathology

HER2

MMR

PD-L1 CPS

CLDN18.2

+

EBV

FGFR2

EGFR

MET

+

NGS

MDT discuss

Laparoscopy

(if needed)

N=203pts

With newly obtained 

tumor samples 

before 1st line

2022/4-2023/10

First 

Visit

CTx+Nivo

CTx+Zolbetuximab

CTx (+Nivo)

Other Targets?

-FGFR2b

-EGFR

-MET

-VEGF

-low HER2

-Trop2 etc.

HER2-

(87%)

CPS

>5

(32%)

CPS

<5

(50%)

CLDN+

(34%)

*39% of 

HER2-

CLDN-

(28%)

CLDN-

(20%)

HER2+

(13%) MSI-H

(5%)

35% CLDN+ pts had CPS≥5

(13% in SL and 22% in GLOW )

N=25pts

◼ 98% success rate of multiple biomarker tests

◼ Median TAT 7 days

◼ 88% received chemo after obtaining biomarker results 



NCCN GUIDELINE: 1ST-LINE TREATMENT

NCCN guideline ver. 2 2024 

◼ Chemo+Nivo or pembro in MSI-H

◼ Pembro, Dostarlimab, Nivo+Ipi: No official FDA approval as 1st-line for GC nor MSI-H



KN062, KN859 AND CM649: MSI-H SUBGROUP

Shitara K, et al. JAMA Oncol 2019; Nature 2021

Rha SY, et al. Lancet Oncol 2023

https://www.ema.europa.eu/en/medicines/human/EPAR/keytruda

◼ 2-5% in trials

◼ OS HR 0.21-0.45

◼ No direct comparison of IO vs IO+chemo

KN062 OS

NivoIpi

ORR 70%

OS HR 0.28

Nivo+Chemo

ORR 55%

OS HR 0.38

Pembro+Chemo

(KN062)

ORR 65%

OS HR 0.45

PFS HR 0.45 

Pembro+Chemo

(KN859)

ORR 80%

OS HR 0.34

PFS HR 0.27

Pembro

ORR 57%

OS HR 0.21

PFS HR 0.72 

CM649 OS



IO ALONE AS MAINTENANCE

Shah MA, et al.ASCO 2024; Moehler M, et al. JCO 2020; Lorenzen S, et al. ASCO 2023 

◼ FOLFOX f/w byNivo/Ipi (arm A2) seems to be inferior to 

FOLFOX alone (arm B)

◼ ITT: No OS benefit

◼ OS HR 0.27 in MSI-H

JAVELIN100 OS AIO Moonlight trial 



CPS IN MSI-H PATIENTS

Shitara K, et al. Nautre 2022; Andre T, et al. JAMA Netw Open 2023

◼ ORR observed regardless of CPS◼ OS benefit in MSI-H regardless of CPS

OS of All pts in CM649 CPS in GARNET study (dostarlimab for MSI-H tumor)

OS of CPS≥5 pts in CM649



PRESENTED CASES

◼ 1st-line for MSI-H pts

◼ Surgery after chemotherapy

◼ Triplet chemotherapy

◼ ICI rechallenge



PAGA GUIDELINE: SURGERY FOR METASTATIC GC

◼ European consensus of oligo metastasis

➢ 1 organ with ≤3 mets / stability on chemo (≥3ms)

➢ Chemo followed by local treatment recommended
https://www.esmo.org/living-guidelines/esmo-gastric-cancer-living-guideline

Lordick F, et al. Ann Oncol 2022

Kroese TE, et al.  Eur J Cancer 2022, 2024; ESMO gastrointestinal Oncology 2023 

PAGA OMEC project

◼ Still investigational

◼ Case by Case MDT discussion needed



OS AFTER LIVER RESECTION ADN JGCA GUIDELINE

Kinoshita T, et al. British Journal of Surgery 2015; Yoshida K, et al. Ann 
Gastroenterol Surg. 2022; JGCA guideline ver. 6. 2023

Upfront hepatectomy Conversion surgery (CONVO-GC01)

◼ Recommended in selected case

JGCA guideline



PROSPECTIVE TRIALS FOR OLIGOMETASTASIS

Kroese TE, et al. ESMO gastrointestinal Oncology 2023 

◼ How about the role of surgery in pts with chemo response?



AIO FLOT-5 STUDY (RENAISSANCE)

Al-Batran SE, et al. ASCO 2024

◼ No OS benefit by adding surgery

➢ Suggested benefit only in RPLN mets

➢ No clear benefit in liver mets

➢ Detrimental in peritoneal mets

mOS 18.5 vs 23.6ms (HR 1.037)



MY PATIENTS: WHO EXACTLY NEEDS SURGERY?

NCCHE

Chemo→gastrectomy: CR>5years Chemo+A-PD1→gastrectomy: CR>5 years

MSSMSI unknown

Chemo+PD1+Tras

→lt adrenectomy

CR>4years

Cured patients with chemo+surgery

HER2+



MY PATIENTS: WHO EXACTLY NEEDS SURGERY?

Chemo+A-PD1 : CR>5 years

Rego+Nivo: CR>5 years

MSS

Rego+Nivo: CR>5 years

MSS MSS

Cured patients without surgery

MSI-H

A-PD1 : CR>4 years

NCCHE

Fukuoka S, Shitara K, et al. JCO 2020



PRESENTED CASES

◼ 1stline for MSI-H pts

◼ Surgery after chemotherapy

◼ Triplet chemotherapy

◼ ICI rechallenge



CONTROVERSY OF TRIPLET

◼ Generally not recommended

◼ Only for selected pts with fit, biomarker negative in 

area with low rate of 2nd-line use?

https://www.esmo.org/living-guidelines/esmo-gastric-cancer-living-guideline

Lordick F, et al. Ann Oncol 2022; Shitara K, ESMO open 2023

ESMO living guideline
PAGA guideline



CONTROVERSY OF TRIPLET

Zaanan A, et al. ESMO 2023; Yamada Y, et al. Lancet GH 202x, Ramaswamy A, et al. ASCO GI 2024 

GASTFOX trial: mFLOT/TFOX vs FOLFOX

Prolong OS/ ↑ diarrhea, fatigue, neutropenia

2nd-line use ?

Did not improve OS

2nd-line use: 77-79%

JCOG1013: DCS vs CS (S1+Cis)

No OS benefit

2nd-line use: 27-39%

◼ No consistent OS benefits

◼ Different proportions of 2nd-line use

DOC-GC: DOC/F vs CapeOX/FOLFOX



PRESENTED CASES

◼ 1stline for MSI-H pts

◼ Surgery after chemotherapy

◼ Triplet chemotherapy

◼ ICI rechallenge



IO RECHALLENGE AFTER PREVIOUS PROGRESSION

◼ 32 researches (melanoma, NSCLC, RCC)

◼ Heterogenous results: ORR 0-54% / mPFS 1.5-12.9ms

◼ Favorable: better PS, longer initial ICI,  d/c without PD, 

and combo with different ICI

Systematic review

Plazy C, et al. Current Oncology Reports 2022; Akamatsu H, et al. CCR 2022

WJOG9616L (NSCLC)

◼ Eligible if pts with response f/w PD with prior IC 

and interval >2 months

◼ ORR 8.5% and mPFS 2.6ms

◼ ICI-free interval was only predictive



PD1 VS CTLA4: DIFFERENCE

◼ PD-1: mainly on activated/exhausted T-cells

➢ PD-1 blockade reactivate effector T

➢ PD-1+Treg activated and diminish the activity

◼ CTLA4: mainly on CD4+ T-cells (activated by APC)

➢ CTLA-4 blockade expand ICOS+ Th1-like CD4+ T cells

➢ Inhibit and/or deplete Treg

Topalian et al. Nat Rev Cancer 2016; Wei et al. Cell 2017; Kumagai S, et al. Nature Immunology 2020



A-PD1 RECHALLENGE WITH A-CTLA4 IN MELANOMA

NCCN guideline 2024 ver 2; Michielin O, et al, Ann Oncol 2019; VanderWalde A, et al. Nature Med 2023

◼ Nivo+Ipi is considered as treatment option after A-PD1

◼ Supported by large retrospective study and rP2

NCCN

ESMO

Retrospective cohort study: Nivo+Ipi >Ipi

Randomized phase 2 : Nivo+Ipi >Ipi



ROLE OF CTLA-4 IN GASTRIC?

Shitara K, et al. Nature 2022; Janjigian Y, et al. AACR 2023; Jiafu Ji et al. AACR 2024

CM-649 Nivo+Ipi

◼ Nivo+Ipi did not improve OS

◼ ORR 15% in CPS<1 (higher than A-PD1 mono?)

◼ Treg+ may predict benefit?

◼ Benefit even in CPS<5

◼ ATTRACTION-6 is also ongoing in Asia 

COMPASSION-15:  Chemo+Cadonilimab



MSI-H CRC: 1ST-LINE

◼ Nivo+Ipi vs Pembro (cross trial comparison)

➢ 1y PFS: 79 vs 55% (+24%)

➢ 2y PFS: 72 vs 48% (+24%)

◼ Nivo arm in CM8HW and biomarkers awaited Andre T, et al. NEJM 2020; ASCO 2021; ASCO-GI 2024

CheckMate 8HW: PFS KEYNOTE-177: PFS



MY PATIENT

NCCHE

59y M, MSI-H/MMR-D, CPS5

tTMB 74/mb, bTMB 100/mb, no PTEN/β2M mutations

post SOX, PTXRAM, Pembro, Irinotecan, TAS, and Irradiation

Nivo
+Ipi 

Anti-PD1
+Investigational drug (trial)

◼ More data needed to identify candidate

Previous Pembro
PR f/w by PD



SUMMARY

◼ MSI-H testing is recommended before 1st-line

◼ A-PD1 based 1st-line is recommended for MSI-H (+/- chemo)

◼ Individual approach needed for surgery after chemo

◼ Triplet chemo is used only for selected pts

◼ More data is needed about ICI rechallenge in gastric cancer
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CONSIDERATIONS RELATED TO ESMO 
GASTRIC GUIDELINE IMPLEMENTATION IN 
EVERYDAY CLINICAL PRACTICE
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- Research funding (SI):
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GUIDELINE RECOMMENDATIONS
Diagnostic work-up

- Endoscopic examination & forceps biopsies – gold standard
- Multiple (5- 8) biopsies
- Narrow-band imaging or chromoendoscopy in combination with magnifying endoscopy
- Endoscopic ultrasonography (EUS)
- Endoscopic mucosal resection (EMR) and endoscopic submucosal dissection (ESD) may also be used for 

diagnosis.
- Molecular biology:

- HER2 status
- programmed death-ligand 1 (PD-L1) combined positive score (CPS)
- MSI-H/mismatch repair deficiency (dMMR)
- DYPD status

- Staging:
- Contrast-enhanced CT scan of the thorax, abdomen  pelvis 
- FDG-PET-CT is not routinely recommended 
- Diagnostic laparoscopy and peritoneal washings for cytology

F. Lordick et al. Gastric cancer: ESMO Clinical Practice Guideline for diagnosis, treatment and follow-up

Annals of Oncology 2022 331005-1020DOI: (10.1016/j.annonc.2022.07.004)

Copyright © 2022 European Society for Medical Oncology Terms and Conditions

http://www.elsevier.com/termsandconditions


ESMO CHECKLIST - GASTRIC CANCER

https://oncologypro.esmo.org/oncology-
in-practice/practice-tools/esmo-checklists



EVERYDAY CLINICAL PRACTICE
Guideline related approach 



TREATMENT STRATEGY
Stage IB – III 

- Peri-operative therapy and radical gastrectomy is 
recommended

- Patients should undergo D2 resection in a high-
volume surgical centre

- Peri-operative > stage IB: triplet ChT regimen 
- FLOT is standard of care for patients who are able 

to tolerate a triple cytotoxic drug regimen 
- Unfit patients: a combination of a fluoropyrimidine 

with cisplatin or oxaliplatin is recommended
- Adjuvant ChT is less well tolerated than 

neoadjuvant ChT

F. Lordick et al. Gastric cancer: ESMO Clinical Practice Guideline 

for diagnosis, treatment and follow-up

Annals of Oncology 2022 331005-1020DOI: 

(10.1016/j.annonc.2022.07.004)



TREATMENT STRATEGY Stage IV – first line

Multidisciplinary treatment planning

High volume centers 

- Logistics resources 

- Expertise

- Guideline implementations
- PD-L1 CPS >1 tumours is between 50% 

and 60% (nivolumab and pembrolizumab)
- New commers: CLDN18.2+ (Zolbetuximab) 

Shitara K, et al. ESMO open 2024



REIMBURSEMENT ISSUES 

Nivolumab 2024 Pembrolizumab 2024

Austria Austria

Belgium Belgium

Bulgaria Bulgaria

Denmark Denmark

Finland Finland

France France

Germany Germany

Italy Italy

Luxembourg Luxembourg

Sweden Sweden

Spain Spain

Netherlands Netherlands

United Kingdom United Kingdom

13/50 countries 13/50

Europe 
2024



DAILY PRACTICE - RESOURCES
Always a problem

Low 
volume 
centers

Very 

low 
volume 
centers

High 
volume 
centers

Very

high 
volume 
centers



TREATMENT STRATEGY
Stage IV – second line

F. Lordick et al. Gastric cancer: ESMO Clinical Practice Guideline for diagnosis, treatment and follow-up

Annals of Oncology 2022 331005-1020DOI: (10.1016/j.annonc.2022.07.004)



CONTINUUM OF CARE 
First line: successes and disappointments1

- Only about 20% of patients went on to 

receive second-line therapy in historical 

studies2

- In more recent phase III trials the 

percentage of candidates has risen 

- From 40-50% in Europe3

- Or high as 75% in Japan4

1. Salati M,  et al . Second-line treatments: moving towards an opportunity to improve survival in advanced gastric cancer? ESMO Open. 2017 Jul 
19;2(3):e000206. doi: 10.1136/esmoopen-2017-000206. PMID: 29209523; PMCID: PMC5703389.
2. Chau I. et al. J Clin Oncol. 2004; 22: 2395-2403 doi:10.1200/JCO.2004.08.154

3. Catalano V. et al. Br J Cancer. 2008; 99: 1402-1407 doi:10.1038/sj.bjc.6604732

4. Koizumi W. et al. Eur J Cancer. 2013; 49: 3616-3624 doi:10.1016/j.ejca.2013.07.003

https://doi.org/10.1200/JCO.2004.08.154
https://doi.org/10.1038/sj.bjc.6604732
https://doi.org/10.1016/j.ejca.2013.07.003


TREATMENT STRATEGY
Stage IV – third line

- Gastrectomy is not recommended in metastatic gastric 
cancer unless required for palliation of symptoms

- Resection of metastases cannot be recommended in 
general,

- But might be considered as an individual approach in 
highly selected cases with oligometastatic disease and 
response to ChT

Shitara K, et al. ESMO open 2024



EVERYDAY CLINICAL PRACTICE

Patient related approach





AGE-SPECIFIC INCIDENCE 
More than 50% pts are over 70ys old

https://www.krebsdaten.de/Krebs/EN/Content/Publications/Cancer_in_Germany/cancer_chapters_20
15_2016/cancer_c16.pdf?__blob=publicationFile



EXAMPLE FROM REAL LIFE 
Geriatric assessment: symptoms, fitness, comorbidities, QoL, family support

* Personal experience

M 60 ys old M 70 ys old M 80 ys old

ECOG PS 1 ECOG PS 1 ECOG PS 1

Arterial Hypertension Arterial Hypertension + 
Hip replacement

Arterial Hypertension 

Stage IV Gastric AC Stage IV Gastric AC Stage IV Gastric AC

3 liver lesions 3 liver lesions 3 liver lesions

1 previous lines of therapy 1 previous lines of therapy 1 previous lines of therapy

Lives alone, but independent Lives alone, far from the hospital
No relatives in the area

Lives with wife, close to the hospital
and his children and their families



EVERYDAY CLINICAL PRACTICE
Erderly or less fit patients



ELDERLY OR LESS FIT PATIENTS
GO2 Study

- Phase III, randomised, multi-centre, prospective, 

controlled, open label, non-inferiority trial

- Eligibility: 

- Not fit for full-dose 3-drug chemotherapy,

- Suitable for reduced intensity chemotherapy.

Hall PS et al. JAMA Oncol. 2021 Aug 1;7(8):1249



ELDERLY OR LESS FIT PATIENTS
GO2 Study - Full vs Reduced-Intensity Chemotherapy

CapOx

Level A 100% of dose

Level B 80% of dose

Level C 60% of dose

Hall PS et al. JAMA Oncol. 2021 Aug 1;7(8):1249



ELDERLY OR LESS FIT PATIENTS
GO2 Study - Full vs Reduced-Intensity Chemotherapy

Hall PS et al. JAMA Oncol. 2021 Aug 1;7(8):1249



ELDERLY OR LESS FIT PATIENTS
GO2 Study - Full vs Reduced-Intensity Chemotherapy

- QoL improved at 9 week on treatment with Level B and 
C

- “We are not compromising on tumour/symptom
control that may impact on QoL over the longer term
by using the lower intensity regimens in this
population” (Peter Hall)

- Consider upfront dose-reduction (80% -60%) in frail and

elderly patients

Hall PS et al. JAMA Oncol. 2021 Aug 1;7(8):1249



TAKE HOME MESSAGES



TAKE HOME MESSAGES

- Multidisciplinary approach (new therapeutic options available)

- Dedicated tumor boards - molecular testing (PD-L1 CPS, MSI-H, Her2, CLDN18.2) 

- Gastric cancer – more than 50% are elderly patients (doublet vs triplet)

- Geriatric assessment: symptoms, fitness, comorbidities, QoL, family support 

- Only 45-50% patients in second line 

- Large volume centers

- Treatment options – reimbursement policy  



THANK YOU
For your attention ☺



esmo.org

Contacts ESMO 

European Society for Medical Oncology 

Via Ginevra 4, CH-6900 Lugano

T. +41 (0)91 973 19 00

esmo@esmo.org

Thank you for your attention ☺


	Slide 1: Gastric Cancer
	Slide 2
	Slide 3: Learning objectives
	Slide 4
	Slide 5
	Slide 6: ESMO Guidelines Webinar Gastric Cancer
	Slide 7: Initial Presentation
	Slide 8: Initial Evaluation and Staging
	Slide 9: 1st Line Treatment
	Slide 10: Response Evaluation
	Slide 11
	Slide 12: Response Evaluation
	Slide 13: Follow-Up
	Slide 14
	Slide 15: Follow-Up
	Slide 16: Follow-Up
	Slide 17: Follow-Up
	Slide 18
	Slide 19
	Slide 20
	Slide 21: Follow-Up
	Slide 22
	Slide 23: Analysis of the Cases
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49
	Slide 50
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55: Considerations related to ESMO  Gastric Guideline implementation in everyday clinical practice
	Slide 56: DISCLOSURE INFORMATION
	Slide 57
	Slide 58: guideline recommendations
	Slide 59: ESMo checklist - gastric cancer
	Slide 60: everyday clinical practice
	Slide 61: Treatment strategy
	Slide 62: Treatment strategy
	Slide 63: Reimbursement issues 
	Slide 64: Daily practice - resources
	Slide 65: Treatment strategy
	Slide 66: Continuum of care 
	Slide 67: Treatment strategy
	Slide 68: everyday clinical practice 
	Slide 69
	Slide 70: Age-specific incidence 
	Slide 71: Example from real life 
	Slide 72: everyday clinical practice
	Slide 73:   ELDERLY OR LESS FIT PATIENTS
	Slide 74:   ELDERLY OR LESS FIT PATIENTS
	Slide 75:   ELDERLY OR LESS FIT PATIENTS
	Slide 76:  ELDERLY OR LESS FIT PATIENTS
	Slide 77: TAKE HOME MESSAGES
	Slide 78: Take home messages
	Slide 79: THANK YOU
	Slide 80

