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Yaslilarda kanser ve komorbidite insidansi yuksek
Yaslanma kisisel bir fenomen

Takvim yaslari ayni olmasina karsin fiziksel, psikolojik ve
sosyal igslevsellik acisindan belirgin farkliliklar



* Yaslida kanser insidansinin yuksek olmasina ragmen
tedavide karsilasilan fizyolojik zorluklar;

— Gastrointestinal absorbsiyon degisiklikleri

— Karaciger hacmindeki ve kan akimindaki dusus
— Glomerular filtrasyon hizinda dusus

— Norolojik ve psikolojik degisiklikler

Tum bu fizyolojik degisikliklere, sistemik hastaliklar ve polifarmasi varligi da eklenirse
Yasli bir hasta; hastaligindan degil de tedavi komplikasyonlarindan kaybedilebilir.




e Yasli bir hastanin tedavisine karar verirken;

« Geriatri Kapsamli Geriatrik Degerlendirme

« Onkoloji Performans durumu-Karnofsky skoru



Kapsamli geriyatrik
degerlendirme (CGA)

CGA, yasli hastalarin tibbi, psikososyal ve
fonksiyonel kapasitesini ve sinirlarini
ongermek amaciyla bilgi toplamak igin
gelistirilmis cokboyutlu, multidisipliner
bir enstrimandir.

Kapsamli geriyatrik degerlendirme yasli
hastalarin yasam beklentisini ve
tedaviyle iliskili komplikasyonlari
ongormede guvenilir bir testtir.

ECOG Performans Durumu

ECOG (Eastern Cooperative Oncology
Group)

0 - Asemptomatik

1 - Semptomatik fakat tamamen ayakta
2 — Semptomatik %50'den daha az
yatakta

3 - Semptomatik, %50'den daha fazla
yatakta

4 - Yatalak

5 - Olim



* Yasli Hastada Kanser Hastaliginin Tedavisi;

— Kemoterapi?

— Hedefe yonelik ilag?

— Kemoterapi+Hedefe yonelik ilag?
— Radyoterapi?

— Tedavisiz?
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Monoklonal antikorlar

— Trastuzumab, Rituksimab, Bevasizumab, Setuksimab,
Alemtuzumab...

MTOR inhibitorleri

— Everolimus, Temsirolimus

Proteozom inhibitorleri
— Bortezamib

Tirozin kinaz inhibitorleri

— Sunitinib, Erlotinib, Gefitinib, imatinib, Dasatinib, Lapatinib,
Sorafenib...
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Yan etkiler

* Kardiyovaskuler

Hipertansiyon
Tromboembolizm (ATE, VTE)
Sol ventrikll disfonksiyonu
Oltimcdl aritmiler

* Non-kardiyovaskiler

Proteinuri,

Kanama

Yara iyilesme bozuklugu

GIS perforasyon/fistilizasyon
Halsizlik

Ses kisikhgi

Posterior I6koensefalopati
Cene kemigi osteonekrozu
Mikroanjiyopatik hemoliz
Nazal septum perforasyonu (bevasizumab)
Hipotiroidi

Otoimmiun hastaliklar
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National
Comprehensive
OO Cancer

Netrwork®

NCCN Guidelines Version 2.2015
Colon Cancer

NCCHN Guidelines Inde:
Colon Cancer Table of Content:
Discussior

+ Previous adjuvant

FOLFOX/CapeOx E—

within past 12 months

+ Previous adjuvant FOLFOX/
CapeOx >12 months

+ Previous 5-FU/LV or
capecitabine

+ No previous chemotherapy

PRIMARY TREATMENT

FOLFIRI £ bevacizumab

or

FOLFIRI £ ziv-aflibercept

or

Irinotecan % bevacizumab

or

Irinotecan % ziv-aflibercept

or

FOLFIRI + (cetuximab or
panitumumab)

(KRAS/NRAS WT gene only)=!
or

(Cetuximab or panitumumab)
(KRAS/NRAS WT gene only)®!!
* irinotecan

Active chemotherapy
regimen (See COL-C)

—_—

Re-evaluate for
conversion to
resectabled every
2 mo if conversion
to resectability is a
reasonable goal

Converted to
resectable

Active
chemotherap
. hh

e regimen

— Resection _'(M)
or
Observation

Active chemotherapy

unresectable regimen (See COL-C)

14



S;:;ea = EGFR/HER1 Angiogenesis
APs .& EGF . .
(o]

MMP

Capillary

e Anti-VEGF monoklonal antikor -
e Tumorde yeni damar olusumunu engeller
* Damar yapisi permeabilitesini azaltarak interstisyel basinci dusurur

* interstisyel basincinin diisusi, kemotorapetiklerin ulasimini ve etkinligini artirir
15



AVEX

. .
. . . -
(AVastin in the Elderly with Xeloda) I
Metastatik Kolorektal Kanserli Yagl Hastalarda Bevacizumab é ‘ Tl iy -,
+ Xeloda tedavisinin arastirildigi Faz Il calisma “

Saunders, et al. ECC 2013. Abstract 2381




AVEX:
Calisma Tasarimi

Bevasizumab+ Xeloda

Daha onceden tedavi
almamis 2 70 yas
hastalar

(n=280)

Xeloda

« Faz lll, randomize, uluslararasi birden cok merkezde yapilan, acik etiketili,
metastatik kolorektal kanserli yasli hastalarda birinci basamak Bevacizumab
+ Xeloda calismasi

 Primer sonlanim noktasi: PFS
« Sekonder sonlanim noktalari: OS, ORR, guvenlilik

Saunders, et al. ECC 2013. Abstract 2381

17



AVEX:

=270 yasindan buyuk hastalarda Altuzan + Xeloda ile tedavi
sirasindaki PFS istatistiksel anlamli olarak artmistir

1.0
Medyan PFS (95% Cl)Olay Sayisi
0.8 —— Altuzan + Xeloda 10.5 ay (8.7-11.8) 77
—— Xeloda 5.0 ay (4.1-6.5) 102
0.6
L YRSVt "W . p<0.001
o :
0.4 I
|
1
|
1
0.2 ]
| 1
1 1
501 10.51 |
O | |
0O 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 38
Sire (aylar)
Hasta 140 115 91 70 59 44 32 23 18 12 10 5 4 3 2 2 2 2
sayisli:

140 103 74 48 28 17

Saunders, et al. ECC 2013. Abstract 2381

9 7 5 4 3 1 1 1 1 1 1 1 O O
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Arteriyel/venoz tromboembolizm

« ARTERIYEL TROMBOEMBOLIZM
» (Olum riski yuksek, TIA, Ml, Strok, angina)

— Kisa infuzyonel 5-FU + Bevasizumab:
— %04-5 arteriyel tromboembolik olay gorulur
— 65 yas uzerinde 2:1
— Onceden arteriyel tromboembolizm 6ykisi olanlarda 4:1

— 65 yas uzeri ve onceden arteriyel tromboembolizm oykusu
olanlarda 7:1

— Doz bagimh deqil
« VENOZ TROMBOEMBOLIZM:

— Bevasizumab ile iligkisi belirsiz. N=7956 metaanalizde RR:1.33

Scappaticci FA, JNCI 2007
Van Cutsem E, JCO 2012

Nalluri SR, JAMA 2008 19



- ARTERIYEL TROMBOEMBOLIZM'de:

— Onceden arteriyel tromboembolizm hikayesi varsa ¢ok dikkatli
olunmali

— Son 6-12 ay icinde ise daha tehlikeli
— Arteriyel tromboembolizm gelismesi halinde ila¢ kesilmeli

- VENOZ TROMBOEMBOLIZM'de:

— Acil tani ve mudahale onemlidir
— Bevasizumab icin proflaktik antikoagulasyon Onerisi yok

— Retrospektif calismada, warfarin kullanimi kanama riski artmiyor
(%1.9 vs %1.2)

— VTE li kanserli hastalarda warfarin yerine duguk molekul agirlikli
heparinler daha fazla tercih edilir

Leighl NB, Br J Cancer 2011 Choueiri TK, JCO 2010
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Proteinuri-Nefrotik Sendrom

— Renal trombotik mikroanjiopati,
glomerul kapiller endotel hasari

— Bevasizumab ile %21-63 hafif VeGE 0 \ [ e sriivion
proteinuri, %2’'sinde Grade3-4
(>3.5 gr/gun nefrotik)

— Doz bagimli veya eszamanli
kemoterapi varsa risk fazla

— Proteinuri>2 gram/giin ise gegici |
olarak ilac kesilir ey

— Nefrotik sendrom olursa, ilac
kalici olarak kesilir

— llacin kesilmesi sonrasi _ N o e
genelhkle duzelme Olmaz (ACEI Eremina V, NEJM 2008
veya ARB verilebilir )

Scappaticci FA, JNCI 2007 Van Cutsem E, JCO 2012 Nalluri SR, JAMA
2008

21



Diger

Major cerrahiyle kullanimi arasinda 6-8 hafta olmali,

Yara iyilesmesini engeller
— Sutdr hatlari gdzlenmelidir.

Hipertansif kriz
— Bevasizumab sonlandiriimahdir.

Gastrointestinal perforasyon (ozellikle yasl hastalarda)
— Fatal sonuc

%30 hastada hipertansiyon
— Oral anti-hipertansiflerle rahatca kontrol edilebilir.

22
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National

Comprehensive  NCCN Guidelines Version 2.2015 NCCN Guidelines Index
NGO Cancer . Breast Cancer Table of Contents

Network® Invasive Breast Cancer Discussion

SYSTEMIC ADJUVANT TREATMENT - HORMONE RECEPTOR-NEGATIVE - HER2-POSITIVE DISEASEP

Consider adjuvant chemotherapy

PNO with trastuzumab (category 2BE)

+ Tumor? 0.5 cm or

* Microinvasive . i
Consider adjuvant chemotherapy?

PN1MI —> ith trastuzumab?

pT1.2 pT2, or pT3; and
PNO or pN1mi (52 mm Tumor? 0.6-1.0cm —»
axillary node metastasis)

Consider adjuvant chemotherapy¥
with trastuzumab?

See
. Follow-Up
Adjuvant chemotherapyV: 3 (category 1) (BINV-16)
- K —_—

Hll:)stoltclgy."' Tumor >1 em with trastuzumab (category 1)
* Ductal
* Lobular
* Mixed

* Metaplastic

Node positive (one or more
metastases >2 mm to one or more
ipsilateral axillary lymph nodes)

Adjuvant chemotherapyY: 3
with trastuzumab (category 1)

¥There are limited data to make chemotherapy recommendations for those >70 y old. Treatment should be individualized with consideration of comorbid conditions.

=The prognosis of patients with T1a and T1b tumors that are node negative is uncertain even when HERZ2 is amplified or overexpressed. This is a population of breast
cancer patients that was not studied in the available randomized trials. The decision for use of trastuzumab therapy in this cohort of patients must balance the known
toxicities of trastuzumab, such as cardiac toxicity, and the uncertain, absolute benefits that may exist with trastuzumab therapy.

24



Rekombinant humanize anti-HER2 monoklonal antikordur.

A Trastuzumab B HERI/EGFR HER2 HER3 HER4
7
&g \
Extracellular »“",& . ‘

Plasma — Intercell
membrane Hiapny x ~ domain >
SJ\ Intracellular \ /
Subdomain IV of HER2
Lapatinib

C HER2 \ D
,Nb HER1/EGFR HER2 HER3 HER4
Extracellular \\, £ ‘

Plasma I I Rt $
membrane L1 e ? Wiy Wigns N
g3 Dimerization domain of HER2 .f x\ Intercellula
Tnhikite LEDY farmina dimar asire s 5 domain

Target of trastuzumab (A), lapatinib (B). pertuzumab (C). neratinib (D). HER: Human epidermal growth
factor receptor.
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SIGNAL TRANSDUCTION INHIBITORS

ANTI-ANGIOGENIC HER Family (HER2 mAB or Tki)

VEGF targeting PKC inhibitors

(VEGF mAB, oral VEGFR i Farnesyl transferase inhibitors
PDGFR, c-kit

and ABL inhibitors.

Karditoksisite

ANTI-ANGIOGENIC

B VEGF targeting
Hypertension (VEGF mAB,
oral VEGFR
inhibitors)
ANTI-ANGIO
VEGF targeting (VEGF HER Family
VEGFR inhibitors) (HER2 mAB or Tki

Ederhy S, Critic Rev Hem/Onc 2011

26



Yaslida trastuzumab guvenli mi?

Hasta Medyan Tr+Kemo Medyan TTP Medyan Major
sayisl genel toksisite
sagkalim

Fyfe 60 Uzeri A/ECyada P Belirtilmemis 19 %21 kardiyak

disfonksiyon
Bernardn ve Xl 72 13T, 2 vin, 7.8 30.6 %10 LVEF
azalmasi, %5
pulmoner
hipertansiyon
SEHELATE 20 MMK - 75.7 Belirtilmemis Belirtiimemis Belirtiimemis %16 LVEF
ark. 10 EMK azalmasi, %13
semptomatik
kalp
yetmezligi

50 73 Taksan,Vin 8.7 Belirtiimemis %9 LVEF kaybi
ark.

Bernardi, A.Z.G., Rosati, M., Rubino, D. et al. Trastuzumab (T) tolerability and activity
in HER2+ metastatic breast cancer (MBC) patients (pts) aged >65 years. Ann Oncol. 2010; 21: 295P

27



Bazal EKG ve LVEF dlcumu onemli

— Ozellikle yaslh ve dnceden antrasiklin almis veya kalp hastalii
varsa

Kardiyovaskuler hastalik ve hipertansiyon oykusu olanlarda
Klinik kalp yetmezligi varsa tedavi kesilmelidir

Semptomatik degil ama LVEF %50’den dusuk ve/veya bazala
gore %20’den fazla dusmus ise tedaviye ara verilmeli veya
doz azaltiimali

Kardiyak yan etki gozlenmese bile ug¢ aylik periyodlar halinde
yinelenerek, adjuvan kullanimda tedavi bitiminde sonra iki yil
daha alti ayda bir olgum devam ettirilerek izlenmelidir.
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Kidney Cancer TOC
Discussion

Relapse or
Stage IV and
surgically
unresectable

Predominant
clear cell
histology

Non-clear cell
histology

—-

FIRST-LINE THERAPY®

Clinical trial

or

Sunitinib (category 1)

or

Temsirolimus (cnte?cry 1 for poor-
prognosis patients,’ category 2B for
selected patients of other risk groups)
or

Bevacizumab + IFN (category 1)

or

Pazopanib (category 1)

or

High dose IL-2 for selected patients?
or

Axitinib

or

Sorafenib for selected patients

and

Best supportive care:"

See Systemic
Thera KID-4

See NCCN Guidelines for Palliative Care

Follow-up _ _
(See KID-B)

SUBSEQUENT THERAPY!

Clinical trial
or
Targeted therapy: .
« After tyrosine kinase inhibitor therapy!
» Everolimus (category 1)
» Axitinib (category 1)
» Sorafenib
» Sunitinib
+ Pazopanib
» Temsirelimus (category 2B)
» Bevacizumab (category 2B)

* After cytokine therapy
» Axitinib (category 1)
» Sorafenib (category 1)
» Sunitinib (category 1)
» Pazopanib (category 1)
» Temsirolimus
» Bevacizumab

or

Cytokine therapy:

» High-dose IL-2 for selected patients?
(category 2B)

and
Best supportive care:h
See NCCN Guidelines for Palliative Care
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VEGFR-2 (vascular endothelial growth factor receptor)
PDGFR-B, c-KiT tirozin kinazlari inhibe eden selektif,
cok hedefli bir oral tirozin kinaz inhibitoradur

\ —————_

ENDOTHELIAL
CELL

Intracellular
Signaling Pathwa
- v )

v’

R N
Inactivation of VEGFR and PDGFR

reduces angiogenesis and
tumor growth.

/
- TUMOR
CELL /

ENDOTHELIAL
CELL

C.Lyn

JAMA, June 7, Zﬂﬂﬁ—‘ml 205, No. 21 (Reprinted)




1.basamak mRCC

PFS-ay 9.9 11
23.6 25.6

Sitokin direngli mRCC’
8.1 8.4
18.2 15.8

PFS:Progresyona kadar gegen siire, 0S:Genel sagkalim, mRCC: metastatik Renal Hiicreli kanser

! Interferon haftada li¢ giin subkutan

0.89(0.73-1.09)
0.93(0.74-1.18)

0.79(0.49-1.28)
1.14(0.73-1.79)

Hutson T et al. Efficacy and safety of sunitinib in elderly patients with metastatic renal cell carcinoma.

Br J Cancer. 2014, 4;110(5):1125-32.

0.26
0.54

0.33
0.56

32



. Yas <70 Yas270

Olay Sunitinib IFN-alfa Sunitinib IFN-alfa

“ 9.9 (8.3-10.7)  5.0(3.8-5.3) 11(9.0-14.7) 7.9 (3.9-10.8)

23.5(21.1- 22.7(17.9- 25.5(21.6-38.4) 17.5(13.7-31.1)
27.6) 27.5)

PFS:Progresyona kadar gegen siire, 0S:Genel sagkalim

! Interferon haftada li¢ giin subkutan

33



Miyokardial iskemi / Sol ventrikul Fonksiyon Bozuklugu

Sunitinib alan hastalarin %21-28'nde LVEF dusmus ve %3-15'i semptomatik
— lacin kesilmesiyle reversibl

« Son 12 ay i¢inde iskemik kalp hastaligi/yetmezligi oykusu (+) ise sunitinib
calismalarina alinmiyor. Eger verilirse dikkatli ve sik LVEF takip

« Kardiyomiyositlerde, PDGFR eksprese edilir. Ayrica, 2 yolagin (RSK ve
AMPK) aktivasyonu sonucu apopitoz ve ATP tuketimine bagh sol vent EF
bozuklugu gelismesi.

« Sunitinib alan hastalarin %30'unda EKG/enzim degisiklikleri ve ortanca 8.
haftada gelisir. %9’unda EKO bozuklugu.

— Tedavide diuretik,

 QTc uzamasi da gorulebilmekte

Scappaticci FA, JINCI 2007 Van Cutsem E, JCO 2012 Nalluri SR, JAMA 2008
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Tiroid

Tiroid bezi kapillerler bakimindan zengin
Anti-anjiyojenik TKI tiroid homeostazisini bozar

Sunitinib alanlarin %36’sinda gelisir (iyot uptake
Inhibisyonu ?)

— Ortalama 50.haftalarda gelisir

— TSH; bazal ve 3 ayda bir kontrol

— Hipotiroidizm tedavi edilir (ila¢ kesilmez)
Hipertiroidizm de olabilir

Sorafenib, pazopanib ve aksinitinib ile daha az

Lorenzo G, Eur Urol 2011
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Relapse or
Stage IV and
surgically
unresectable

Predominant
clear cell
histology

Non-clear cell
histology

—-

FIRST-LINE THERAPY®

Clinical trial

or

Sunitinib (category 1)

or

Temsirolimus (cnte?cry 1 for poor-
prognosis patients,’ category 2B for
selected patients of other risk groups)
or

Bevacizumab + IFN (category 1)

or

Pazopanib (category 1)

or

High dose IL-2 for selected patients?
or

Axitinib

or

Sorafenib for selected patients

and

Best supportive care:"

See Systemic
Thera KID-4

See NCCN Guidelines for Palliative Care

Follow-up _ _
(See KID-B)

SUBSEQUENT THERAPY!

Clinical trial
or
Targeted therapy: .
« After tyrosine kinase inhibitor therapy!
» Everolimus (category 1)
» Axitinib (category 1)
» Sorafenib
» Sunitinib
+ Pazopanib
» Temsirelimus (category 2B)
» Bevacizumab (category 2B)

* After cytokine therapy
» Axitinib (category 1)
» Sorafenib (category 1)
» Sunitinib (category 1)
» Pazopanib (category 1)
» Temsirolimus
» Bevacizumab

or

Cytokine therapy:

» High-dose IL-2 for selected patients?
(category 2B)

and
Best supportive care:h
See NCCN Guidelines for Palliative Care
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mammalian target of rapamycin (mTOR) inhibitor

o,

, Growth Factors
- @
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Metastatik bobrek kanserinde tirozin kinaz sonrasi, ileri
evre pankreatik noroendokrin tumorlerde ve ileri evre
hormon reseptoru pozitif postmenopozal meme
kanserinde endikedir.

Pnomoniyle sonucglanabilen firsatci infeksiyon riski
artmakla birlikte mTOR analoglari, sinif etkisi olan non-
infeksiyoz pnomonit tablosu acisindan yakin takip
edilmelidir.

Yuzde 70-75 hastada hiperlipidemi, %50 hastada
hiperglisemi gelisebilir.

( 39



_ Yas 265 Yas270 Tiim hastalar

Everolimus+Dest  Plasebo+ Everolimus+ Plasebo+ Everolimus+ Plasebo+
ek (n=112) Destek (n=41) Destek (n=53) Destek (n=20) Destek (n=277) Destek (n=139)

TUmor cevabi

Parsiyel yanit 3(2.7) 0 2(3.8) 0 6(1.8) 0

Stabil hastalik 78(68.8) 18(43.9) 38(71.7) 7(35) 188(66.8) 45(32.4)

22(18.8) 18(43.9) 9(15.1) 11(55) 58(20.6) 74(53.2)
12(9.8) 5(12.2) 6(9.4) 2(10) 30(10.8) 20(14.4)

L 14.7(11.96- 16.1(8.48- 13.5(9.8-21.82) 13.6(5.09-22.93)  13.5(11.96-17.87) 13.1(10.09-16.6)
ay 20.27) 22.39)

Eur Urol. 2012 Apr;61(4):826-33. doi: 10.1016/j.eururo.2011.12.057. Epub 2012 Jan 5.
Efficacy and safety of everolimus in elderly patients with metastatic renal cell carcinoma: an exploratory analysis of the outcomes of elderly patients in the RECORD-1 Trial.
Porta Cet al.


http://www.ncbi.nlm.nih.gov/pubmed/22297244
http://www.ncbi.nlm.nih.gov/pubmed/22297244
http://www.ncbi.nlm.nih.gov/pubmed/22297244
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I
potentiation

T-cell T-cell T-ce
activation inhibition

IPILIMUMAB
blocks
CTLA-4

CTLA-4 and CD28 interaction: Happens primarily in the priming phase of T-cell response
within lymph node

Savunma hicrelerinden olan T hiicrelerinin ylizeyinde bulunan ve bagisiklik reaksiyonunu
engelleyen human sitotoksik lenfosit antijeni-4 (CTLA4) molekilini hedef alan bir ilactir.
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2011 yilinda gelistirilmis bir monoklonal antikordur.
Otoimmun hastaligi olanlara dikkat

Var olan otoimmun hastaligi tetikleyeceqi gibi, yeni
otoimmun reaksiyonlarin ortaya ¢cikmasina da neden
olmaktadir.

Enterekolit, intestinal perforasyon, hepatit, dermatit,
noropati, her trli endokrinopati (0zellikle hipotiroidi)
gozlenebilmektedir.
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Dasatinib

or
> |Nilotinibdl——» Dasatinib®® or Bosutinib®® or Ponatinib! — |HSCTM?

or or
Bosutinip® ——— Dasatinib®C or Nilotinib%d or Ponatinib! — Omacetaxine

Nilotinib9 —  » Bosutinib® or Ponatinib! ———————— =

Nilotinib

> |or Clinical trial
Bosutinib®—— = Nilotinib%d or Ponatinis! ——————— | or

Dasatinib®—— s Bosutinib® or Ponatinib! ——— »

= |or

o Omacetaxine
Bosutinib®*——— = pasatinib®® or Ponatinib! ———————»
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imatinib K X

KML K

imatinib mesilat, ATP baglanma bolgesini kompetitif olarak bloke ederek, bazi tirozin kinazlari selektif olarak inhibe eder.
Bu kinazlar intraseluler ABL kinaz, KIT transmembran reseptori ve PDGF (Platelet Derived Growth Factor) reseptorleridir.
Bu inhibisyon sonucunda proliferasyonun durmasi ve apoptotik hiicre 6limu gozlenir.
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Kronik miyeloid losemi (KML) ve gastrointestinal stromal
timorde (GIST) kullaniimaktadir.

llac siklikla, periorbital 6dem, sivi retansiyonu, miyalii

Odem gelistiginde ilaci kesip klinik diizeldikten sonra
tekrar baslamak
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CD20 proteinine karsi gelistirilmis kimerik bir monoklonal antikordur.
B lenfositlerin ylizeyinde bulunan CD20, preB lenfositten B lenfosite kadarki hiicrelerde bulunmaktadir.

CD20 molekiili, B lenfositlerden kaynaklanan KLL ve lenfomalarda kanser hiicreleri tarafindan aciga ¢ikartilmaktadir.

Cell
membrane

B CELL

~

Castillo-Trivino T, Braithwaite D, Bacchetti P, Waubant E. Rituximab in relapsing and progressive forms of multiple sclerosis: a systematic review. |
PL0S One. 2013 Jul 2;8(7):66308 4 51



http://www.ncbi.nlm.nih.gov/pubmed/23843952

Rituksimab

CD20+ lenfoma

Kronik Lenfositik Losemi

RA, SLE, Sjogren, otoimmun hemolitik anemi ve ITP
Glomeruler hastalik

Rituksimab ciddi inflizyon reaksiyonu yapabilmektedir. 11k
uygulamada oldukc¢a yavas infuzyonla baslamak gerekir.
Bunun disinda kardiyak arrest riski icin yakin takip
gerektirir. Diger yan etkileri daha nadirdir.
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