
+ + =

average time to first diagnosis of a GEP-NET5–7 years
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NET  
specialist/

MDT

Works collaboratively with the treating physician or MDT
Conducts imaging scan
Interprets the results

Determines eligibility for PRRT
Raises awareness of PRRT
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METHODS
Interviews were conducted between December 2019 and February 2020 with  
HCPs and patients from the USA and the EU (France, Italy, Spain, UK).

BACKGROUND

HCPs

Survey  
questions captured  

information on multiple patient  
journey parameters.

Sociodemographic characteristics   
Clinical characteristics  |  Initial presentation 

Referral and consultation  |  Diagnosis   
Treatment decisions  |  Patient eligibility  

Prescription responsibilities   
Patient monitoring and follow-up

Received a diagnosis  
of GEP-NET

Received at least two  
different types of prior 
treatments (including 
PRRT) for a GEP-NET

The real-world GEP-NET patient journey is  
heterogeneous and complex, with several unmet  

needs, inefficiencies and knowledge gaps.

Patients

RESULTS

Differences in decisions on patient management  
between institutions and regions.

NM physicians are not always involved in the MDT,  
but they can help to improve awareness of PRRT.

Key survey insights are described for each of the  
four main steps of the GEP-NET patient journey.

Patients see multiple HCPs, with misdiagnoses  
being common during the average of 5–7 years  

to first diagnosis of GEP-NET.

Improved GEP-NET education, along with multidisciplinary  
collaboration of experts, is key to faster referrals and the  

best decisions on the most appropriate treatment  
for individual patients.

CONCLUSIONS

INITIAL  
PRESENTATION

Moderate or strong  
expertise in managing  
patients with GEP-NETs

Provide PRRT for patients  
with GEP-NETs

Experience with the radiolabelled 
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interviews completed
54

HCPs patients with  
GEP-NETs

49 5
The current management of 

patients with GEP-NETs varies 
between institutions, regions  

and countries.

Misdiagnoses and delays in  
diagnosis are common.1–3

A clear pathway can help all patients with  
GEP-NETs to access a consistent and reliable 

standard of care, including PRRT.

A survey was conducted to 
identify knowledge gaps, 
inefficiencies and unmet 

needs in the current GEP-NET 
patient care pathway.

Costs to the 
healthcare 

system?

Cost to the patient?

Inconvenience 
for the patient?

Confidence 
of the HCP?

Diagnosis can occur through  
incidental discovery during the early  

(asymptomatic) stages of the disease  
but usually occurs when a patient  

presents to an HCP with symptoms of a  
late-stage, often metastatic, GEP-NET.

Community hospitals

Academic centres 

The NM analyses and reviews 
the results with the MedOnc, 
GI or EC.

MedOnc 

GI or EC depending  
on the symptom profile

Or

Symptomatic patients are  
eventually referred to and  
diagnosed by:

GEP-NET 

When a diagnosis is  
confirmed, the patient may  
be referred to a NET expert  

for further testing  
and treatment. MedOncs generally believe  

that PRRT has higher efficacy 
than targeted therapy for  
patients with positive SRI and 
well-differentiated tumours.

E.g. availability of tumour 
board, understanding  
theragnostic approach,  
health economic factors

Decisions on the use of PRRT 
More complicated than  
prescribing targeted therapies

MedOnc 
perception

NM 
involvement

Other  
hurdles to  
overcome

PRRT  
for a  

GEP-NET

MedOnc remains the  
primary point of care

More commonly  
the GI or EC

Varies according to the 
treatment received and  
the physician’s experience 
with GEP-NETs 

PRRT
NM manages any  

radiation-related side effects,  
and the patient is referred  

back to the MedOnc or  
GI/EC for further follow-up  

and monitoring.

Yes/No

Yes/No

Yes Yes

Yes

1

NET Symptoms IRGI/EC Surgeon

PCP

Patient with  
potential NET

Underlying issue(s)

And/ 
or

And/ 
or

Referred to

+/

GI

EC
PCP

Radiologist
Nurse/ 

radiation  
technician

Pathologist NMAssist in 
diagnosis

Make 
diagnosis

MedOncGIEC

Initial and  
subsequent treatment
SSA  |  Surgical resection  

Chemotherapy  
Liver-directed therapy  |  PRRT

Patient with 
confirmed NET

Primary treatment decision-makers

MedOncs GI or EC

Not all MDTs include  
NM physicians
But they are increasingly  
involved across many institutions

MDT
Substantial differences  

between practice types and 
across different institutions  

and countries in terms  
of availability,  
involvement  

and dynamics
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Some  
academic  

centres with large  
case volumes  

may hold a  
NET-specific  

MDT

Misdiagnosis  
is common 
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