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GAZYVA® increases the impact of anti-CD20
therapy for patients with CLL and FL

CLL

In first line 1

START WITH GAZYVA
in CHRONIC LYMPHOCYTIC LEUKEMIA

FL

NOW APPROVED

After rituximab treatment 1

STRIKE BACK WITH GAZYVA
in FOLLICULAR LYMPHOMA

Abbreviated prescribing information: GAZYVA® (obinutuzumab) is a recombinant monoclonal humanized and glycoengineered type II anti-CD20 antibody of the IgG1 isotype. Indications and potential uses:
Chronic lymphocytic leukemia (CLL): Gazyva in combination with chlorambucil is indicated for the treatment of patients with previously untreated CLL (CLL) and additional comorbidities. Follicular lymphoma
(FL): Gazyva in combination with bendamustine, followed by Gazyva maintenance therapy (for a maximum of 2 years), is indicated for the treatment of patients with FL (FL) who have not responded to therapy
or have progressed during or after treatment with rituximab or a rituximab-containing regimen. Dosage and Administration: Gazyva is administered as an intravenous infusion through a dedicated line and
must not be given as an intravenous push or bolus infusion. Isotonic 0.9% sodium chloride solution should be used to prepare the infusion solution. CLL: The recommended dosage of Gazyva is 1000 mg
administered 3 times in the first cycle and once in each of cycles 2-6 (28-day cycles). At the start of treatment (first infusion) the total dose should be distributed to two infusion bags (bag 1 with 100 mg and
bag 2 with 900 mg). The first infusion is administered at a rate of 25 mg/h over 4 hours (bag 1 with 100 mg). If this has been well tolerated, the second bag (bag 2 with 900 mg) can be infused at a rate of 50
mg/h, provided that sufficient time, appropriate conditions and medical supervision are available during the infusion. After the first 60 minutes the infusion rate can be escalated in increments of 50 mg/h every
30 minutes to a maximum of 400 mg/h. If an infusion reaction has occurred during the first 100 mg, the second bag must be administered the following day. Patients developing respiratory symptoms or
hypotension should be monitored for 24 hours. Subsequent infusions (cycle 1 days 8 and 15 and cycles 2-6): Subsequent Gazyva infusions can be started at a rate of 100 mg/h, which can then be increased by
100 mg/h increments every 30 minutes to a maximum of 400 mg/h. FL: The recommended dosage of obinutuzumab is 1000 mg administered 3 times in the first cycle, days 1, 8 and 15, and once in each of
cycles 2-6 (28-day cycles), followed by administration every 2 months (infusion of 1000 mg obinutuzumab on each occasion) until disease progression or for up to two years. The recommended dosage of
bendamustine in combination with obinutuzumab is 90 mg/m2, administered intravenously on days 1 and 2 in each of cycles 1-6 (28-day cycles). The first infusion (cycle 1 day 1, 1000 mg obinutuzumab) is
initially administered at a rate of 50 mg/h. If well tolerated, the infusion rate can be increased after the first 30 minutes by 50 mg/h every 30 minutes up to a maximum of 400 mg/h. Patients developing
respiratory symptoms or hypotension should be monitored for 24 hours. Subsequent infusions (each with 1000 mg obinutuzumab, cycle 1 days 8 and 15 and cycles 2-6, followed by maintenance therapy with
1000 mg obinutuzumab every 2 months until disease progression or for up to two years): If no infusion reactions have occurred with previous infusions, subsequent Gazyva infusions can be started at a rate of
100 mg/h, which can then be increased by 100 mg/h increments every 30 minutes to a maximum of 400 mg/h. Contraindications: Known (IgE-mediated) hypersensitivity to the active substance or to any of
the excipients. Warnings and Precautions: The most frequently observed adverse drug reactions (ADRs) were infusion reactions which occurred predominantly during infusion of the first 1000 mg. Most
patients had no infusion reactions during subsequent infusions of Gazyva. To prevent infusion reactions, premedication with an analgesic/antipyretic (e.g. paracetamol) and an antihistamine (e.g. diphenhydramine)
should be given 30 to 60 minutes before every Gazyva infusion. Premedication with a corticosteroid is recommended before the first infusion in FL patients. Such premedication is mandatory in CLL patients.
Intravenous glucocorticoids (100 mg prednisone/prednisolone or 20 mg dexamethasone or 80 mg methylprednisolone; hydrocortisone is not recommended) should be given at least one hour before the start
of the Gazyva infusion to all patients in the first cycle (CLL days 1 and 2, FL day 1) and, in subsequent cycles, to those who have experienced a grade 3 infusion reaction during the previous infusion or with a
lymphocyte count >25 × 109/l prior to the next treatment. Hypotension may occur as a feature of infusion reactions during Gazyva intravenous infusions. Therefore, interruption of antihypertensive treatments
should be considered for 12 hours before, during and for the first hour after each Gazyva infusion. Tumor lysis syndrome (TLS): Patients considered at risk of TLS (e.g. patients with a high tumour burden and/
or a high circulating lymphocyte count and/or renal impairment) should receive prophylaxis. Prophylaxis should consist of adequate hydration and administration of uricostatics (e.g. allopurinol) or a suitable
alternative such as urate oxidase (e.g. rasburicase) before the start of Gazyva infusion. For treatment of TLS, correct electrolyte abnormalities, monitor renal function and fluid balance, and initiate supportive
measures, including dialysis, as indicated. Neutropenia: Patients who experience neutropenia should be closely monitored with laboratory tests until resolution. Thrombocytopenia: Patients should be closely
monitored for thrombocytopenia, especially during the first cycle; regular laboratory tests should be performed until the event resolves, and dose delays should be considered in case of severe or life-threatening
thrombocytopenia. Worsening of pre-existing cardiac conditions: patients with a history of cardiac disease should be monitored closely. Infections: Gazyva should not be administered in the presence of an active
infection. Hepatitis B reactivation: HBV screening should be performed in all patients before initiation of treatment with Gazyva. Progressive multifocal leukoencephalopathy (PML): Therapy with Gazyva should
be withheld during the investigation of potential PML and permanently discontinued in case of confirmed PML. Immunization: Vaccination with live virus vaccines is not recommended during treatment and until
B cell recovery. Undesirable effects: Very common ADRs (≥ 1/10): infusion reactions, upper respiratory tract infection, sinusitis, neutropenia, thrombocytopenia, anemia, cough, diarrhea, constipation,
arthralgia, pyrexia, asthenia. Common ADRs (≥1/100 to <1/10): Urinary tract infection, oral herpes, rhinitis, (naso-)pharyngitis, pulmonary infection, influenza, bronchitis, squamous cell carcinoma of skin,
leukopenia, lymph node pain, TLS, hyperuricemia, depression, ocular hyperemia, atrial fibrillation, heart failure, hypertension, nasal congestion, rhinorrhea, dyspepsia, colitis, hemorrhoids, nausea, gastrointestinal
perforation, alopecia, pruritus, night sweats, eczema, back pain, chest pain, limb pain, bone pain, dysuria, urinary incontinence, weight increased, chest pain, fatigue. Uncommon ADRs (≥1/1000 to <1/100):
Transaminase elevation. Isolated cases: Anaphylaxis, PML, reactivation of hepatitis B. In the study with mainly FL patients, the incidence of adverse reactions during the maintenance phase was lower than during
the induction phase: cough, neutropenia, infusion reactions, pyrexia. The grade 3-5 adverse reactions observed most frequently during the maintenance phase were neutropenia, anemia, febrile neutropenia,
thrombocytopenia, sepsis, upper respiratory tract infection, and urinary tract infection. Instructions for handling: Gazyva should be prepared by a healthcare professional under aseptic conditions. CLL, first
infusion (d1 and d2): To preclude mix-ups between the two infusion bags for the initial 1000 mg dose, the recommendation is to utilize bags of different sizes to distinguish between the 100 mg dose for cycle
1 day 1 and the 900 mg dose for cycle 1 day 1 (continued) or day 2. To prepare the two infusion bags, withdraw 40 ml of Gazyva concentrate from the vial and dilute 4 ml in a 100 ml infusion bag and the
remaining 36 ml in a 250 ml PVC or PVC-free polyolefin infusion bag containing sterile, pyrogen-free 0.9% aqueous sodium chloride solution. Clearly label all infusion bags. CLL, all subsequent infusions (cycle 1
d8 and d15 and cycles 2 6) and FL, all infusions: Withdraw 40 ml of Gazyva concentrate from the vial and dilute, for example, in a 250 ml PVC or PVC-free polyolefin infusion bags containing sterile, pyrogenfree 0.9% aqueous sodium chloride solution. Gently invert the infusion bag to mix the solution and avoid excessive foaming. Storage: Store in a refrigerator (2-8 °C). Store the container inside the outer package
in order to protect the contents from light. Do not freeze. Do not shake. Packs: Vials 1000 mg/40ml. Refer to Gazyva prescribing information EFA for full information. Reference: Product Information EFA May
2016. Prepared Nov 2016.

Reference: 1. Gazyva Product Information EFA May 2016
Full prescribing information is available upon request.

Roche Lebanon SARL
Atrium Building, 5th Floor
33 Weygand Street
Beirut Central District, 11-5485
Beirut, Lebanon
©December 2016
www.roche-middleeast.com

LEB.GAZ.38.12.2016

In case of any adverse event occurring with Gazyva®, please forward details to fax number:
00961-1-992664 or by email to: beirut.safety_reporting.bs1@roche.com
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Dear Colleagues,

Mount Lebanon Hospital -Gharios Medical Center, in collaboration with the Lebanese University – Faculty of Medical
Sciences, the Lebanese Urology Society and the Lebanese Society of Medical Oncology, have the pleasure to invite
you to its “First Lebanese Oncology Forum” which will be held on January 27-28, 2017 at the Mount Lebanon
hospital.
A state of the art program addressing several oncological topics has been set.
Hot topics discussing breast, colorectal, lung and prostatic cancers will be presented by renowned speakers.
On top enhancing cancer care through multidisciplinary approach will be tackled, as well as quality improvement
through dedicated programs.
Your contribution through the interactive sessions and case presentation will be highly appreciated.

Sincerely,
Elie Gharios, MD
Medical Director.
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President of the Congress:
Dr. Elie Gharios

Organizing Committee:
Dr. Gilbert El Helou
Dr. Marie Merheb
Dr. Fadi Nasr
Mrs. Roula Zahhar

Scientific Committee:
Dr. Chantal Asmar
Dr. Gilbert El Helou
Dr. Fadi Farhat
Dr. Elie Gharios
Dr. Fadi Nasr
Dr. Ghazi Sakr
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Mount Lebanon Hospital, Gharios Medical Center

Azar Bldg. 2nd Floor Beirut, Lebanon
Tel: +961 1 483300 Fax: +961 1 493300
Full prescribing information is available upon request
For further inquiries please email at:
DPOC_Levant@North America.msx.merck.com
JAN 2017 LEB ONCO-1173260-0000
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Mount Lebanon Hospital, Gharios Medical Center

Friday January 27th 2017
08:30 - 09:00

Welcome Note and Introduction

Dr. Elie Gharios

Mount Lebanon Hospital Oncology Center : Future Objectives
The Multidisciplinary Approach in Cancer Care a Key for Optimized
Management Standards
Session 1: Advances in Breast Cancer - What’s New?
Moderators: Dr. Fadi Farhat - Dr. Ghassan Awar - Dr. Christina Khater
09:00 - 09:25

Breaking Protocols in the Adjuvant Treatment of Breast Cancer

Dr. Colette Hanna

09:25 - 09:50

Changing Treatment Paradigms in Metastatic Breast Cancer

Dr. Fadi Nasr

09:50 - 10:10

Genomics and Personalized Medicine in Breast Cancer

Dr. Adel Tabchy

10:10 - 10:30

The Management of Febrile Neutropenia

Dr. Nadine Yared

10:30 - 10:55

Coffee Break

Session 2: Enhancing Colorectal Cancer Care
Moderators: Dr. Joseph Kattan - Dr. Henry Bitar - Dr. Raja Wakim
10:55 - 11:20
11:20 - 11:45

How does a tumor’s location impact the surgical treatment and longterm outcomes for patients with colorectal cancer

Dr. Najib Gehchan

Colorectal Cancer A Multidisciplinary Approach to Individualized
Patient Care

Dr. Fadi Farhat

Session 3: New Approaches in Lung Cancer
Moderators: Dr. Carole Youwakim - Dr. Evelyn Helou
11:45 - 12:45

Current Treatment in First Line NSCLC: Where Do We Stand Today?
Lecture Sponsored by MSD

Dr. Fadi Nasr

12:45 - 13:45

Role of Immunotherapy in Second Line NSCLC - Side Effects
Management & Response Criteria Assessment
Lecture Sponsored by MSD

Dr. Fadi Al Karak

13:45 - 14:45

Lunch
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14:45 - 15:05

The Role of EBUS in the Diagnosis of Lung Cancer

Dr. Dany Abou Abdallah

15:05 - 15:25

Radiation Therapy in Lung Cancer

Dr. Caroline Samaha

15:25 - 15:55

The Management of Pulmonary Aspergillosis in Immunocompromised
Patients

Dr. Gilbert El Helou

15:55 - 16:45

What is the Place of the New Immunotherapy in Cancer?
Lecture Sponsored by BMS

15:55 - 16:15

Immunotherapy in Hodgkin Disease

Dr. Ali Bazarbachi

16:15 - 16:25

Immunotherapy in ENT Cancer

Dr. Francois Kamar

16:25 - 16:35

Immunotherapy in Renal Cell Carcinoma

Dr. Joseph Kattan

16:35 - 16:45

Second Line Place of Nivolumab in Lung Cancer

Dr. Fadi Nasr

16:45 - 17:15

Updates in The Management of Follicular Lymphoma
Lecture Sponsored by Roche

Dr. Fadi Farhat

17:15 - 17:30

Coffee Break (Sponsored by Roche)

17:30 - 18:00

Opening Ceremony
Mr. Sleiman Haroun President of the Syndicate of Hospitals
in Lebanon
Dr. Elie Gharios Medical Director Mount Lebanon Hospital
Dr. Raymond Sayegh President of the Lebanese Order of Physicians

Session 4 : Improving Health Quality : The Path Forward
Moderator: Dr. Nazih Gharios
18:00 - 18:20

Quality Improvement Programs in Mount Lebanon Hospital: Where
are we in the National Quality Standards?

Mrs. Roula Zahar

18:20 - 18:40

Learning from Errors in Oncology

Dr. Rouba Rassi

18:40 - 19:10

Financial Burden of Cancer Drug Treatment in Lebanon

Dr. Fadia Elias

Evolving therapy, improving outcomes

Abbreviated prescribing information. Refer to Perjeta prescribing information (PI) for full prescribing information. Composition: Kadcyla® (Trastuzumab Emtansine) Vials containing 100 mg and 160 mg trastuzumab
emtansine, reconstitution with 5 ml or 8 ml water for injection the concentration is 20 mg/ml. Indications: Kadcyla is indicated in the single-drug therapy of patients with HER2-positive, inoperable, locally advanced or metastatic breast
cancer previously treated with trastuzumab and a taxane. Dosage and Administration: Tumour status in patients treated with Kadcyla should be HER2-positive, defined as an immunohistochemistry score of 3+ or an ISH amplification
rate of = 2.0 determined using a validated test. Kadcyla requires reconstitution and dilution by a health care professional. The product should be administered as an intravenous infusion and not as an intravenous push or bolus injection.
Standard dosage: The recommended dose of Kadcyla is 3.6 mg/kg as an intravenous infusion every three weeks (21-day cycle) until disease progression or the onset of unacceptable toxicity. The starting dose should be administered
as an intravenous infusion over 90 minutes. Patients should be observed during the infusion and for at least 90 minutes following the initial dose for fever, chills or other infusion-related reactions. Closely monitor the infusion site for
possible subcutaneous infiltration during drug administration. The rate of Kadcyla infusion should be slowed or infusion interrupted if the patient develops infusion-related symptoms. Kadcyla should be withdrawn if life-threatening
infusion reactions occur. Dose modifications: Management of symptomatic adverse events (increased transaminases, hyperbilirubinemia, thrombocytopenia, left ventricular dysfunction) may require temporary interruption, dose
reduction or treatment discontinuation of Kadcyla. Special populations: Elderly patients: No adjustment of the Kadcyla dose is required in patients in the =65-year age group. Children: No safety and efficacy studies of Kadcyla have
been performed in pediatric patients. Renal impairment: No adjustment of the starting dose of Kadcyla is required in patients with mild or moderate renal impairment. In the absence of adequate data it is not possible to determine the
potential need for dose adjustment in patients with severe renal impairment. Hepatic impairment: No safety and efficacy studies of Kadcyla have been performed in patients with hepatic impairment. Contraindications: Hypersensitivity
to the active substance or any excipient. Warnings and Precautions: Infusion-related reactions: Treatment with Kadcyla has not been studied in patients who had trastuzumab permanently discontinued due to infusion-related
reactions. Treatment with Kadcyla is not recommended for these patients. Infusion-related reactions, characterised by one or more of the following symptoms – flushing, chills, pyrexia, dyspnea, hypotension, wheezing, bronchospasm
and tachycardia. These symptoms were generally not severe. In most patients, these reactions resolved over the course of several hours to one day after the infusion was terminated. Kadcyla treatment should be interrupted in patients
with a severe IRR. Kadcyla treatment should be permanently discontinued in the event of a life-threatening IRR. Hypersensitivity reactions: Treatment with Kadcyla has not been studied in patients who had trastuzumab permanently
discontinued due to hypersensitivity reactions. Treatment with Kadcyla is not recommended for these patients. Hypersensitivity reactions, including serious anaphylactoid reactions, have occurred in clinical trials in which Kadcyla was
administered. Patients should be observed closely for hypersensitivity reactions. Pulmonary toxicity: Cases of interstitial lung disease (ILD), including pneumonitis, some leading to acute respiratory distress syndrome or fatal outcome
in the patient concerned, have been reported. Signs and symptoms include dyspnea, cough, fatigue and pulmonary infiltrates. It is recommended that treatment with Kadcyla in patients diagnosed with ILD or pneumonitis be permanently
discontinued. Patients with dyspnea at rest due to the complications of advanced malignancy and comorbidities have not taken part in the clinical trials with Kadcyla. The risk of pulmonary events may be increased in these patients.
Patients with interstitial lung disease or pneumonitis should not be started on treatment with Kadcyla. Hepatotoxicity: Hepatotoxicity in the form of asymptomatic increases in the concentrations of serum transaminases, has been
observed. The increases in transaminases were generally transient. The effect of Kadcyla on transaminases was cumulative and it generally resolved when treatment with Kadcyla was discontinued. In patients treated in clinical trials
with Kadcyla serious hepatobiliary disease – including fatal liver failure and nodular regenerative hyperplasia (NRH) – has occurred. Liver function should be checked before starting treatment and before every dose of Kadcyla. Kadcyla
has not been studied in patients who have had active viral hepatitis, severe uncontrolled systemic disease, serum transaminases >2.5 × ULN or total bilirubin >1.5 × ULN, known active HIV, hepatitis B or hepatitis C virus infection, or an
INR and activated partial thromboplastin time (aPTT) >1.5 × ULN. Kadcyla should be permanently discontinued in patients with serum transaminases >3 × ULN and concomitant total bilirubin >2 × ULN. Cases of nodular regenerative
hyperplasia (NRH) of the liver have been identified from liver biopsies. Upon diagnosis of NRH, Kadcyla treatment must be permanently discontinued. Left ventricular dysfunction: Patients treated with Kadcyla are at increased risk
of developing left ventricular dysfunction. A decrease in the left ventricular ejection fraction (LVEF) to <40% has been observed on Kadcyla. Symptomatic congestive heart failure thus represents a potential risk. Standard tests of cardiac
function should be performed prior to initiation of Kadcyla therapy and at regular intervals thereafter. Thrombocytopenia: Thrombocytopenia was reported. The majority of these patients had Grade 1 or 2 thrombocytopenia (=50,000/
mm3) with the nadir occurring by Day 8 and generally improving to Grade 0 or 1 (=75,000/mm3) by the next scheduled dose. There is an increased risk of hemorrhage, including serious events, when Kadcyla is coadministered with
anticoagulants: bleeding events with fatal outcome have been observed. Severe cases of hemorrhagic events, including central nervous system haemorrhage, have been reported. Patients with thrombocytopenia and patients on
anticoagulant treatment should be closely monitored during treatment with Kadcyla. It is recommended that platelet counts be checked prior to each Kadcyla dose. In the event of decreased platelet count to Grade 3 or greater (<50,000/
mm3), Kadcyla must not be administered until platelet counts recover to Grade 1 (=75,000/mm). Neurotoxicity: Peripheral neuropathy, mainly as Grade 1 and predominantly sensory, was reported. No patient with pretreatment
peripheral neuropathy =Grade 3 (NCI CTCAE) took part in the clinical trials of Kadcyla. Kadcyla should be temporarily discontinued in patients experiencing Grade 3 or 4 peripheral neuropathy until symptoms resolve or improve to Grade
=2. Patients should be monitored for the signs and symptoms of neurotoxicity. Extravasation: reactions secondary to extravasation have been observed. These reactions were usually mild and comprised erythema, tenderness, skin
irritation, pain or swelling at the infusion site. These reactions occurred more frequently within 24 hours of infusion. No specific treatment for Kadcyla extravasation is yet known. The infusion site should be closely monitored for possible
subcutaneous infiltration during drug administration. Elderly patients: In the absence of adequate data the safety and efficacy of Kadcyla in patients aged 75 years and older cannot be determined. Impairment of fertility: No specific
fertility studies have been conducted with trastuzumab emtansine. Immunogenicity: As with all therapeutic proteins, there is the potential for an immune reaction to Kadcyla. The clinical significance of anti-trastuzumab emtansine
antibodies remains unknown. Interactions: No formal drug-drug interaction studies with Kadcyla have been conducted in humans. In-vitro metabolic studies in human liver microsomes indicate that the DM1 component of trastuzumab
emtansine is metabolised predominantly by CYP3A4 and to a lesser extent by CYP3A5. In vitro, DM1 neither induces nor inhibits P450-mediated metabolism. Caution is recommended when coadministering Kadcyla and potent CYP3A
inhibitors. Pregnancy and lactation: No clinical studies of Kadcyla have been conducted in pregnant women. Trastuzumab, a component of Kadcyla, may cause fetal harm or death when administered to a pregnant woman. Patients
should be advised to use effective contraception during treatment with Kadcyla and for at least six months following the last dose of Kadcyla. It is not known whether Kadcyla is excreted in human milk. Women should discontinue nursing
before starting treatment with Kadcyla and not nurse during treatment. Nursing may only be initiated six months after completing treatment. Side-effects and Adverse Reactions: Infections and infestations: Very common: Urinary
tract infections (13.8%).Blood and lymphatic system disorders: Very common: Thrombocytopenia (32.1%)anemia (17.3%),Common: Neutropenia (7.7%).Immune system disorders: Common: Drug hypersensitivity (2.8%).
Metabolism and nutritional disorders: Very common: Hypokalemia (16.1%). Psychiatric disorders: Very common: Insomnia (11.9%). Nervous system disorders: Very common: Headache (29.4%),peripheral neuropathy
(22.5%);Common: Dizziness (10.0%),dysgeusia (7.9%).Eye disorders: Common: Dry eye (5.8%), lacrimation increased (4.8%), vision blurred (5.1%), conjunctivitis (4.2%). Cardiac disorders: Common: Left ventricular dysfunction (2.1%).
Vascular disorders: Very common: Hemorrhage (36.5%);Common: Hypertension (6.6%). Respiratory, thoracic and mediastinal disorders: Very common: Epistaxis(25.2%),cough(20.5%),dyspnea (14.8%);Uncommon: Pneumonitis
(0.8%).Gastrointestinal disorders: Very common: Nausea (43.0%),constipation (26.5%),vomiting (20.9%),diarrhea (21.3%)dry mouth (18.7%), abdominal pain (18.7%),stomatitis (15.0%);Common: Dyspepsia (9.3%).Hepatobiliary
disorders: Very common: Increased transaminases (28.6%);Common: Increased blood levels of alkaline phosphatase (6.4%);Uncommon: Nodular regenerative hyperplasia (0.1%), portal hypertension (0.2%).Skin and subcutaneous
tissue disorders: Very common: Rash (13.0%);Common: Pruritus (5.5%);Rare: Severe skin reactions (0.2%). Musculoskeletal and connective tissue disorders: Very common: Musculoskeletal pain (40.8%),arthralgia (20.1%),myalgia
(12.4%). General disorders and administration site reactions: Very common: Fatigue (46.4%),pyrexia (23.6%),asthenia (14.1%),chills (10.7%);Common: Peripheral edema (9.2%). Injury, poisoning and procedural: Common: Infusionrelated reaction (4.5%). Overdosage: There is no known antidote for overdose of trastuzumab emtansine. In the event of an overdose the patient should be closely monitored. Cases of overdose on treatment with trastuzumab emtansine
are known, most of which were associated with thrombocytopenia. Incompatibilities: Do not use (5%) dextrose solution as it causes the protein to aggregate. Do not mix or dilute Kadcyla with other medicinal products. Prepared
October 2016. References: Kadcyla Product Information EFA/English November 2013.

References: 1. Kadcyla Summary of product characteristics. Hoffman-La Roche Ltd. November 2013.

If a pregnancy occurs while using Kadcyla or within 7 months following the last dose of Kadcyla, please immediately report pregnancy to the local Roche Adverse
Event Line at 00961 76 700 322.
Additional information will be requested during a Kadcyla-exposed pregnancy and the first year of the infant’s life. This will enable Roche to better understand
the safety of Kadcyla and to provide appropriate information to Health Authorities, Healthcare Providers and patients.
Full prescribing information is available upon request.
In case of any adverse event occurring with Kadcyla®, please forward details to fax number: 00961 1 992 664 or by email to: beirut.safety_
reporting.bs1@roche.com
Roche Lebanon SARL
Atrium Building, 5th Floor
33 Weygand Street
Beirut Central District, 11 - 5485
Beirut, Lebanon
© October 2016
www.roche.com

LEB.KAD.7.10.2016

Kadcyla® (trastuzumab emtansine): The first antibody-drug conjugate (ADC)
for patients with HER2-positive mBC1
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INJECTION FOR INTRAVENOUS USE 10mg/mL

OPDIVO TM is indicated for the treatment of:1
• Patients with unresectable or metastatic Melanoma in combination with ipilimumab.
• Patients with BRAF V600 "wild-type" or "mutation-positive" unresectable or metastatic

Melanoma as a single agent.
• Patients with metastatic squamous and non-squamous non-small cell Lung Cancer
(NSCLC) with progression on or after platinum-based chemotherapy.
• Advanced Renal Cell Carcinoma who have received prior anti-angiogenic therapy.
• Classical Hodgkin Lymphoma that has relapsed or progressed after autologous
hematopoietic stem cell transplantation (HSCT) and post-transplantation
brentuximab vedotin.
Laboratory Complex.
Dubai Science Park
P.O. Box: 454409, Dubai, UAE
Tel: +971-4-4502100
1. OPDIVOTM PI as approved by the US MoH, 2015.

1506LB16PR11926-01
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Saturday January 28th 2017
Session 1: Enhancing Prostate Cancer Care Through the Multidisciplinary Approach
09:00 - 9:05

Welcome Note

Dr. Ghazi Sakr

Moderators: Dr. Fadi Nasr - Dr. Ghazi Sakr - Dr. Maroun Serhal
09:05 - 09:20

Role of PSMA Pet Scan in Prostate Cancer

Dr. Feras Chehadeh

09:20 - 09:35

MRI Fusion Biopsy: Impact on Diagnosis

Dr. Fouad Aoun

09:35 - 09:50

Oligo-metastatic Prostate Cancer: A new concept. A Paradigm shift?

Dr. Georges Assaf

09:50 - 10:05

Novel Therapeutic Techniques in Prostate Cancer

Dr. Georges Farha

10:05 - 10:35

Impact of the Multidisciplinary Approach to Prostate Cancer
Symposium Sponsored by Sanofi

Dr. Raghid Khoury

10:35 - 11:05

Coffee Break

11:05 - 11:25

Chemotherapy in Hormone Sensitive Prostate Cancer

Dr. Ali Shamseddine

11:25 - 11:45

Sequencing Therapy in CRPC

Dr. Joseph Kattan

11:45 - 12:25

Case Discussion

Dr. Mohamad Moussa
Dr. Nehmeh Raad

12:25

Closing

Dr. Elie Gharios

The First Lebanese Oncology Forum would like to thank the following companies
for their contribution to the success of the congress

Organised by:

4th FLOOR, QUBIC CENTER, DAOUD AMMOUN STREET, HORSH TABET - SIN EL FIL
P.O BOX: 90-361 BEIRUT, LEBANON | TEL: +961 1 510880/1/2/3 | FAX Ext. 121
EMAIL: INFOMED@INFOMEDWEB.COM
| WEB: WWW.INFOMEDWEB.COM

