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Figure 2

Annual incidence rate of cancer in IBD patients with and without previous cancer [19].
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ruoxétion ISNE koL KOpKivouU:
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Non-melanoma skin cancer Z &@ R
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Lung cancer
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T |
Small intestine
- Adenocarcinoma
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Hematological malignancy
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Ltov acfevh) pe ISNE KOl KOPKLIVO:

U Hpéne. va cuvex(ow TNV AVOCOKATACTOAT LKA/AVOCOTEOIONO LNT LKA
Oeparme lo?

0 Mnopd va £ek1VAOW OVOOOKATACTOAT LK/XVOCOTPOIIONO LNT LK Ogpome {a?

4 HDoiwo cival 1o ploko og k&Be meplinmtwon?

d Av dLaxdfew médte sival oPaAécC Vo EeKIVAOW TIOAL?

0 6o emnpedocsl n AVILRAPKLVLIKA Oepanesia tnv mopeloa 1




> Transplantation. 1993 Apr;55(4):742-7. doi: 10.1097/00007820-199304000-00011.

The effect of immunosuppression on pre-existing
cancers

| Penn 1

Affiliations + expand
PMID: 8475546 DOI: 10.1097/00007890-199304000-00011

Abstract

This study of 939 pre-existing malignancies that occurred in 913 renal transplant recipients
showed that in 823 patients the tumors were treated prior to or at transplantation, in 78 after
transplantation, at an unspecified time in 20, while 18 received no treatment. Of patients treated

"IN~ EY I -~ ViYL R A - T LI - LY R~ A L™~ A I YL - ATV LIV Y AY 1 - A~ - [ LY E YIA-{~ 1N IL* I

in patients treated 25-60 months pretransplantation, and 13% in patients treated > 60 months
pretransplantation. Of 78 patients whose cancers were first treated after transplantation, 27%
developed recurrences. However, 63% did not do so in follow-ups averaging 53 months. A two-
year waiting period between treatment of cancer and transplantation is justified for most
neoplasms except for incidentally discovered renal carcinomas, in situ carcinomas, and possibly
focal neoplasms (a small single focus), low-grade bladder cancers, and basal cell skin cancers. In
these cases no waiting period is necessary. On the other hand, a waiting period > 2 years is
necessary for most malignant melanomas, breast carcinomas, and colorectal carcinomas.
Conflicting data are presented as to whether immunosuppression affects growth of existing tumor
cells but most of the evidence suggests acceleration of neoplastic growth.

U Ynotpomj xkapkrivou petd tnv
OAOKAAPWOI OVTLVEONMANKCHAT L KNG
AYWYAG :

* 53% 1ta 2 mpata xpdvia

on yLo KaOuotépnorn
Xpéoxevong avoAdywg Kol TOU
KOPKLVLKOU TUNou
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Percent Survival

1.001

0.751

0.501

0.251
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TNF KalL KOPKLIVOG:

Cancer Progression

HR =1.924, P= 144

0.5

15

2 25
Years After Inde

— TNF = non-TNF -- IMM

d HoAukevip Lk AvadpOH LKY
HeAETN

* 125 ooBevelic pe
gevepyd/npdopato ca

* Non-TNF: Vedo, Ustk, IMM

Statement 23 yfac

ty score match
TNFo antagonists may be used in patients with IBD and current or previous

cancer. However, data on individual cancer types and timing of treatment with
TNFo antagonists are lacking. [EL4] Decisions should be made on a case-by-
case basis in a multidisciplinary setting involving oncologists, and should
consider factors including current and recent IBD activity and alternative

_ 1on-TNF: d& PBpéOnke
treatment options [EL5] Consensus: 100%

o1V OOCPAAE LA

0 XapnAdé xivduvo npoddou
KOPKLVLKHGC VOOOU KO L
UnoO T PONNAG

Holmer et al, CGH,
2023



NedtepolL PLOAOYLKOL HMOPAYOVTIEG KOL

KOPKLVOQ:

Statement 24

IBD patients with a history of prior malignancy do not appear to have an
increased risk of cancer recurrence or new cancer when treated with
vedolizumab [EL3] or ustekinumab. [EL4] There is insufficient evidence to
make recommendations on the use of JAK inhibitors for patients with current or
prior malignancy [EL5]

There are insufficient data regarding the safety of vedolizumab, ustekinumab,

or JAK inhibitors in patients with active malignancy. Decisions should be made

on a case-by-case basis in a multidisciplinary setting involving oncologists,
and should consider factors including current and recent IBD activity and
alternative treatment options [EL5] Consensus: 100%

Gordon,

JCC, 2022



@eLonoupiveg otL¢ ISNE kKot

Statement 10

Patients on thiopurine monotherapy are at increased risk for
lymphoproliferative disorders [EL1] and myeloproliferative disorders. [EL3]
The risk is increased for older patients.

Before starting therapy, screening for Epstein-Barr virus [EBV] infection
should be considered in young adult male patients; [EL5] in patients negative
for EBV IgG, medications other tha

should inform treatment selection,

other risks for lymphoma [EL5] Co. Statement 21

Thiopurines should preferably be withdrawn in patients with an active cancer
Statement 20 diagnosis. [EL5] Patients with non-aggressive BCC or preneoplastic lesions of
the cervix may continue thiopurine therapy with close monitoring [EL5]
Current evidence suggests that th Consensus: 100%
with thiopurine use in patients wi
beyond the known risk associated with this class. However, most observational
data are from patients starting treatment with thiopurines more than 5 years

after cancer resolution, and in patients with a low risk of cancer recurrence
[EL4] Consensus: 100%

Gordon, JCC, 2022



O@epaneia ISNE KOl OUYKEKPLHEVOL TUNOL KAPKLIVOU:

Patient with IBD on Develops What to do with IBD drug Comments
Thiopurine Lymphoma Stop thiopurine Most are B-cell lymphomas
Increased association with Epstein-Barr
virus
Risk reverses after stopping thiopurine
Anti-TNF Consider alternative therapy Risk not supported in all studies
Black box warning
Anti-TNF + thiopurine Stop thiopurine and consider Increased risk of hepatosplenic T-cell
alternative therapy for anti-TNF
Anti-integrin No change

Anti-IL 12/23, Anti-IL 23
JAK inhibitor
S1P receptor modulator

Thiocpurine

Anti-TNF

Anti-TNF + thiopurine
Anti-integrin

Anti-IL 12/23, Anti-IL 23
JAK inhibitor

S1P receptor modulator

Thiopurine

Anti-TNF

Anti-TNF + thiopurine
Anti-integrin

Anti-IL 12/23, Anti-IL 23
JAK inhibitor

S1P receptor modulator

Thiopurine

Anti-TNF
Anti-TNF + thiopurine

Anti-integrin
Anti-IL 12/23, Anti-IL 23
JAK inhibitor
S1P receptor modulator

Thiopurine

Anti-TNF

Anti-TNF + thiopurine
Anti-integrin

Anti-IL 12/23, Anti-IL 23
JAK inhibitor

S1P receptor modulator

Other hematologic

malignancy

Melanoma

Mon-melanoma skin

cancer

Solid organ

malignancy

No change
No change
No change

Consider alternative therapy

No change
No change
No change
No change
No change
No change

No change

Stop anti-TNF
gtop anti-TNF

No change
No change
No change
No change

Stop thiopurine

No change

Stop thiopurine

No change
No change
No change
No change

Consider alternative therapy

No change
No change
No change
No change
No change
No change

Limited
Limited data
Limited

Limited
Limited data
Limited data
Limited

Risk not supported in all studies
Risk not supported in all studies

fmited data
Limited data
Limited data
inited data

Stop thiopurine if recurrent and difficult

to manage skin cancers

Stop thiopurine if recurrent and difficult

to manage skin cancers

Limited data
Limited data
imited datz

Consider cessation if cervical or

genitourinary cancer
Risk not supported in all studies

Limited data
Limited data
Limited data
Limited data
Limited data

Axerald, CGH 2024



AvoocotpononointiLkoi/ BLoloyLKol mapdyovte¢ Kal Kivduvoc yia 271
KakonOe La/unotpony:

History of immune-
mediated disease

31 studies (17 I1BD, 14 RA, 2 psoriasis, 1 AS)
24,328 individuals
85,784 person-years of follow-up

3,778 incident cancers on follow-up
* 2,133 new primary cancer
* 1,112 recurrent cancer
* 533 unclassified

No difference in cancer incidence between the
different treatments

Prior malignancy

Immunomodulatoror biologic
treatment after

100

B
230

56

Clinical Gastroenterology
and Hepatology

Hong et al.Inflamm Bowel



OpoBAnpatiopot :
0 OL RCTs amoxrAgiouv touc acBeveic pe mpdopatn KAKONBE L

0 Ta dedopéva mpoépxovial omd AVAIPOPLREC HEAETEC

* MirpOG aplBudc delypatocg

IXETLRA Ppoxela moupakoAoUONon 1Twv ocBeVOV
AUOKOALQ €AEYXOU OUYXUT LKAV HOPAYOVIWDV

v Ipo-Bepams lac evepydtnta IONE

v MAUn nepiLocotépwv and pia PLoAoyLkOV/

OVOCOTPONOMO LT LKAV Oepanel®V otn nopela tng IONE vy
NOLKiAO YpovIkKSO dL&oTnua

v ALQKOIA OVOOOTEOIOIO LNT LKOV /B LOAOY LKOV MIHOAYOVIWV YV LA
TOUA&AX LOTOV 2-5&é1n petd TnVv OAOKANPWON Tng Oepameliag ylLo
TOV KOPKIivO



[Ioc ennpedlel n OcPUIIEUT LK QAVILUETOILON
TOU KOPKIvou 1nv mopela InNC UNOKEelpevncg
IONE?



Xnueiobepaneia kot IPNE:
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Proportion in remission
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* 67% (10 acOeveig) autddV
pe svepyd IOGNED> Upeon
He KUTTOPOTOE LKL XMO

* TIpoyVWOT LKOC mapdyovTod
To €ido¢ 1nC
VI LKAPK LV LKAC
Oepare lac

* 90% pe IONE oce Upeon
rmou &Aafov XMO
Qe Lvay oe Upeon
(mapakoAoUbnon 5 €1n)

* IlpoteLvduevoq

unxov Loudc:
Meiwon T AepPOKRUTTAPWOV

Axerald et al. CGH,



I$NE koL oppovobOepameia oTOV
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Multicenter Study » Clin Gastroenterol Hepatol. 2020 Apr;18(4):872-880.e1.
doi: 10.1016/j.cgh.2019.06.042. Epub 2019 Jul 11.

Hormone Therapy for Cancer Is a Risk Factor for
Relapse of Inflammatory Bowel Diseases

Jordan E Axelrad 1, Ahmad Bazarbashi 2, James Zhou 3, Daniel Castafieda 4,

Amandeep Gujral 5, Dylan Sperling €, Jason Glass 7, Manasi Agrawal &, Simon Hong 92,
Garrett Lawlor 10, David Hudesman 11, Shannon Chang 1, Shailja Shah 12, vijay Yajnik %,
Ashwin Ananthakrishnan %, Hamed Khalili ®, Jean-Frederic Colombel 13, Steven Itzkowitz 13;
New York Crohn’s and Colitis Organization

Affiliations + expand
PMID: 31302306 PMCID: PMC7354097 DOI: 10.1016/j.cgh.2019.06.042

Abstract

Background & aims: Exposure to hormone contraception has been associated with an increased
risk of relapse of inflammatory bowel diseases (IBDs). Little is known about the effects of cancer
therapies, specifically hormone therapies, on the course of IBD.

Methods: We conducted a retrospective cohort study, collecting data from 5 medical centers, on
patients with IBD who received a subsequent diagnosis of breast or prostate cancer from 1997
through 2018. For patients with quiescent IBD at their cancer diagnosis, the primary outcome was
relapse of IBD. For patients with active IBD at their cancer diagnosis, the primary outcome was IBD
remission.

Results: Our analysis included 447 patients with IBD (44% with Crohn's disease, 53% with
ulcerative colitis, and 3% with IBD unclassified) who had either breast (78%) or prostate (22%)
cancer. At their cancer diagnosis, 400 patients (90%) had inactive IBD, and 47 (10%) had active
IBD. Among patients with inactive IBD, 112 (28%) developed active IBD. Previous exposure to
steroids, immunomodulators, or biologics was associated with IBD relapse after a cancer diagnosis
(hazard ratio [HR] for steroids, 1.79; 95% CI, 1.18-2.71; HR for immunomodulators, 2.22; 95% CI,
1.38-3.55; HR for biologics, 1.95; 95% CI, 1.01-5.36). Hormone monotherapy (HR, 2.00; 95% ClI,
1.21-3.29) and combination cytotoxic and hormone therapy (HR, 1.86; 95% CI, 1.01-3.43) was
associated with IBD relapse. Among 34 patients who received only cytotoxic chemotherapy, 75%
remained in remission from IBD at 250 months compared with 42% of those who received hormone
monotherapy (log rank, 0.02). Among patients with active IBD at their cancer diagnosis, 14 (30%)
entered remission from IBD, but there were no significant factors of achieving IBD remission.

Conclusions: In a multicenter retrospective study, we found that patients with IBD and breast or
prostate cancer who receive hormone therapy have an increased risk for relapse of IBD and related
adverse outcomes.

Keywords: CD; UC; disease flare; long-term outcome.

Copyright ® 2020 AGA Institute. Published by Elsevier Inc. All rights reserved.
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Avocobfepaneia kol IPNE:
* CTLA-4 (Ipilimumab, Tremenlimumab
* PD-1 (Pembrolizumab, Nivolumab)
* PD-L1 (atezolizumab, durvalumab, avelumab)

Risk of Relapse of IBD with Checkpoint Inhibitors Efapon IBD oto 40% Tov
axoBeviyv (95% CI, 26.1-54.5),
Study name Event rate and 95% CI I2: 6 6%)
Event Lower Upper Events/
rate limit limit Total
Abdel 0.8890 0.518 0.997 8/9 - Avtipetdnion:
AbuSbeih 0.412 0.315 0.514 4217102 G .+ 763 KopT LKOGTEPOE L3N
Leonardi 0.000 0.000 0.459 0/8 —
Kahler 0.333 0.043 0.908 1/3 L . , .
Cortellini 1.000 0202  1.000 3/3 —ee ) * 37% BLOAOYLKO IOPAYOVTIX
Grover 0.180 0.054 0.418 4721 -&—
Johnson 0.333 0043 0777 218 & * To 35% diexkoye ICI
Kaur 0.500 0.013 0.987 172 &
Menzies 0.000 0.000 0.522 0/5 o
Tison 0.500 0.220 0.770 7014
Braga Neto 0.308 0.091 0.614 4/13
Brown 0.556 0.212 0.883 5/9
IBD RELAPSE 0.298 0.261 0.545 771193
0.00 050 1.00

Proportion of patients

Meserve et al, Aliment Pharmacol



ICI tofixkétnta I'EXL oe acOeveig pe vs xwpi¢ ISNE

0 Avinuévoc oxet k¢ kivduvoc
Toé LkOTnTOC TEX

Favours [IBD]  non-BD Risk ratio Risk ratio
Studyorsubgroup — Events Total Events  Total Weight M-H, Random, 95% CI M-H, Random, 95°% CI RR 3.62 (955 CI 2.5-5.00, T2 :34%,
Abu-Shetb 2009 9100 138 10377 0% 378 [298,480] ! ] p<0.01)
Sleman 2011 30 100 150 163%  SS0LS7 1178 —
Van der Kooji 2021 )51 M Bl 241131440 ——
Total (95% I 185 5479 1000%  3.62[257,5.09 O 0 Opec:
Total events bl 1527
Heterogeneity: Tau? = 0.04; Chi2 = 3,00, df =2 (P= 0.22) = 4% — 1 ¢« MLKRPOC apLOudC pereTdHV
Test for overall ffect: Z = 7.39 (P < 0.00001) 0L 05 1§

Favours [[BD] Favours [non-[BD)] .

Aev eANEBn unoéyn n npo-Oeparne lac
evepyotnta IONE

Sigrun Grimsdottir et al.
JCC, 2023



AKT LVOPBOALO KOL

IéRTw rd rd ou Ll
0 ofeia tofikéTnTta 3-5°Y Badpold oto
Incidence of 95% 1 4 o
Study Contraindication n Acute Grade 3-5 Toxicity (%) Cl °
Peters et al., 2006 IBD 24 = 0.0 [0.0; 7.0]
White et al., 2015 IBD 19 —— 105 [0.2;29.2] p p
Bosch et al, 2017 IBD 66 W 106 [4.1:19.3 U Kabuotepnuévn tofixdinta 3-5°
Green et al., 1999 IBD 15 —— 20.0 [3.0; 44.6] . o
Song et al., 2001 IBD 24 —m— 208 [6.5;39.7] BaOpou 10.2%
Willett et al., 2000 IBD 28 — - 214 [7.9; 38.8]
Pai etal., 2013 IBD 13— 23.1 [3.6; 50.4]
Chang et al., 2015 IBD 15— 26.7 [6.8;52.3]
Random effects model - 14.0 .1; 22.4
lle!erogenel =14.33(p =0.05) | | I I | 1 [7 ] IO]! (A g
0 20 40 60 80 100 , .
Incidence of acute Grade 3-5 Toxicity (%) AcBevel ¢ p& IHIOLKL INeE:
* XapaKINELoTLK& IONE kKoL evepydinto
* TUmoucg koapkivou
D * AboeglLC akTLvoBepare lac
Incidence of 95% KO L
Study Contraindication n Late Grade 3=5 Toxicity (%) Cl
Peters et al., 2006 IBD 24 B! 0.0 [0.0; 7.0] . )
White et al., 2015 IBD 19 5.3 [0.0;21.2) e ANUOKOALO AA & go(po'nq IONE vwvs
Song et al., 2001 IBD 24 —— 8.3 [0.2;23.5] ) .
Chang et al., 2015 IBD 15— 133 [0.3; 36.1) TOELKOTHTG aKTLvOBOALaq
Green et al., 1999 IBD 15 — 13.3 [0.3; 36.1] A , / .
Pai etal., 2013 IBD 13 —— 154 [0.4;41.0] . LXQPOPNET LK OUOT AT TOc LVO O
Willett et al., 2000 IBD 28 @ 286 [13.1;46.9) Pop il : HINonG

TOE LKOTNTAC

Random effects model _— 10.2 [3.2; 19.7]
Heleroqeneu;' =1298 (p = 0.04) [ I | | | |

0 20 40 60 80 100
Incidence of late Grade 3-5 Toxicity (%)

Lin et al,Radiother Onc:



OpoPAnuatiLopol :

U Opadomoinon Twv VI LVEOTAXOUAT LKOV Oepare LOV e
B&on tn vevikdtepn Opdon Touc Xwpig va efetdlsTal
KAOe QAPUOKO EeXWPLOTH

U Suxyvd xopnvelital ouvduacpudg mopoydviwv

O Alogpopestixol tUmotl xopxkivou

O DoAA& ovT lveonAoouat LKA dpuoko éyxouv TI'ES
TOoELKOTNTEC KOL ouven®c OUuokoAla AA and ¢fapon IONE

U H diaxkonfy tov PLOAOYLRAV/AVOCOTPONONO LT LKAV
PUEPAKWY € lVval OUYXUTLKOC TTAPAYOVTAC

O Ae Aoppdvetal névrtoa vndyn n svepydtata IONE mpo 1ng

Evoapéngc XMe

U Suxva Aappavouv koL KOpPTLRKOELd wC PEPOC TOU
oxnuatog Bepare lac
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O acBevic pe kakOAOeLa kol mpwiospgavildupevn IPNE?

IBD Mimics presented at IBD LIVE, 2018-2023

Category Mimic n = Diagnoses

Systemic diseases CD 21 Vasculitis (7), CVID (2), Sweets (1), EGPA (1), CHAI (1), BADAS (1),
Behcet’s (1), eosinophilic esophagitis (1), carcinoid (1), histoplasmosis |
sarcoidosis (1), amyloidosis (1), PIK3cd (1), adrenal insufficiency (1)

Ileal disorders CD 15 BCL (4), IMHMYV (2), follicular lymphoma (1), T-cell lymphoma (1),
Kaposi’s sarcoma (1), Meckel’s diverticulum (1), pouchitis (1), appendi
carcinoid (1), tropical sprue (1), collagenous sprue (1), and autoimmune
enteropathy (1)

Medication-induced uc/cp 7 UC: Immune checkpoint inhibitor (Pembrolizumab [1], Ipilimumab +
Nivolumab [2])
CD: Chemotherapy (Encorafenib + Binimetinib [1]), Olmesartan (1),
Mycophenolate (1), mu-opioid receptor agonist (Kratom) + GABA-min
(Phenibut; 1)

Colonic inflammation ucC 4 Ischemic colitis (1), diversion colitis (1), CMYV colitis (1), STI proctitis |

Diverticular disease + CD 2 SCAD (2)

colitis

Polyposis disorders ucC 2 Cronkhite-Canada syndrome (1), juvenile polyposis syndrome (1)

Obstruction CD 2 Abdominal actinomyces (1), cecal volvulus (1)

Perianal disease CD 1 Cryptoglandular abscess (1)

No diagnosis made uc/Cb 11 Unclear at time of IBD LIVE (9), presumed C-MUSE (1), presumed

congenital tailgut cyst (1)

Fiske et al.

Crohns
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Ulcerative Colitis in Hematological Malignancies: Paraneoplastic Manifestation or
Coincidental Bystander?

Gregorios Christodoulidis, ! Konstantinos Perivoliotis,® ! Anastasios Manolakis, 2 Alexandros Diamantis, !
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A Case of Ulcerative Colitis Induced by Paraneoplastic Syndrome?
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The LIR!C study..

Research in context

Evidence hefore this study

Treatmentof patients with leocaecal rohnsdisease in whom
conventionaltherapy fals s commonly scaled up to biological
agents. However surgery can offer excellent short-term and
long:term results, We searched PubMed and Embase from
March 14-17, 2017, with the ollowing terms: laparoscopic
leocaecal resection” infliimab” “anti-TNF" Crohn's diseast
and “guality offe" Publications in English between
Jan1,1990, and Jan 1, 2017, were accepted.

Added value of this study

Fectiveness oflaparoscopic leocaecal resection and infliimal
inrestoring qualityof fe has previously been shown, but no
randomised controlledtrials had compared these strategies

O DoAuxkevipLlx RCT

, H o U Infliximab vs Laparoscopic
directly. We showed that laparoscopicileocaecal resectiondidnot 11 cocecal resection

improve qualty-of-1fe scorestoa significanly reater extent
O AcBevelig pe svepyd glAelTLdo

<40ex Kol omotuxla og 3 unvec
Bepameila ue
VAUKOKOPT Lkoe LO/O¢e Lontoupivec/M
TX

than infiximab reatment, but results in similarquality-of-ife
scores and is not associated with more serious adverse events,

patientswho'started on nfiximab required an leocaeca
resecton within a few years, whereas only onein four patients
who initially had resection needed anti-TNF therapy later.

YUYVKpLlOoLlua amoTeAéouata otov 1
X POVO

O Sta 5xpdviac:
e 1/69 resection group—> 2°

X e Lpoupyelo
20% d& XPELACTNKE POPHOKEUT LK)

Implicationsof
Based on this trial, e conclude that laparoscopic leocaecl
resection is areasonable altemative to infiximab in patients

with limited, non-stricturing, leocaecal Crohn's disease n ayeyn
e 1/3 infx group =2 Xpe&l&oTInNKe

¥ e Lpoupyelo
Ponsioen et al.Lancet Gastroenterol Hepatol.
2017

whom conventionaltherapy fals,



IBD & cancer

1

AAyépLOpOC OVTLHUETANLONG acOevdyv pe IPNE KAl KAPKIVO:

Cancer
controlled per
oncologist ?
L l 1
YES NO
[ ~ 1 1
Hold
ithin 2 years Beyond 2 years immunomodulator
therapy
T
Treat sIevere L Consider anti-TNF or
doli b
flares with ::t;“:,t::,b?; IBD controlled ?
steroids monotherapy
1 I 1 1
IBD controlled ? YES NO
I = 1 |
I_ Follow Consider
YES NO course chemotherapy
I
I_ Consndef antl:TNF or IBD controlled after
Follow course vedolizumab or chemotherapy ?
ustekinumab in ’
monotherapy L !
YES NO
1 First line : steroids

Follow course

Second line: Consider anti-TNF or
vedolizumab or ustekinumab in
monotherapy

Poullenot et al,



LUHIEPOCHAT LKA :

Gastroenterologist

IBD activity and

severity assessment

Risk of disease
progression and
therapeutic alternatives

Patients’ quality of life
and preferences

Oncologist

Type of previous cancer

and patients’ clinical
history

Previous
immunosuppressant
QEEES

Risk of cancer
recurrence

Katd neplmtwon mpooéyyLon acbevolc

MDT mmou voa meplAouBdvel Kol
OYKOAOYO KOL YOOTIPEVIEPOAOYO HE
eLdLKS evdLapépov otLg ISNE

O aoBeVhC eVRHEPAVETAL YL TOUC
KLVOUVOUC KOl OUHHETEXEL OTLC
annoéedoe L g

Ferretti et al,
cancers. 2023



Euyaplotw yla tTnv mpocoyxn cac!
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