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1.INTRODUCTION

For the last two decades, oncological diagnostics and therapies have been rapidly
improving. This is especially true for breast cancer, as next to the regular diagnostic and
medical treatments, practicing physicians must learn newer and more up to date methods.
During my own work, I have experienced that we begin to learn more about the biological
behavior of breast cancer in the last decades. The goal is to give specialized and more
personalized treatments for every patient, if it is possible. Meanwhile applying traditional
pathologic and diagnostic imaging, novel imaging modalities are also becoming more
widely available. Modern chemotherapeutic and biological therapies have also been
routinely used and made the treatments more personalized. The order of the treatments
has also been changing in the last decades: in locally advanced disease surgical treatment
is not the primary care, but pharmaceutical therapy could also be a first choice in these
cases. Nowadays we are living in the so-called age of precision medicine.
The number of patients who are receiving the primary systemic therapy (PST) is
constantly increasing. Earlier PST treatments were restricted to inflammatory and/or
locally advanced breast cancer, the primary goal was to stabilize the disease and - if it
was possible - to achieve operability. Today even those patients can receive PST whose
tumors are initially operable, however pharmaceutical pre-treatment is recommended due
to the unfavorable biological behavior of the tumors. Chemotherapy and/or biological
therapies can also be applied during the primary systemic treatment. Endocrine therapy
is enabled for older patients, with poor performance status.
Nowadays there is an ongoing argument of how PST helps reaching pathologic complete
remission (pCR) and its prognostic value to favorable survival.
During the PST, the tumor response should be monitored. Probably the most effective
tool for response evaluation would be the repeating of the core biopsy sampling, but this
approach did not become a part of the daily routine for numerous reasons. Hereby it would
be crucial to specify those breast cancer patient groups, who would benefit from drug
pretreatment. Our research group aimed to clarify the role of current and to define novel
predictive and prognostic markers. Besides conventional imaging modalities and complex
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breast diagnostics, novel imaging modalities, hybrid imaging are also supporting the daily
practice. However, in everyday routine it is necessary to apply simple, not too expensive
but reproducible methods that can be routinely applied in each treatment cycle.
Considering all ten above mentioned my research objective was to evaluate whether
physical examination performed by a skilled oncologist and breast ultrasound could
reliably monitor the effect of PST. We investigated whether the knowledge of the
biological behavior of the tumor and adequate therapeutic response monitoring can
predict the pathological response. Although, any several studies confirmed that achieving
pCR predicts a favorable long-term outcome, novel publications contradicts this
hypothesis suggesting that in different breast cancer subtypes pCR has got different
prognostic value. Therefore, during my studies I have also analyzed the correlation
between pCR and survival.
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2.OBJECTIVES

There could be significant differences between the same stages of breast cancers both in
response to therapy and survival rates. As a clinician, we strive to provide the most
accurate predictive and prognostic markers as a basis to our decisions, therefore forming
an individualized therapeutic plan for every patient. These markers must be capable of
reliable response monitoring and to provide accurate information about long-term
prognosis.

1. My objective was to examine that in a heterogenous breast cancer patient group
(in terms of molecular subtype) could physical examination and breast ultrasound
be able to predict pathological complete response in the early course of PST.

2. I have examined the response of certain molecular subtypes for the PST. Also, I
have investigated the correlation between survival rates and pathological tumor
response.

3. I have examined the rate of pCR in Her2 positive patient groups treated with
biological therapy compared to those who treated with chemotherapy alone. By
analyzing the data collected I sought to find out the role of added biological
therapy to standard chemotherapy in the clinical outcome. Special attention was
given to the response of Luminalis B / Her2 and purely Her2 positive breast cancer
therapies.

4. I have been inspecting the precision of breast ultrasound (US) and physical
examination (PE) done by skilled clinicians during PST in predicting the
pathological response of Her2 positive breast cancer. I have also examined the
correlation of PE and US with the pathological response and analysed whether
this response evaluation tools are suitable for following the tumor response to
biological treatment.
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3.METHODS

3.1. Patient groups
Selection of heterogenous breast cancer group: Data from breast cancer patients
undergoing primary systemic treatment between 1998 and 2009 were collected
prospectively from a single center database. The type of study was retrospective;
however, patients were prospectively selected, considering inclusion and exclusion
criteria. I analyzed the data of 116 patients after excluding inflammatory breast cancer,
metastatic disease, hormone therapy or if surgery and radiotherapy had occurred before.
The presence of pre-treatment biopsy and immunohistochemistry was a condition for
inclusion in the study. Patients received at least two cycles of systemic treatment, and the
physical examinations were performed by a single group of specialists in the same center.
The radiological diagnosis is based on mammography and US. Only those patients got
accepted in this analysis who underwent surgery after PST, so histologic diagnosis was
available. The choice of chemotherapy corresponded to the current guidelines.
Selection of Her2 positive breast cancer patient group: Data for patients undergoing
PST between 2008 and 2013 were also selected prospectively from a single center
database. Out of 188 patients, I selected patients whose cancer showed Her 2
overexpression, n=43. The Her2 status in core biopsies was confirmed by
immunohistochemistry and / or FISH, and staging diagnostic imaging technics
demonstrated the absence of metastases. Only those patients who had agreed to surgical
therapy after completing PST were selected. Patients were divided into two groups: on
one hand I was analyzing the Her2 overexpressing breast cancer patients receiving
neoadjuvant chemotherapy and also biological treatment, which was the 1st treatment
group. In the second treatment group, patients received biological therapy only as part of
adjuvant treatment after surgery.
The histological evaluation was performed on formalin-fixed, paraffin-embedded tissue
samples from the 2nd Department of Pathology at Semmelweis University.
Physical examination was performed by an experienced team, of the same oncologists
within a center, similarly the UH studies were performed on the same university radiology
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by skilled radiologists.
3.2. Histopathological analysis
The histology was performed both on core-biopsy samples prior to PST and on surgical
specimens after PST. In the case of core biopsy, hematoxylin-eosin stained slides were
reviewed for histological type, nuclear grade, tubule formation, mitosis index,
inflammatory and lymphoid cell infiltration, as well as in situ components and
lymphovascular infiltration. The hormone receptor status, Her2, Ki-67 labeling index
assessed on core biopsies were done by routine IHC. The ER and PR positivity was
considered proven in case of 3 or higher Allred scores. The Her2 overexpression was
confirmed with IHC 3+ or FISH assay in case of IHC 2+. IHC 1+ and 0 tumors were
considered Her2 negative. When determining the status of Her2, the recommendations in
the current ASCO / CAP guideline diagnosis were applied. Biological subtype was
assigned based on the 2013 St. Gallen consensus.
I identified the pCR according to the recommendations of the 2009 Kecskemet consensus.
The definition of pCR for the primary tumor was ypT0/ypTis, i.e. the presence of DCIS
in the sample was allowed. I also investigated the involvement and the degree of tumor
response in the lymph nodes removed, where remission was considered complete if ypN0.
The pathological response was stratified by the Chevallier and Sataloff classification
systems.
3.3. Physical examination and Ultrasound
Physical examination was performed before the first PST, with the assistance of an
experienced professional oncologist. I considered the larger diameter of the tumor size
recorded in the medical system, as well as the description about mobility, skin
involvement etc. for determining the stage. I have recorded the status of lymph nodes
(side, mobility, size). Similarly, I consider the result of the physical examination recorded
at the last primary systemic treatment as well. In the present study, I did not consider the
other examinations between the applied cycles. I defined a complete remission when the
oncologist reported normal palpation finding. In the heterogeneous patient groups, I have
analyzed the reported US examinations, done by experienced radiologists, beforehand the
actual treatment and surgery, avg. 1-3 weeks. The same radiologist team, performed the
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imaging before and after the treatment in Her2+ cases to decrease inter-observer
variability. To declare complete remission, at the location of the original tumor must have
been no residual or US detected lesion.
3.4. Statistical analysis
Each applied statistical test was two-sided, and the results of the tests were statistically
significant at p <0.05. The data was given as mean ± standard deviation or median
(interquartile range). Patients were divided into pCR and non-pCR patient’s groups for
pathological response. The two groups were compared to the Mann-Whitney test (the
sample was not normal). To compare data before and after the treatment Wilcoxon signrank test was applied. For binomial categoric data Chi-square probe was used depending
on sample number, and Fisher exact test was utilized. Sensitivity, specificity, positive
predictive value and negative predictive value was assessed.
Progression-free survival (PFS) and overall survival (OS) was assessed from the time of
first histologically confirmed diagnosis to the date of the first progression or the last date
of follow-up in months. Survival analyses were performed with Kaplan-Meier analysis
and log-rank test depending on the complete remission, the subtypes and the treatment
methods.
The data has been stored in Microsoft Excel 2010 (Microsoft Corp., Redmond
Washington, USA). Statistica 64 11 (Statsoft Inc., Tulsa, Oklahoma, USA) software was
used for calculations.

Ethical approval was obtained, number 76/2007.
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4.RESULTS

4.1. The role of physical examination and ultrasound in predicting the pathological
response to PST in the heterogeneous breast cancer patient group
I have collected the clinical and pathological characteristics of 116 patients and tumors.
The patients mean age at the time of diagnosis was 49.9 years (IQR 38-59). The mean
pretreatment tumor size assessed by PE was 40 mm (IQR 30-50) and if assessed by breast
US it was mean 27 mm (IQR 22-36). The majority of patients had invasive ductal
carcinoma (83.62%) and most patients had T2 tumors (56.9%), 16.4% had T3, 12% had
T4 tumors and only 9.5% had T1 tumors. Among 116 patients there were 67 node-positive
cases (57.8%). About hormone receptor status, 52.6 % of the tumors were ER positive
and 34.5 % were PR positive.
The composition of the primary systemic treatment corresponds to the guideline valid for
the period under review: 24 patients had received taxane-based treatment, 48 had received
combined taxane-antracycline treatment, and only 8 patients of 116 were treated at that
time with trastuzumab-containing therapies, not having routine part of the study period
the neoadjuvant trastuzumab. Twenty-one patients received anthracycline-based
treatment without taxanes and a total of 15 other therapies.
PE and US measurements were compared with the residual pathologic tumor size.
Measured with PE, 27.6% of the patients achieved a clinical complete regression.
However, the pathological complete response rate was lower, 21.5%. According to the
results obtained by US, the clinical CR rate was 15.5 %.
Of the 25 patients who achieved a pCR, 9 were clinically described as partial responders
by PE, the remaining were described as complete responders. US indicated complete
response in 5 cases, and partial response in 9 cases. After neoadjuvant treatment, both PE
and US measurements showed significant correlation with pathological remission (p
<0.001 and p = 0.004, respectively).
I also analyzed whether in pCR cases US added an additional value to PE evaluation. I
found that in cases when the PE correctly identified pCR, only 50% of US examinations
showed complete remission - the false positivity rate was high. If the PE was false positive
8

only one US examination contradicted the result of PE. Thus, US did not add any
additional diagnostic value to PE.
4.2. I have examined the subtypes expected to respond to PST and the correlation
between pathological response and survival
I have examined the complete pathological remission rates related to the different
treatment options, with the following results: the rate was 30% in the taxane-based group,
25% in the taxane-antracycline group, 9.5% in the anthracycline group, and 37.5% in the
trastuzumab-treated group. Upon pathological review of tumor and nodal status,
pathological complete or near-complete remission (pCR= Chevallier I and II) was
observed in 25 of 116 cases (21.5%), 44 % of whom had triple negative histology and
76% had high-grade tumor. Only 10 Luminal A patients were enrolled in this study, and
all of them failed to achieve pCR. The same was true for the majority of Luminal B tumors
(83.4%).
I have studied the effect of clinical and pathological features on the response to
neoadjuvant therapy by univariate regression analysis. Negative ER and PR status and
Her2 positivity were the factors associated with an increased percentage of pCR. The
menopausal status was not associated with the likelihood of achieving pCR, no significant
correlation was found (Chi square test 4.76, df = 2, p = 0.093). However, we emphasize
that the mean age was significantly lower in the pCR group than the non-pCR group (44.4
+ -12.3 vs. 50.8 + -11.8, p = 0.017).
The median follow-up was 56.1 months (IQR 36.3-77.1). Concerning DFS, pCR was not
associated with better outcome. Likewise, overall survival was not significantly better in
the group of patients achieving pathological complete remission, p = 0.237. The
difference was still not significant when the four Chevallier groups were compared for
overall survival (p = 0.079), although subgroup analysis revealed a difference between
Chevallier III and IV in OS time (p = 0.031). Although, triple negative breast tumors are
more likely to achieve pathological complete remission due to primary systemic therapy,
this subtype has the shortest disease-free survival.
4.3. Impact of targeted therapy on pCR ratio in Her2 positive tumors
I have analyzed data from 43 patients treated between 2008 and 2013 who received
9

biological, i.e. trastuzumab treatment due to Her2 overexpressing tumor and underwent
surgery.
Of 43 cases (mean age 51.47 ± 11.07 years), 15 were Her2-positive subtypes and 28 were
luminal B / Her2-positive tumors. 26 patients initially received taxane-based PST
treatment, they received trastuzumab only as adjuvant therapy (treatment group 1). In the
remaining 17 cases, patients received trastuzumab as part of PST (treatment group 2)
prior to surgery. After PST treatment, all patients agreed to surgical removal of the tumor
as follows: 25 (58.1%) mastectomy, 18 (41.9%) breast conserving surgery, 40 axillary
block dissection (ABD) (93%) and 3 sentinel node removal (7%).
Both groups of patients showed a favorable tumor response to PST treatment. Of the 1st
treatment group, 10 patients (38.5%) achieved pCR, from the 2nd treatment group 8
(47%). For better clarity and data analysis I divided patients into pCR and non-pCR,
pCR was significantly more common in both treatment groups for tumors of the purely
Her2-positive subtype than in Luminal B / Her2-positive tumors (p = 0.043 in Group 1,
p = 0.029 in Group 2). Only 7 pCR was achieved out of 28 Luminal B / Her2-positive
tumors.
4.4. Accuracy of physical examination and ultrasound in predicting pathological
response in the HER2 positive breast cancer group
I have analyzed the two methods in the Her2 positive patient group treated with and
without trastuzumab in the neoadjuvant setting.
In 46 patients, the tumor size by PE and UH were correlated with pathological response,
i.e. Chevallier classification. I have collected data recorded before and after PST, prior to
surgery. As in the heterogeneous patient group the physical examination better predicted
the pathological response than the UH. When we separately analyzed, the patient group
treated with biological agent in the neoadjuvant setting compared with the chemotherapy
alone treated group, it was found that this benefit was further enhanced by physical
examination. In case of US, the number of false positive cases was very high (six out of
1 while seven in 2nd patient group). In addition, the number of false negative cases was
low, only two in treatment group 1, while zero in the 2nd.

10

5.CONCLUSIONS

The role of physical examination and ultrasound in predicting the pathological
response to PST in the heterogeneous breast cancer patient group
• In the daily routine procedure, physical examination and ultrasound can predict
the pathological response, but in our study the physical examination showed a slightly
better correlation with the pathological tumor response.
• Physical examination is an inescapable and essential diagnostic step during PST,
reliably indicates residual tumor, so even with the up-to-date, modern diagnostic
procedures it is not permissible to abandon the PE. PE should be recorded in each
treatment cycle.
• Standardization is needed, however an expert guideline is crucial. The condition
of reliability is the definition of oncological breast centers, stable team, consisting of welltrained oncologist, radiologist, surgeon and pathologist.

We investigated the subtypes expected to respond to PST and the correlation
between pathological response and survival
• In this study, I have verified that even under routine conditions following the
guidelines our results do not deviate from international literature. PST treatment of triplenegative and Her2 positive tumors is clearly recommended, while in the case of luminal
B-like tumors, it is not yet clear upon existing predictive and prognostic markers which
patient benefit from neoadjuvant treatment.
• In this real-life observational study, the pathological complete response was not
associated with better survival rates compared to non-responder tumors. My results
concluded that the use of pCR as a survival substitution endpoint is questionable, and
probably depends on breast cancer subtypes
• By studying breast cancer subtypes, I found that although triple negative tumors
achieved a higher rate of pathological complete response, survival rate still failed to
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improve
• In the heterogeneous patient group, there was a significant difference in diseasefree survival among the Chevallier III and IV groups, which is otherwise consistent with
international practice.

Impact of targeted therapy on pCR ratio in Her2 positive tumors
• In this study, I found that in the Her2 overexpressing breast cancer group, as part
of the PST treatment, trastuzumab was achieved with a more favorable pCR ratio than
the results found in the randomized clinical trials.
• The biological behavior of Luminal B / Her2-positive tumors with endocrine
sensitivity is different: pCR is rarer and its prognostic value is lower. In the case of
Luminal B / Her2-positive tumors, it may be justified to segregate further subgroups,
narrowing the PST range of indications. At present, there’s no suitable marker for this
purpose, the combined consideration of all predictive and prognostic markers can give an
indication of the choice of primary therapy. Further investigation, typing and searching
for markers of Luminal B immunophenotypic breast tumors will be an exciting chapter
in oncology.

The accuracy of physical examination and ultrasound in predicting the pathological
response in the HER2 positive breast cancer group
• PE correlated better than US with pathological response both in standard
chemotherapy and combined monoclonal antibody therapy, but due to the low sample
size, further validation of this result is necessary.

12

LIST OF REFFERENCES

Related to the dissertation- original articles
Ács B, Zámbó V, Vizkeleti L, Szász AM, Madaras L, Szentmártoni Gy, Tőkés T,
Molnár BÁ, Molnár IA, Vári-Kakas S, Janina Kulka J, Tőkés AM (2017) Ki-67 as a
controversial predictive and prognostic marker in breast cancer patients treated with
neoadjuvant chemotherapy. Diagn Pathol, 21;12(1):20
IF: 2.087
Szentmartoni G, Tokes AM, Tokes T, Somlai K, Szasz AM, Torgyík L, Kulka J, Dank
M (2016) Morphological and pathological response in primary systemic therapy of
patients with breast cancer and the prediction of disease free survival: a single center
observational study. Croat Med J, 57(2):131-139
IF:1.619
Tőkés T, Torgyík L, Szentmártoni Gy, Somlai K, Tóth A, Kulka J, Dank M (2015)
Primary systemic therapy for breast cancer: Does the patient's involvement in decisionmaking create a new future? Patient Educ Couns, 98: 695-703
IF: 2.232
Tőkés T, Szentmártoni Gy, Torgyík L, Kajáry K, Lengyel Zs, Györke T, Molnár B Á,
Tőkés AM, Kulka J, Dank M (2015) Response evaluation after primary systemic therapy
of Her2 positive breast cancer - an observational cross-sectional study. Croat Med J, 56:
128-138.
IF: 1.483
Tőkés T, Szentmártoni Gy, Torgyík L, Somlai K, Kulka J, Lengyel Zs, Györke T, Dank
M (2015) Complexity of Respose Evaluation During Primary Systemic Therapy of Breast
Cancer: Scoring Systems and Beyond – Preliminary Results. Anticancer Res, 35: 506372
IF: 1.895

13

Tőkés T, Szentmártoni Gy, Lengyel Zs, Györke T, Dank M (2014) [Measurement of
therapeutic response during the PST of breast cancer] Lege Artis Medicinae, 24: 99-105.
Kulka J, Tőkés A, Tóth A, Szász AM, Farkas A, Borka K, Járay B, Székely E, Istók R,
Lotz G, Madaras L, Korompay A, Harsányi L, László Zs, Rusz Z, Molnár B, Molnár I,
Kenessey I, Szentmártoni Gy, Székely B, Dank M (2009) [Immunohistochemical
phenotype of breast carcinomas predicts the effectiveness of primary systemic therapy]
Magyar Onkológia, 53:335-343.

Articles not related to the dissertation
Brown D, Smeets D, Szekely B, Larsimont D, Szasz AM, Adnet PY, Rothe F, Rouas G,
Nagy Z, Farago Z, Tokes AM, Dank M, Szentmartoni G, Udvarhelyi N, Zoppoli G,
Pusztai L, Piccart M, Kulka J, Lambrechts D, Sotiriou C, Desmedt C (2017) Phylogenetic
analysis of metastatic progression in breast cancer using somatic mutations and copy
number aberrations. Nature communications, 8:14944
IF: 12.124
Szekely B, Nagy Z, Farago Zs, Kiss O, Lotz G, Kovacs KA, Madaras L, Udvarhelyi N,
Dank M, Szentmartoni G, Baranyai Z, L. Harsanyi L, Tőkés AM, Timar J, Szasz AM,
Kulka J (2017) Comparison of immunophenotypes of primary breast carcinomas and
multiple corresponding distant metastases: an autopsy study of 25 patients. Clin Exp
Metastasis, 34(1):103-113.
IF: 3.114
Tőkés T, Kajáry K, Szentmártoni G, Lengyel Z, Györke T, Torgyík L, Somlai K, Tőkés
AM, Kulka J, Dank M (2017) Predictive and prognostic value of FDG-PET/CT imaging
and different response evaluation criteria after primary systemic therapy of breast cancer.
Breast Cancer, 24(1) 137-146
IF: 1.572

14

Somlai K, Torgyik P, Pfeiffer C, Sulz R, Tőkés T, Szentmártoni Gy, Kulka J, Riedl E,
Imreh D, Szijártó A, Sinkó D, Kovács A, Dank M (2016) [WEB based dynamic data
capture in breast cancer diagnostics] IME, 15(10)33-37
Tőkés T, Tokes AM, Szentmartoni G, Kiszner G, Madaras L, Kulka J, Krenacs J,
Krenacs T, Dank M (2016) Expression of cell cycle markers is predictive of the response
to primary systemic therapy of locally advanced breast cancer. Virchows archive, 468:
(6)675-686
IF: 2.848
Tőkés T, Szentmártoni Gy, Kajáry K, Torgyík L, Lengyel Z, Györke T, Dank M (2016)
[PET/CT examinations for breast cancer] IME, 15(6) 38-42
Dank M, Szentmártoni Gy, Orosz Zs, Tóth A, Tőkés T (2014) [Immuno(onco)therapya new era] Klin Onkol, 1:237-243
Dank M, Szentmártoni Gy, Tőkés T. (2014) [Genetics in clinical oncology] Magyar
Belorvosi Archivum, 67: 363-365
Bansaghi Z, Kaposi PN, Lovas G, Szentmartoni G, Varallyai G, Bata P, Kalina I, Futacsi
B, Berczi V (2013) Cerebral iodized lipid embolization via a pulmonary arteriovenous
shunt: rare complication of transcatheter arterial embolization for hepatocellular
carcinoma. World J Surg Oncol, 11:122
IF: 1.200
Madaras L, Szász MA, Baranyák Z, Tőkés AM, Szittya L, Lotz G, Székely B,
Szentmártoni G, Dank M, Baranyai Z, Kulka J (2012) [Associations between the
morphological and molecular characteristics of breast cancer in the young and elderly
patients] Magyar onkológia, 56 (2) 75-78
Tőkés T, Somlai K, Székely B, Kulka J, Szentmártoni Gy, Torgyik L, Galgóczy H,
Lengyel Zs, Györke T, Dank M (2012) [The role of FDG PET/CT in the evaluation of
primary systemic therapy in breast cancer: links between methabolic and pathological
remission] Orv Hetil, 153: 1958-64

15

Szekely B*, Szentmartoni G*, Kulka J, Szasz AM, Langmar Z, Dank M (2011) Primary
sytemic therapy in breast cancer-an update for gynecologic oncologists. Eur J Gynec
Oncol, 32(6):636-641
*shared first authors

IF: 0,474
Szentmártoni Gy: Successful palliativ fulvestrant therapy of metastatic breast cancer
(2011) LAM 21(1):61-62
Dank M, Szentmártoni Gy, Székely B, Langmár Z (2010) [Pain controll in oncologycal
patients] Hippocrates, 2: 91-94
Székely B, Langmár Z, Somlai K, Szentmártoni Gy, Szalay K, Korompay A, Szász AM,
Kulka J, Bánhidy F, Dank M (2010) [Treatment of pregnancy related breast cancer].
Orvosi Hetilap 151,32:1299-1303
Szekely B, Madaras L, Szentmartoni G, Szasz AM, Baranyak Z, Szittya L, Torgyik L,
Zergenyi E, Borbenyi E, Kenessey I, Korompay A, Langmar Z, Banhidy F, Kulka J, Dank
M. (2010) [Comparison of breast cancer in young and old women based on
clinicopathological features] Magyar Onkológia, 54 (1) 19-26
Dank M., Torgyík L., Szentmártoni Gy (2007) [Chemotherapy for advanced gastric
cancer-our possibilities in 2007] Magyar Onkológia, 3: 209-217.
Kiss K, Szentmártoni Gy, Somos P, Farkas Sz., Schiszler T, Makó E (2006) [The venous
extravasation is a rare complication of the HSG examination] Magyar Nőorvosok Lapja,
69:145-147.
Kiss K., Szentmártoni Gy., Mester Ádám, Györke T, Makó E (2003) [Monostotic Paget
disease: ivory vertebra – case riport] Osteologiai Közlemények, 2:93-95.

Book chapters
Dank M, Szentmártoni Gy (2002) [Chemotherapy and immunomodulators in oncology]
In: Drugs, products, therapy. Editors: Borvendég János - Váradi András. Melinda Kiadó.
16

Szentmártoni Gy (2011) [Oncology in elderly]. In: Pharmacotherapy in the elderly
patients. Editors: Boga Bálint and Samu Antal. Vox Medica Kiadói Kft.
Szentmártoni Gy (2011) [Cachexia] In: Textbook of oncology. Editors: Tulassay Zsolt,
Matolcsy András, Semmelweis Kiadó.
Szentmártoni Gy (2011) [Metastatic tumors of the bones] In: Textbook of oncology.
Editors: Tulassay Zsolt, Matolcsy András, Semmelweis Kiadó.

17

