
Background
• The pathophysiology of chemotherapy-induced nausea 

and vomiting (CINV) is a complex multifactorial process 
involving numerous neurotransmitters and receptors1

• Combination antiemetic regimes targeting multiple 

molecular pathways has become a mainstay of practice 
for preventing CINV in patients receiving moderately 

(MEC) or highly emetogenic chemotherapy (HEC)1

• The combination of a 5-HT3 receptor antagonist and 
dexamethasone represents the foundation of antiemetic 

prophylaxis for both MEC and HEC settings, with the 

addition of neurokinin-1 (NK1) receptor antagonists (RA) 
being uniformly recommended by antiemetic guidelines 

when administering HEC or MEC2,3

• NEPA is an oral single dose, fixed combination agent 
containing netupitant (NK1RA) with palonosetron (5-

HT3RA)1. Netupitant behaves as a brain penetrant and has 

a long half-life of >96 hours4

• Fosaprepitant is an intravenous. NK1RA given in addition 

to IV palonosetron2. Fosaprepitant converts to aprepitant 

within 30 minutes of administration and has a half-life of 
approximately 9-13 hours, it was shown to be non-inferior 

to a 3-day regimen of oral aprepitant in patients receiving 

highly emetogenic chemotherapy4,5

• At the start of 2019, MSD announced the discontinuation 

of aprepitant capsules in Australia and consequently 

patients were/are being switched to alternative NK1RAs 
• At the date of writing, there have been no head-to-head 

studies comparing netupitant to fosaprepitant

Aim
• Evaluate and compare the efficacy of using netupitant vs. 

fosaprepitant in reducing CINV in moderate to highly 

emetogenic regimens

Methods
• A retrospective case-note audit conducted at a tertiary 

teaching hospital oncology day unit over a 12 month 

period

• Patients who received either netupitant or fosaprepitant 
along with a chemotherapy protocol considered to be HEC 

or MEC from April 2018 to April 2019 were identified from 

the oncology electronic medical records
• The MASCC/ESMO guidelines were used to determine if 

a protocol was considered MEC or HEC

• Patients who received at least 3 cycles of chemotherapy 
and also received palonosetron with either netupitant or 

fosaprepitant were considered for analysis

• Data was collected from patient case notes regarding 
incidences of nausea or vomiting and whether rescue 

medication was required (e.g. metoclopramide, 

ondansetron)
• Complete response was considered if there were nil 

incidences of nausea or vomiting and nil rescue therapy 

required

Characteristic Netupitant (n=23) Fosaprepitant (n=26)

Age, median (range), years 63 (26-81) 55.5 (35-74)

Female, n (%) 15 (65.2%) 14 (53.8%)

Male, n (%) 8 (34.8%) 12 (46.2%)

Cycles of chemotherapy, median (range) 4 (4-19) 6 (4-12)

MEC, n (%) 11 (47.8%) 19 (73%)
HEC, n (%) 12 (52%) 7 (27%)
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Results
• A total of 49 patients were reviewed, with 47% of  patients having received netupitant (n=23) and 53% of patients 

received fosaprepitant (n=26).
• Baseline characteristics were generally balanced between the two groups (see table 1), however there were fewer 

patients on HEC in the fosaprepitant group. 

Table 1. Baseline Characteristics

Figure 1. % Of Patients Achieving Complete Response 
for both MEC and HEC

• There was a slightly higher percentage of patients achieving complete response with fosaprepitant in MEC and more 
patients receiving complete response with netupitant in HEC (see figure 1). There was varied incidences of nausea, 
vomiting and required rescue therapy for both MEC and HEC regimens (see figure 2 and 3).

AKYNZEO (netupitant + 
palonosetron)

EMEND IV 
(fosaprepitant) + Aloxi 

(Palonosetron)
Dispensed Price for 
Maximum Quantity ($) $97.16 $162.22

• There were nil incidences of vomiting in patients receiving 
netupitant in HEC and patients receiving rescue therapy 
were similar for both netupitant and fosaprepitant in both 
HEC and MEC.

• There were similar outcomes for complete response in HEC, 
however more patients achieved complete response with 
fosaprepitant in MEC. 

• Treatment with fosaprepitant has greater associated costs 
due to the additional expense of palonosetron IV (see table 
2). Palonosetron is in a combination tablet with netupitant 
and is therefore cost inclusive. 

Table 2. Cost of Netupitant vs. Fosaprepitant

Discussion 
• More patients achieved complete response on fosaprepitant for MEC, however this may be due to a larger sample size and 

more patients being on MEC in that sample.
• Considering there were less people on HEC receiving fosaprepitant, there was a larger incidence of vomiting compared to 

netupitant. 
• There were more female patients in the netupitant group, which may have impacted results as females are more likely to 

experience CINV2.
• Retrospective case-note audit contributed to limitations in data collection including; not specifying whether an incidence of 

nausea or vomiting was of a delayed, acute or anticipatory nature, small sample size and reliance on reporting from patients 
and documentation from health care professionals.

• Netupitant has considerably less associated cost of treatment and also does not require preparation or cannulation. There is 
also a higher risk of infusion-related reactions with fosaprepitant. 

• To guide treatment choice, it should also be taken into account whether a patient can tolerate each medication.
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Figure 2. % Incidence of Patients having Nausea, 
Vomiting or Required Rescue Therapy for MEC
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Figure 3. % Incidence of Patients having Nausea, 
Vomiting or Required Rescue Therapy for HEC

Conclusion
• Both fosaprepitant and netupitant are effective in reducing the incidence of CINV for both MEC and HEC, however netupitant is

more cost effective, requires no preparation and is not associated with infusion reactions. 
• After this DUE was performed, netupitant became the standard pre-medication for all patients receiving HEC or MEC for CINV in 

our day oncology unit.
• CINV is a multifactorial process and individual patient characteristics should still be taken into account to guide treatment choice.
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