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Moderate Neutropenia with S-1 Plus Low-dose Cisplatin
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ABSTRACT:
Aims: The effects of haematological adverse events on the prognosis of patients with gastric cancer were mvestlgated
Materials and methods: We retrospectively analysed the association between haematological adverse events and
prognosis in 23 patients with far advanced or recurrent gastric cancer treated with a JFMC27-9902 regimen consisting of
an oral fluorouracil derivative S-1 plus low-dose cisplatin.
Results: The patients who suffered grade 23 neutropenia (n = 10; median survival time [MST] 679 days) were found to
have significantly more favourable prognoses than patients who developed grade 0—1 (n = 10; MST 271 days) or grade 4
neutropenia {n = 3; MST 408 days) (P = 0.0039 and 0.0112, respectively), although no significant differences were
found among the clinicopathological factors of any grade groups. With respect to anaemia or thrombocytopenia, there
were no significant differences among the MSTs of the groups stratified by toxicity grade. Multivariate survival analysis
revealed that grade 2-3 neutropenia is an independent predictor of a more favourable prognosis (hazard
ratio = 38.693, P = 0.0004).
Conclusions: These results suggest that S-1 plus low-dose cisplatin against gastric cancer may contribute to long survival
when it induces moderate neutropenia. Nakata, B. et al. (2006). Clinical Oncology 18, 678—683

© 2006 The Royal College of Radiologists. Published by Elsevier Ltd. All rights reserved.
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Introduction most noteworthy regimens for advanced gastric cancer
[5—8]. Recently, the Japanese Foundation for Multidisci-
plinary Treatment of Cancer (JFMC) conducted a phase |
trial entitled JFMC27-9902 in which S-1 plus low-dose

Recently it has been reported that haematological toxicity
due to chemotherapy is a prognostic factor in breast cancer

[1—3]. To the best of our knowledge, however, there has
been no investigation to predict the prognosis of patients
with gastric cancer by the chemotherapeutic adverse
events.

The novel oral fluorouracil derivative S-1 was approved
for the treatment of gastric cancer by the Ministry of
Health, Labor, and Welfare of Japan in 1999. The post-
marketing survey showed that adverse events of grade 3 or
more occurred in 3808 cases at the following rates:
neutropenia 6.1%, anaemia 4.6%, thrombocytopenia 1.5%,
anorexia 5.9%, fatigue 3.5%, nausea/vomiting 2.2%,
diarrhoea 2.0%, stomatitis 1.2%, pigmentation 1.1% [4].
Therefore, incidences of severe toxicities including neu-
tropenia of S-1 alone are very low. S-1 with low-dose
cisplatin has recently come to be considered one of the

0936-6555/06/180678+06 $35.00/0
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cisplatin was given to patients with unresectable or
recurrent gastric cancer [9]. The 23 enrolled patients were
closely assessed for toxicity. Hence, the toxic profile data
were deemed suitable for research into the relationship
between adverse effects and survival benefit. In the
present retrospective study, univariate and multivariate
survival analyses were employed to determine the prog-
nostic effect of haematological adverse events induced by

‘chemotherapy.

Patients and Methods
Treatment Regimen

The details of the treatment regimen have been described
previously [9]. The regimen was given under informed

© 2006 The Royal College of Radiologists. Published by Elsevier Ltd. All rights reserved.
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consent and ethical approval. In brief, S-1 (Tatho Pharma-
ceutical Co., Tokyo, Japan) was given orally at a standard
dose of 40mg/m? twice daily after a meal. A course
consisted of consecutive administration for 4 weeks
followed by 2 weeks of rest. Low-dose cisplatin (1—6 mg/
m? according to the dose escalation level) was given
intravenously for five consecutive days followed by 2 days
of rest during the period in which S-1 was being given. This
combination therapy was given for no more than three
courses (at least two courses) unless dose-limiting toxicity
(DLT) occurred. Patient characteristics are described in
Table 1.

Adverse Events

Blood counts were carried out at least once weekly. The
grades of toxicity were evaluated using the National Cancer
Institute Common Toxicity Criteria, version 2.0, based on
the lowest recorded adverse events during any course of
the regimen.

Statistics

In our previous report [9], the overall median survival time
(MST) was 461 days (95% confidence interval 268—679 days),
ranging from 34 to 958 days and using survival data up to 1

Table 1 — Patient characteristics

June 2003. In the present study, the cut-off date for
survival analysis was 1 January 2004.

Statistical analyses were carried out using a Statistical
Analysis System software (version 8.2, SAS Institute, Cary,
NC, USA). We examined the MSTs of the combined grade
groups (grade 0—1, grade 2—3 and grade 4) using the Log-rank
test. Either the chi-squared test or Fisher’s exact probability
test was used to compare the prevalence or distribution of
two variables, and the Student’s t-test was employed to
compare the mean age between two groups. Correlations of
neutropenia grade with the cisplatin dosage, or the duration
of treatment (course number), or other toxicities except
neutropenia were evaluated using the Spearman rank
correlation test. Multivariate survival analysis was carried
out using the Cox proportional hazards model. P < 0.05 was
considered to indicate statistical significance.

Results
Duration of Treatment

This combination was given for three courses in eight
patients, two courses in nine patients and one course in
four patients. The first course was stopped halfway for two
patients. As described in our previous report [9], this
regimen had been planned for two or three complete
courses. Consequently, the accomplishment rate of this

Number of patients

Variable Cisplatin (1 mg/m?) Cisplatin (2 mg/m?) Cisplatin (3 mg/m?) Cisplatin (4 mg/m?) Cisplatin (6 mg/m?) Total
Gender

Male 2 3 6 3 4 18

Female 1 3 0 0 1 5
Age (years)

30-39 0 0 1 0 0 1

40—49 0 1 0 0 1 2

50-59 3 1 0 1 0 5

60—69 0 3 4 2 2 i1

70-75 0 1 1 0 2 4
Performance status

0 2 3 5 3 2 15

1 1 3 1 0 1 6

2 0 0 0 2
Diagnosis

Unresectable 2 3 5 2 5 17

Recurrent 1 3 1 1 0 6
Histological differentiation

Wetl/moderate 2 2 3 2 2 11

Poor/signet ring cell 1 4 3 1 3 12
Hepatic metastasis

Negative 2 5 3 1 3 14

Positive 1 1 3 2 9
Peritoneal metastasis

Negative 2 2 5 4 15

Positive 1 4 1 1 1 8

S-1 (80 mg/m?) was given to all patients.
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regimen was 74% (17/23). Six patients could not be treated
completely. The reasons for which the regimen was stopped
before finishing one or two courses for these patients were
as follows: grade 4 neutropenia (two patients), grade 3
anorexia (two patients), grade 4 diarrhoea (one patient),
treatment-unrelated toxicity (dermatomyositis; one pa-
tient). As shown, haematological toxicity was rarely re-
sponsible for shortening the regimen or reducing the total
administration of S-1 and cisplatin.

Survival Data Stratified by Haematological
Toxicity

The overall MST of all patients was 449 days (95%
confidence interval 275—621 days), ranging from 34 to
1074 days. Table 2 shows the effect of haematological
toxicity on survival. With respect to neutropenia grade,
there was a significant difference between the MSTs of the
grade 0—1 group and those of the grade 2—3 group (Fig. 1).
A significant difference was also observed between
the MSTs of the grade 4 group and the grade 2—3 group
(Fig. 1). However, there was no significant difference
between the MSTs of the grade 0—1 group and the grade 4
group. The clinicopathological factors of these groups were
not significantly different, as shown in Table 3.

Regarding anaemia and thrombocytopenia, no significant
differences in survival time among toxicity grade groups
were observed (Table 2).

Multivariate Survival Analysis for the Effects
of Neutropenia and Clinicopathological
Factors on Survival

Recurrent disease and grade 0—1 or grade 4 neutropenia
were found to be independent indicators of the least

Table 2 — Relatiohship of survival to haematological toxicity grade

CLINICAL ONCOLOGY

favourable prognosis by multivariate survival analysis
(Table 4).

Correlation of Neutropenia Grade with Other
Factors Affecting Treatment Effect

There was no relationship between the neutropenia grade
and the cisplatin dosage (Fig. 2). No correlation between
the neutropenia grade and the duration of treatment
{course number) was observed (Spearman rank correlation
test; p=0.141, P=0.5071). There were moderate relation-
ships of the neutropenia grade between anaemia and
thrombocytopenia grade (Table 5). However, there were
no correlations between the neutropenia grade and non-
haematological toxicity grade (Table 5).

Discussion

When a chemotherapy regimen causes no adverse effects,
it may be inducing no anti-tumour effects because of an
insufficient dose of the anti-cancer agent. On the other
hand, severe adverse effects during chemotherapy not only
impair the patient’s quality of life, but also provide only
low efficacy due to incomplete execution of the regimen. In
the JFMC27-9902 phase 1 study, DLT was defined as the
occurrence of grade 4 haematological toxicity or grade 3
non-haematological toxicity, and the maximum tolerated
dose was defined as the dose level that produced DLT in 50%
or more patients. The recommended dose was defined as
the dose level that was one level under the maximum
tolerated dose [9]. Such a protocol design is commonly
executed in phase | studies to determine the most suitable
dosages of chemotherapeutic agents without severe ad-
verse toxicity. The dose defined in such a procedure
becomes the starting dose of a regimen, which is probably

Number of Range of
Toxicity Grade patients MST (days) survival time (days) P value
Neutropenia GO 6 271 34958 0.0039 (GO—1 vs G2-3)
G1 4 303 216391 0.0112 (G2-3 vs G4)
G2 2 NR 798-1026 0.5803 (GO—1 vs G4)
G3 8 650 159—1074
G4 3 408 246461
GO—1 10 271 34-958
G2-3 10 679 159—-1074
Anaemia GO 4 565 268—958 0.2169 (GO—1 vs G2—-3)
G1 7 621 97—-1026 — (G2—3 vs G4)
G2 8 382 34-1074 — (GO—1 vs G4)
G3 4 318 159-731
G4 0 - -
Thrombocytopenia GO 12 333 34-798 0.2474 (GO—1 vs G2—3)
G1 4 482 357-1026 0.1768 (G2—3 vs G4)
G2 3 958 449—-1074 0.1326 (GO—1 vs G4)
G3 3 408 159731
G4 1 246 246

G, grade; MST, median survival time; NR, not reached.
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Fig. 1 — Probability of survival in patients with far advanced gastric
cancer treated with S-1 plus low-dose cisplatin in relation to their
neutropenia grade. O, Grade 0—1; @, grade 2-3; x, grade 4.
There were significant differences between the median survival
times of the patients with grade 2—3 and grade 0—1 neutropenia
(P=0.0039) and grade 2—3 and grade 4 neutropenia (P=0.0112).

safe and effective for most patients. In actual clinical use,
however, the doses of chemotherapeutic agents are usually
adjusted, or 'tailored’, for each individual patient accord-
ing to observed adverse events [10,11].

Recent retrospective studies on breast cancer suggest
that patients who experience at least some degree of
neutropenia during their adjuvant chemotherapy may show
a more favourable survival rate [1—3]. Saarto et al. [1]
showed that stage I1/1ll breast cancer patients with grade 2
or 3/4 leukopenia during adjuvant chemotherapy (cyclo-
phosphamide, doxorubicin and oral tegafur with or without
tamoxifen) showed significantly better long-term disease-
free and overall survival rates, compared with those with
grade 0 or 1 leukopenia. Additionally, Mayers et al. [2]
reported that breast cancer patients experiencing grade 3/
4 myelosuppression during a cyclophosphamide, metho-
trexate and 5-fluorouracit (CMF) regimen had a better
outcome than-those without such toxicity. Furthermore,
Cameron et al. [3] showed that breast cancer patients who
were treated with adjuvant CMF and who experienced
grade 2~3 neutropenia had a significantly better prognosis
than those with either grade 0—1 or 4 neutropenia. These
findings prompted us to investigate how the degree of
adverse effects is associated with prolonged survival in
gastric cancer treated with chemotherapy.

Notwithstanding differences in cancer sites and chemo-
therapeutic regimens from these previous studies, we
observed similar results in gastric cancer patients treated
with S-1 plus low-dose cisplatin. Specifically, patients
experiencing grade 2—3 neutropenia showed a significantly
longer survival rate than those who developed grade 0—1 or

Table 3 — Comparison of clinicopathological factors between neutropenia grade 0—1, 2—3 and 4 groups

Neutropenia grade

Clinicopathological factor . GO—1

G4 P value
Gender
Male .8 >0.9999 (GO—1 vs G2-3)
Female 2 1 >0.9999 (G0—1 vs G4)
>0.9999 (G2-3 vs G4)
Age
59.5+8.7 59.9+10.6 64.04+14.2 0.9277 (GO—1 vs G2—3)
0.5054 (GO—1 vs G4)
) 0.5944 (G2-3 vs G4)
Performance status
0 5 1 0.1393 (GO—1 vs G2-3)
1 4 0.6119 (GO—1 vs G4)
2 1 1 0.0776 (G2—3 vs G4)
Diagnosis
Unresectable 9 0.3034 (GO—1 vs G2-3)
Recurrent 1

Hepatic metastasis
Negative 7
Positive 3

Peritoneal metastasis
Negative 7
Positive 3

1 0.4231 (GO—1 vs G4)
>0.9999 (G2—3 vs G4)

2 0.6499 (GO—1 vs G2—3)
1 >0.9999 (GO—1 vs G4)
>0.9999 (G2—3 vs G4)

-

>0.9999 (GO—1 vs G2—3)
2 0.5105 (GO—1 vs G4)
0.5105 (G2—3 vs G4)

G, grade. P values were calculated using the chi-squared test (fisher’s exact probability test) for all clinicopathological factors except age.

P value for age was calculated using Student’s t-test.
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Table 4 — Multivariate analysis of independent prognostic factors in far advanced gastric cancer treated with $-1 plus low-dose cisplatin

by the Cox proportional hazards model

Variable Coefficient Standard error P value 95% C! Hazard ratio
Gender (female vs male) 1.838 0.982 0.0612 0.917—43.030 6.281
Age (years) (61< vs 60 >) 0.606 0.676 0.3699 0.487—6.895 1.833
Performance status (2—4 vs 0—1) 0.190 1.174 0.8713 0.121-12.082 1.210
Diagnosis (recurrent vs unresectable) 2.275 0.813 0.0051 1.976—47.875 9.727
Histological differentiation (poor/signet -0.016 0.626 0.9790 0.289--3.353 0.984
ring cell vs well/moderate)

Hepatic metastasis (positive vs negative) -1.215 0.681 0.0746 0.078-1.128 0.297
Peritoneal metastasis (positive vs negative) -1.550 0.810 0.0556 0.043-1.038 0.212
Neutropenia (grade 0—1/4 vs grade 2—3) 3.656 1.040 0.0004 5.037-297.217 38.693

Cl, confidence interval. The cut-off value for age was the mean age (60.

4 neutropenia (Table 2, Fig. 1), without significant
differences among the clinicopathological factors of any
groups (Table 3). Moreover, multivariate survival analysis
indicated that both grade 2—3 neutropenia and recurrent
disease were independent predictors for long-term survival
(Table 4). It was speculated that moderate neutropenia
after chemotherapy might be a barometer of the appropri-
ate chemotherapeutic dosage for the individual to derive
a sufficient anti-tumour effect without severe adverse
effects, resulting in an improved duration of survival.

It may be concerned with whether there were any
correlations between the neutropenia grade and the
factors affecting the treatment effect, including dose
intensity. Cisplatin dosage did not affect the neutropenia
grade (Fig. 2). The duration of treatment also did not
correlate with the neutropenia grade. S-1 dosage was fixed
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Fig. 2 — Correlation between neutropenia grade and cisplatin
dosage. There was no correlation between the two values by the
Spearman rank correlation test {p = 0.014, P = 0.9489).

3 years) of the patients studied here.

in this regimen. Therefore, $-1 dose intensity did not affect
the neutropenia grade. It is reasonable that myelotoxicities
such as neutropenia, anaemia and thrombocytopenia were
correlated with each other to some extent (Table 5).
However, anaemia and thrombocytopenia were not the
reasons for stopping the regimen within two courses. High-
grade anorexia and diarrhoea were the main DLTs in this
regimen. Moreover, non-haematological toxicities, includ-
ing nausea/vomiting, stomatitis and fatigue, deteriorate
quality of life and cause incomplete execution of the
regimen, resulting in the low chemotherapeutic effect.
However, no associations between the neutropenia grade
and those non-haematological toxicities were observed
(Table 5). These data indicated that the neutropenia grade
was independent of the factors affecting the treatment
efficacy.

In conclusion, the use of neutropenia grade as a guideline
might be effective at helping to achieve optimal survival
benefits in chemotherapy using S-1 plus low-dose cisplatin
for gastric cancer. However, this study was a pilot study
using a small number of patients, and further research
using larger numbers of patients and other chemothera-
peutic regimens for gastric cancer is necessary to obtain
definitive results.

Table 5 — Relationship of neutropenia grade to other toxicity
grade

Toxicity p P value
Anaemia 0.426 0.0457
Thrombocytopenia 0.588 0.0058
Anorexia —0.151 0.4782
Fatigue -0.162 0.4479
Nausea/vomiting —-0.343 0.1074
Diarrhoea . 0.007 0.9729
Stomatitis 0.121 0.5708
Skin 0.074 . 0.7270
Hepatotoxicity —-0.048 0.8237
Nephrotoxicity 0.120 0.5735

P value was calculated using the Spearman rank correlation test.
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Bz, —REEE LTERTRELEZ TWA,
= HAECDDPHAEETIE, CDDPOEEMIC &
NSIDFEHEEZ 372, EELREEERY &
LEROHRELD Y, BFRHICIEEESLE
THh.

(ZXEE)

CPT-11/CDDPEERIT) . AESEHRE LTIE
TR S, & ICABEICETT A2 BILER
B, MARRPICEEFLETHD. $28
O, EHPHEBOEE LS. SREICBITER
T, TRIBETCORER T 55T,
CPT-11/CDDP#EA40.0% (2 51/5 1), weekly
PTXEED28.6% (2 /7 ) TH 1 (R 3), Bk
M TIICPT-11/CDDPEFE* ZRIGEICHV S Z
EIZLTWA,

(ZRiEE)

weekly PTX ¥ - 3DTXEEZIT) . FESER
FLTRIESEOFTH.& IHFFERFEAIC
EEPLETH L. & ICDTXidnadirdEARE A
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(%)
100
1 FEFE 325%
80 2 FEfFE 9.8%
MST 7.8 month
60
40
(n=26) (Kaplan-Meieri%)
20
0 1 1 1 i
0 2 4 6 8 (%)
n CR PR SD PD RR  (50%C.D)
26 0 11 7 8 423 (23.3-63.1)
F4 LFPEEOEEIFERICHT I EERE
2 BRICHIZILE{LFEEEDERERE
=707 (%)
wmEE HEE ——  MST(d
(%) & PPy— (day)
Boku % (1999) CPT-11+CDDP 58.6 40.0 272
Koizumi % (2000) S1 _ 442 429 207
Baba (2003) S-1+CDDP 66.7 50.0 -
Yoshida® (2003) S-1+DTIX 55.6  100.0 -
Tsuji & (2004) low-dose CDDP+S-1 73.3  100.0 366

BARBELELICEEPLETH S, /2, £
LIBHEETHEL ST, FiIlEL Lodh
1724, wEEEINOENRESE I BRGNS
WMTHD, PSHRLRLEALLERNCD EHTEE
ThbrEZONAS.

(R iGE LLRE)

INLDOEHZTSLILHFATAETD 3B
RS TH 2DCFEES, PTX/CDDP/S 15,
CPT-11/CDDP/S-1#H b FERIC & ) FEfT L T
B, INHDOBREICIETEO TSR FRILE
RF & % 25825t LTid, DSM+MMCENEL
FREZITIZE LD 5.

B =

B d, BECABITEREEESRY ¥ 5
REDEBL LD IEEEEO—HIETH S
EDEZHR. L L, REOSE{ERE
DHRERETH 72720, BRPHES S0 5
ROORAE LTCEHEREL TR TER. L

221

2 LGEMAFRE &, F7/:S-1%°CPT-117% £ D3
BRI OBRRKER O T L, STIEEICxTy
HRIADFEINTWAIKIROFE, 20064 3 A
IR HABRESIC I VBESETA F o4 v
PHEINEICES /2.

1. ZEREB2E T EBICHT 3{EEFED

IEF>R

EREETE T AR LTE, 5FUZR—
A& L 7-AbZF#EE S best supportive care (BSC)
LD EFREINTWS®, F/:5FUL
BEET 4V 5 ¥V (GEM) D IEGRERTIE, GEM
PEERBCERBNHRTEEILEN TS
EHREINTHAEY, INLOERIZLD, —XK
BEE LCHEGEMMS RS W2 Y, K
HATHELBRICHWONRTVS, FOEGEM
B EGEME duls & L7-ZHIBFREE L O LHEL
REBEPEE (fThhi(F4). £D% IEGEM
BEET LOCLDTE R o725, 22
DEEAEETGEMEREE % L O @ e



42 1 614 Mk 25 %l E42% B6F
(%)
100
80 1 FEEFE 76.2%
60 MST 14.0month
40
20 |
O | i | i 1 I
0 1 2 3 (&F)
n CR PR NC PD RR (%) (95%C.1.)
2SI 30 1 23 4 2 80.0 (65.7-94.3)
i 12 1 7 4 0 66.7
5 low-dose CDODP+S-1EEDEENGEICH T2 BERE
' 323 CPT/CDDPEE, weekly PIXEEDBEITEBICH T 2 RERE
TRBETORER T A MESHE
n CR PR SD PD RR (95%C.J)
CPT/CDDP#EE 5 0 2 3 0 40.0 (5.0-85.6)
weekly PTX#E 7 0 2 4 1 28.6 (3.4-71.0)
7. —2I1EGEM, ¥ A 75 F ~ (CDDP),

T¥NE Y Y, SFUOBREEPEFG)®, b9
—D1XGEM, erlotinib (& )V 23™) D ff FEED
Thb. £©H 5 5 GEMEIREEIIAEFIHHE
rHEBRCEE L EHESIN, LRLOER
HhE¥rThy), FESREREEL P o721
DEEEREE SNLOOT5IVEVTR
BEEEBELR TV, _

M DEHKTIECPT-119 13 E=%)%28%, MST7.3
B, S19135%h5837.5%, MST 8.8%F L ERfR
HETHEINTVSE, 5B INs DERDE
ROBTOHRIEAFEF L ELN TV A,

2. BERSEBICNT 228L¥EEE

KIPFPcBWThH, BRI EREZRTET
BIER & FfR I EFLFERESTERIN TR 5,
BE—KiGEE LT OEEREIL, GEMERE
EFET S TS, ZREENCIESFUZ L
& LT BEREED AT SN Tz, HETGEM
FRETLART, —RIGE L LCHEAT L TV 7ZLFP
SEIEOIRRGE, £509828.2% (11/39%1), MST
6.0 8, 14EETFEW6, 2EEFEIRT
o7 (F 7). GEMBEERTHRIILFPREE
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BOEMYF TEZH?
y68§ %no

S-1
{or low-dose CDDP+S-1) LFP

[ cpT1ucoop |

S

| weekly PTX or DTX |

" [sa/p | [spept-11] [ s-1pprx |

6 SHEEtL2—IlBI3BRNEBICHT 3
{EBJEEORN

FioTkigEE LTHWTWA, LFPEEIRGEM
BRI ROEEEFEM TH D, GEMEEC
t b I/NRRS, BRI OREEERFHE
L, & LT b IGmatmmEE & 2 o 7RIt
LI EEICLFPEEEZ RSB LI IILTWnE,
Fpe, YETRIR, ZKEFEUELLTUT
DEEFRETL T 5.
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L b2 T ORIEA R ITEREE20% (1/581), CBR
BEZE60% (3/50) Th o7z, BRI ¥ —/N—28
VETHHIE, FEEZDPRREVI L,
CDDP, Z¥VE Y Y SBIESNTH B Z L0
EATH 5.

(2) CPT-11/CDDP 24 HiReERTE

EHE22.2% (2/9F) BELN TV A,

(3)low-dose CDDP+S-1E{:

AR = EE37.5% (3/8%1), CBRILES
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(%)
100 EEERRAE 6007 R
6 » RETFE 54%
1 FEEE 26%
2 FHTEER 8%
50 - :
0 ), 1 i
0 1 2 3 (§F)
n CR PR Sb PD B =E  (95%C.L)
39 0 11 19 9 - 28.2 (15.0-44.9)
7 LFPEZOBEEICHT 3AEKE
X4 EMESEGEMERDE LA-SFIHEREREDEEERE
#eE R P MST(R) P
Rerlin GEM 162 5.4 0.09
2002 GEM, 5-FU 160 6.7
Richards GEM 282 6.3 0.72
2004 GEM, Pemetrexed 283 6.2
Colucci GEM 54 5.0 0.43
2002 GEM, CDDP 53 7.5
Heinemann GEM 100 6.0 0.12
2003 GEM, CDDP 98 7.6
Louvert GEM 156 7.1 0.13
2004 GEM, Oxaliplatin 157 9.0
Lima GEM . 180 6.6 0.789
2003 GEM, Exatecan 180 6.3
O’Reilly GEM 174 6.2 0.52
2004 GEM, Exatecan 175 6.7
Bramhall GEM 119 5.5 0.99
2002 GEM, Marimastat 120 5.5
Van Cutsem GEM 347 6.1 0.75
2002 GEM, R115777 341 6.4
Moore GEM 284 5.9 0.03
2005 GEM, Erlotinib 285 6.4
(1) PEFGIE 62.5% (5/8%1) TdH - 7z.

3. BEFFEHICHT 5 I PR
FENEREORED YRR SNAHIEATD,

NTVBIFEE IV,

LA LEEICS

CEFMESMSTORE b HASh, SHOH
RABTOERIHE NG,
4. BEERTERBICHT BILEEANA S5 F U~

(—%kiBiE)

(= 8)

GEMEFIBRECBRT 5. FESLIBEMT
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GEM PEFG?
BEEEITELC
BERE LSS
g

LFP
x/%%ﬁ

CPT-11/CDDP

C RBOBRNYTESD?

S-1/CDDP

weekly PTX

8 BHEEtCZ—ICHT3EEREBICHT
B{EE|EEDRN

fFH LTV, PEFGEEIREBELCP YTV
ADSCHEERD Y, BRTEBRLOLW,
Erlotinib d AFIRAGETH ), HKRTIIHAE
EOBITHEETH 5.

(TRiBE)

LFP#EED L { 1ZCPT-11/CDDP 4k ks
E)EEET) . MEEETEVESZIILFPE
EE, FnEE T2 WERIZIZCPT-11/CDDP,
b L {1ZCPT-11/CDDP 24B5 e 117
3. CPT-11/CDDP 24E:Efrmaaditid, 4k
DR TIRIMEEEIEMRT, EELTHROF
EZSHTHLNLE VD, KEFEPREE I
HALPT TSP /2. BEDCPT11/
CDDPHEETRMEFEERLTH, £FERRICT
SREEFLETH L. TEL, BEHERPHE
DEE L.

(ZREHE)

low-dose CDDP+S1EEZITH . BEEMICE
ENLETHH. ZRIGETCLFPREZTY, £
OFRIFICIZCPT-11/CDDPEERIT) Z & H'%
Vs,

(k5 LLRE)

IS DBEICENREOFEE S FHRRER
F e AEACH U CRENEEFEEREEIT) 2
EdHn. Fi, RERBRCERESRENT
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AL 28 Rl E42% E6F
erlotinib b EifFE L 5.
B bH I

EREEOLFEERICDE, KGE, B,
BEICBTABREOIEF Y Xk, (LEEED
strategy 2D & L7-. 22 THREBETIE,
ERERA SN TV FEIEbERED, BRA
TOIEF Y AL &R EREOREN 2 EE
DY & TlE, FOLFOXRPFOLFIREEIZ A2 AE
PNHT B ZRIGEUBEOLFERE L LTOK
BO ko7,

F72, EWIFRERT AT E S T Bbevack-
zumab*PcetuximabZz & DO TFAERIZERI D EIF T
LY, FERROMEREVBRI L. Tho 0
LWIBEEDOREEZHEBEL, TholIdLTY
AR, TORATOREDGERZT
D 7-®izid, BEEATRZER O R —I X
VNEEEIT) CEPTELEHENIEE
ThBLELLND,
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