#MEE R L &Y FOLFOX6 ik
FOLFOX4 & LT 2 B B DSFUBE
PR BETHLILD, SKETH
FOLFOX6F % AT\ b, X5
2 BA AS1HI2x+ L TFOLFOX6 % 47

», FEFZRICBLTERXOFBELF
ETholt b B]ELY,

FOLFOX %2179 iz h EZ T &
A3, ERRBUC X W ERE SN DR
DREEE #85~95% DEEIZ& /-7
HTH 2", NOT4I1RKER T3, Bixs5
EW800mg/m* B B &, $#30% I
G3DWEBER &/-TLHRESH
T, E{ETHEMTHH, 1/4
DIEFITIZEBE L 2\ iz, #BYEL
#E5THHAICIE, BENQLYERE
LTHhER EOHBET ) BEX S 5,
Maindrault-Goebel & 1X, FOLFOX7H#
& 6 37— A Tinfusional SFUNZEE
(stop) L, # D74 U'FOLFOXT ¥ 4T
9 (go), OPTIMOXEABX%1T- 72'%,

- FOLFOX7 % stop and go L?‘:ﬁf’&i,
FOLFOX4 2 #tfE L =B L REn4
FHE T, G LoWRENLER
TEHELTwh, £77, Gamelinb
BRAFF)FS5F 0280 LIX%S
7216180 BEZV FPOANRS T4
TR L, X3V TS5F 0y
BBIC AN YA/ T AT LDH
W6k l, W hor65%
ERBLALEIS, BEEEORESR
BE(3%vs 31%) L HEIZHIECEL{,
TEERRIEAEFETHo o L RELL,
BEFOLFOXICR VAV I L/HI VY
YAERERTARL, LEvETOL
BUAER (CONCEPTRER) 2T h TH
D, TOEEPFLATVE,

¥ 7=, FOLFOX O infusional SFU/
LVORMS 2RO 7 vt¥y I VU8
FNBEERR 2AAD L INTEY,
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ARY I ~E & Z /2 XELOX
(CapeOx) %, CAPOX#Ei%, UFT/
LVICE &3 % /- TEGAFOX Bt &

PREENTWVD,

I. W& EE

Andreb i, Stagell, MOKBES
EICxF L, infusional SFU/LV 123 —
Ab, FREFRS)SS5SF 054>
LA TaHHFOLFOX4 12— L %

- HBLAY, VbW B MOSAICHRE T
HHY, 3EEBELFEAIISFU/

LVBT72.9%, FOLFOX4EET78.2%
EHEIZFOLFOX4 TEN TV 72, 2005
EASCOCKEBRREZH¥R)RBRTH
A EBREEETHE69.8% vs 76.4%
EEBIZZDERENS TS LR
s8Nz, ¥ 7-NSABP C-07TRE T
bolus SFU/LV (RPMI) SREEIZ 3 5 #
VT 5F L OLEREHRIIOWT
DRENThh, Stagell, DoKX
BEECHTHMBLERELLT,
bolus SFU/LVE iz 24 75
F v %+ ¥ L7-FLOX#E % B L 7Y,

SEEEELATHSI71.6% £76.5%

THEWFLOXBRER CHIo k. &
NCEY, FRHY TTF NS

BtmEic BT, FELETHD

N AR o (WA

M. ZIKAF™
(RIKVY X D)
N8y X7 T4, HVEGF-A (LG
MEMEEEREF)RETH ), IR
FOVEGF-AILHEETAI LT, &
DR E 7OV L, FAUT®
TTFNEENT @ E N DS, M
VEGFOEIMI S L BB T
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FREBEBCMABT 2 L vibh,
VEGFZBFH-1XBY Y ATH, EF
DIIE, BHEFAB S D, T2, X

VX TORSIL), EBELD

ENLVEFISEVREL 2, S
BOBF~DTY ) —hEIND
tdbwnbhTwna9,
ANOXTTREE LT LBTHR
HIEHBRL TV B, KBETH,
Hurwitz 5.2%, IFL#E + placebo® &,
IFLEHEI NN Y X2 7 5 mg/kgh B
B ARG LA, £LTSFU/LVIC
NSV X275 mg/kgk BERAEED 3 B
I THBBRER (AVF2L07g) £ 47\, %
NEhEFHE P RE(FLEL5.6%
RAvs IFL+ X8y X< 7820.3» B
vs SFU/LV + ~USy X7 78 18.3%
B) ERNY AR IO LRI &
EHBMOERSRENLY, $7, &

CEFRL LTI, BMEHplacebodE

TB3%ThHolDITH L, Nty X
TTHTCRASLEECE o7 &
hP S b ML BERRZ Y, ERD
ER B0 o774 VR
BEV) T AR E A, BT
BF &Sy e 7B ERTH
LELIIBH RO LN T,
SHEBIIANY X7 T PR OET
FERENDICH Y, HERIMEIY
ETH2,

31, 4050 Y FESICH T
B RIEF L L TFOLFOX4 BB &,
FOLFOX4 + X8 X7 7 10meg/ke B
TiTHbN7:ECOG3200RER TIE, %7
HIB g (10.8% Avs 12.92 A) &,
NNy X SR BRCHER ETLM
DEENED LN, Y X2 TR
BEOLEEEDkey drug?® 1 2T
HBHLWHIRBEIERLLbNICL
1P, ThEFYT, EfTHCTho



B ABEE S CBRED

(»A) , 1
=11}
i 20~21 20~21 20~21
240 PO NS AN
LR O 17 16
g 15 S N 14~16 14~16
B o - 12~13 12~13
2 13
g °41 0 -
L - =
s 1 U -
O 4%
340
0 |
RIS ZXRT  ~NKYXIT FOLFIRI mlusnonal Xeloda bolus BSC

+FOLFOX or =
+FOLFIRI or

Hﬁm l
Unused cy oxncs ’

SWOG0303 72 ¥ RNV X TH LD
arm% b DEERREKAS, T P Y-8
A% {7y Pkl 57, Hochsterb
X E VA S LT, mFOLFOX6
ik L, bFOL # & L, XELOX
" (CapeOx) BED3IHFEH I~ ¥ u ik
FEIHKABRETVEBERRFL &

" (TREE-1), $HZhEhoBIc~us

9X77%ﬁmtrﬁﬁoayyAm
8% I ARSAER 3 175 - (TREE-2) ¥,

347U—1yb$4/bu§ﬁ?%
h, G/4DEHIIOWVWTI, &E¥T
BETCELLOERTH 2, LvL,
RSV X7 THTIZ2.8~4.2% OHE1L
BEIIBROLN, SUSHRIEER &
LML ERL L TH TN, &
MEL DV T, ENREEFLEFR
TREE-1 (nFOLFOX6 40.8% vs bFOL
20.0% vs CapeOx 27.1%), TREE-2
(mFOLFOX6+ RN/ X< 7 52.1%
vs bFOL+ X/ X7 734.3% vs

FOLlFOX FOLFIRI FOLFOX
FOLFOX FOLFIR!

2. KEBECHT SRR EFHEOES

W EEELEENR

CapeOx + 8 Y X7 45.8%) & ~
Y X270 LEFEETRIREI NI,
BEME B #60IC 3 L TFOLFOX4
or XELOX+RNT X2 7N 2X 2D
HBERER (NOL6996) A ThhTH 1,
BREIFLATNS,

B Hb b [

KB, AEFUTIFY, A9
AT TOEMILY, EEHEGR
EH20% B EEVIBARIZZEA L
E2)?, chobsticd, Evxy
< 7%, PTK/ZK7% L= EA9RE
ENTVW3, FREREEOEL SR
BAR, HENRERTLHE, 4
VIFHY, AFFYSIFURBE
o HEFICIFL TR, Ny X<
WCEDWRBEITIRETRVENIH
& HT20054E10 A ICFDAL ) 2 & i
Iy, gETHL, Fridivne
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o™ & 9 518%%)

EHIREHELE

Lol ERE&DDHT, MRBLEE
zirblithiEzoznl, HOPH
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%ﬁ7—w-¥x§>w§i“
VWAV LEEST t)b*]

 WERE T4-IRT2 HTEN (20 mg, 25mg)

[ - FELER | | |
TS LI AFICBVTHE SN2 5-70Fuy 5 Y0 (5-FU) D84 %3

AVET 2L -V a Y R A LESRROGBACTHS. FHIESFUoTE K
v THETHT =N (tegafur: FI) &, 5-FUDSBEEERTH L VL Fo
VY IYYFE Fusd—¥ (DPD) A BHCHABET2¥AR5 v b (@
" mestat: CDHP), & 6IcB{LETO 5-FU OV ¥ Bk % BE L HILEBE 2 8
{lﬁ'ﬂ‘%ﬁ‘ 5 A% v M4 Y7 A (otastat potassium) %, FAEH, TRH 1:
0.4 1 KBS L b DTHS. 5-FU IRABERSE, $IcE TLERE BT B
key drug DV EDTH B, A#ld 5-FU OH MM PRE 2 BREERT 5 S
LI XV HESHRELED, FHLTHAT 2ECEERIBRT S L2 TR
KL% ZhiToros, SIHERRBOERE CLARE Sh TRy
A5, ﬁ&T&ié%itst1@%%%&%%&%%&#5w<o#@kﬁﬁ.
'-%mﬁi%ﬁhﬁ¢c%b @#%#%ﬁénét_ar%%

b. B S
Wi, 85 - IR, HH

[c. 2%

IS1$ﬂ$&tmy%§mén1w%T&1+amPﬁm$&®?%&%T
T,

)T&Aéﬁ%ﬁ

Wiﬁﬁk:bﬁFﬂm%ﬁg'fkﬁéﬁv
 EP3OLREBLEISESO102ME, 28 HEE E#D?%L 14 B Rk
CTh IhEL7-vE LTHRERRYET.

_ @ 498-02236
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6. FHT =N EATUN AT TINHY O LEEH T EIVH
, £F-3 TS-1 DEERES
, RERETE , NEEES (FF7—-VHYE)

1. 25 m?3k{H ' 40 mg/ |
1.25m*l k~1.5 mzi?ﬁ . 50 mg/M@l
C1.5m?BlE : 60 mg/[El

'b) TS-14CDDP /% (CDDP R5BD A IGHMALAEE T3)
B5E S-1  S0mg/m¥/B (S-1BBFREICRIL)
CDDP mmymvamokﬁﬁﬁg
®5H S1 . 21 BEEAWE, 14 H BfkE
| CDDP “#8 B '
...n%: 1 7~——M:L CH5AMILIC if;r")ﬂ'é‘

M ﬁ%axwawm - |
%ﬂT%itﬁﬁ%ﬁﬁ(%@w+ﬁﬁﬂ)%ﬂ%LT&&iﬂﬁE@ZoL
_ %’Mﬁﬁ%ﬂfnﬁzﬁﬁﬁbhi 200HBE HbELEWEL 4.6% (45 F1/101
Bl) T, EFMMOPREL 24 B (L EEFE6.6%) Thore.
 BIHBRRBRTHONAEEREMER % R F-4 1I0RT. AR 0RSHIRENE
(DLT) BB (BICHMRRD) Thh, ol HLEHHE G TH)
T B REESDETH L. TOMOBRRB LD, FHRED, ENFE,
REL ENEDLNTVE, &, EAREWEAL LT, FRE, BOERNZ
EABESNTW D OTEENBETH S,

(o, mEBA L -
("*%?%Eﬁtlﬂ‘%ka*oto'c ﬁa"“@ﬂ.’.#??ﬂdoh”%——ﬂ*iﬂ@%xﬁ&: LT, &
C EIRREASHEY & < (performance status: 2 T72id 3 KL L), %ﬂﬁ%ﬂﬁ u?b_“f%?ﬁ.
ncsh B, ' O, W, "a%ﬁ%ﬁ‘é& ), EELGAERENSRVERIE #"&0)
WRTCHDBZEZBBLTEBL M%?b%% TS-1#5%Hik, p=itd 2 SR
i 1 B EOmBRES :Ua/f/’%?%ﬁrﬁ Hf’?ﬁi#%ﬁ LBz DBE ﬂ
Lh, KE BERH. .

o7 o b¥Y I VYREER L OBER, HEBF I VY M Lo
* [JBIS] 498-02236 ' |
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F. €F02EH
FKF-4 TS-1DEHEER (ENBRBROBRLY)

~ n=101 Grade | 2 Gr.3
IR | 2 3 4
IRk . 28 15 2 0 2%
£l 12 16 5. ) 5%
I MMEE A 5 2 0 0 0%
Op% 10 0 0 0 0%
TH 7 1 2 0 2%
B 8 4 0 0 0%
BaFELE 0 20 0 0 . 0%
%1(:\ . UIED_'I‘_ 8 o - . 0 ’ O % .
BEE 9 1 1 0 1%

(NCI-CTC ver. 2.0 9)

B2 BN HREEY S TRRIS 5100, FAERTHS. Tx=
M, 7»77u/ﬁUﬁAt®%mﬁ %%%wﬁmﬁﬁ%%fTB%hﬁ,
HOERLETH. T, BEHREL ORMTLBEMBROTEEY S, B
LCuBeET 5. ERLEREZATHEETH, CDHP OBIHENEL <
ETFL, m¢7»zuv7/wmﬁﬁLﬁL,ﬂﬁmm&a@@wm#ﬁ<@e
bh%bzn#&%wcuh%&%#zﬁféé

(%#EF EIRER)

[61s] 498-02236
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la. PIRAAREES: - S BREBICH T 3RS EE |
EEZHCFREROEFIZLY, BIEOSEICHT 5 BERE TS HIC

mEL722%, UBRTRE-IHNEEREREOTRIIERLLTARTHA. oh

CYIRARE L IMBRBEEEIST L CILEEENER L 42 558, HHRANICA
%blit’f“-%?““i?#mi STWREWOIRRIRTH 5. Zlifn’ﬂi BiE{LEEE

DBIRIZDVTHESLL, DV THEOERICOW THhR5,

YRR - RERBEE NRIHE ﬁumﬁﬁtm RAEE 21T H T ERBA
DM HFFo 7 best supportive care (BSC) HOHKE%Z1T o7z 4 DD EMEHILLL
BREBRICXY, CERERTOEELEGEYHEESHRE STV Y. A5
MOPRER, BRbEBEEHEI~12VA, BSCH3I~4 2B THAH. Thbo
HERTHW ONEREIIR U Tk v, 5-FU % key drug & Lz IA >
céT%H@LEﬁWbanfﬁb,ﬁﬁﬁbnfwéiﬁ%%ﬁmﬁ%k&o
TWw5b,

BRI L TEYESER ST A HE %‘Jk’)\/"(&%c‘: BHFTOEN
=ik, |20 %HH%THS (£G-9). FHE, S-1, CPT-11, Taxane LEH|7

#£G-9 BEECHTIZESCONE

FH EMETTREESIR  BWE (%) 95 %EERE (%)
5-FU 416 21 17~25
MMC 211 30 24~36
doxorubicin 141 17 11~23
CDDP 139 19 12~25
Epi-doxorubicin 80 | 19 T 10~27
UFT 188 28 20~34
CPT-11 S 18 9~27
paclitaxel ‘ 60 23 13~34
docetaxel 129 17 11~25

S-1 101 45 35~54

-88— [161S] 498-02236



5.8

EEEICH LTHER RN 5 FRAEHIN COPBG Lz, 41T S-1 LB
T, EWES %L BEFLBEREMELNTVE. BEDE IS 5-FU BEIBHES
VE 98 &, FP (5°FU + CDDP), FAMTX (5-FU + ADR + MTX)?, ECF (Epi
-ADR + CDDP + 5-FU)¥, ELF (VP-16 + 5-FU + LV)¥ 7% &'#%, £ MHERE
Lk o TIUF Y ZHEB LN ERERIET SHEEL LTRRSNTV S
(#£6-10). Thb0d) b, BAETIMEBEN LRI I 5-FU g
vs CDDP + 5-FU vs UFT + MMC D& I##RE 4Th 7z (JCOG: Japana
Clinical Oncology Group). _ﬁ%ﬁgﬁkj’sw’c, 5-FU A B HEERICHA,
O EEERETOEEBHNOERIHE® 6NT, 5-FU HSHEROBMA D
LRVEWIERFELN 0, 5-FU BARSREEREIS %0 LBRERO
control arm T3 5 & & < n7=9, MORBRIZBWTD, HEEEE T 5-FU ¥
# & EFHET LA S BREREEL TV R, L

BT, it BREEROORREN LtV CODORAREORE I
HINTB. CPT-11iX CDDP & D HREIC L Y, MEREFIC BV TEHE58.6
%, AEFERARTSME (MST) 322 H & SR E TS v BIF 2 RO Sisrs
O, TS-1 BHHEL L b1, BIEEFHO JCOC ENHRBRICEALZENT

% G-10 BEECHT 3 HAEENS IERE

R HEE R SEFIE gy b TN
Y 8 24 (%) (hofE)
FAM/FAMTX 191 EORTC 103/105 9/41* 29/42 ;B *
FAMTX/EAP 1992 MSKCC 30/30 3320 ° 7.3/6.1% R
EEP/FEM 1992  Spain 49/49 30/13* 4.2/7.9 4 B
5-FU/FAM/FP 1993  Korea  94/98/103  26/25/51* 31/29/37 8 .
5-FU/FAP/ ~ "1994 NCCTG 69/51/53/79 NA 6.1/-/6.1/7.7 % B
FAMe/FAMe
+ TZT : “
FAM/PELF 1994 Italy . 52/85 15/43*% 5.6/8.1 7 A

FAMTX/ECF 1997 England  130/126 21/45% 6.1/8.7 7R
. FAMTX/ELF/ 2000 EORTC 133/132/134 12/9/20  6.7/7.2/7.2 % R
Fp ‘ ; e
5-FU/FP/UFT 2003  JCOG  105/105/70 11/ 34*/9 7.1/7.3/6.0 71 A
+ MMC

*; p<0.05

(161S] 498-02236
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G. fEBIFL

W3, ORBRE, 5-FU BHEEHEREEHBLE L7 3arm OREKRBTH 3.
K512, TS-1+ CDDP O B#ES I/ IHRBICEVT, EERSEIRE
SR, BRHEL 76 %L PECEIRENMELRLZOT, B TS-1 MiEE L
DR AT Tw5b, Zoff, TS-1vs 5-FU + 1-LV ##E, TS-1vs TS-1
'+ CPT-11 $fB# &, 5-FU + CDDP vs 5-FU/LV + CPT-11, 5-FU + CDDP"
vs 5-FU + CDDP + Taxotere (DCF) 7% & ORBBILBRERS WS THRE S
THY, BEINOORRIHL LREENDD0H 5.

—%, BEBICBIANRAEBERL LT, BEBENS LN, HEEE
EBEKEE, WLERE, KEERLEE:L, BE0OQOLICAXLBELE
ETRETH LD, BEOLIRENTAETHS I LHE L, ERIEEHL
CEREORSE L VBV L BRI TR, LaL, BEEERIC L2 EkE
Fla gL Lz, MTX + 5-FU BREEEOS THREBA ThN, BRICHT
LEWE BALPREKROBY) 35%LBIFTHos L L9, HEES
Bz HIC, B, JCOG T MTX + 5-FU vs 5-FU s iE o BBt
FAhRT 5. S50, BEEEBAICHT S 2 KiGME LT, Taxol MHED
S IARBLEIEER: UhL, SERENTES (PS2 T3 UT) K
BEERFITIE, BREREEAANEC A LX), MELESRE L FEERE
BHIELETH . '

[b. ItEEOER—FES LUBESA— .
BELEREICBC TR, EROBY 1ABIIC & 2 AFMMEESED bh
Twa, NHRRERTRZETIATI-IHEEREETH 5. MROBE{Le
BRI L AEMMREIVEHHRTR L, B, ERBRICBL TR,
BSREEREFRIFCHLIE (PS2 (F72133) BIE), T8 - 4 - B - BF -
BIREARINTEY, EBLRESHENHAONZVWI LR L THS. HEEEE
ISR TA M0 b N R E BRT 5 2 L iCh 245, BHAERTIE
HEEEREAEEIo TV ARWI LS, RAOEEIK bR oT WA, KRBT
i, BEOSIHRBTIVF Y ARELATL 2 BEE, BLOHL FHE
FoTWwaENMHRBRICHARATNT VS 30DBEE (5-FU S EEE,
TS-1 Bk, CPT-11 + CDDP &) ORFHIB L UEERICOWT TR
9. Zofh, 5-FU/LV + CPT-11, 5-FU + CDDP + Taxotere (DCF), TS-

(Je1S) 498-02236
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5. 8 &

1 + CDDP, TS-1 + CPT-11%t%, £NHRBTRITTH LA, TOHM
L CIREICEA. 7, BK, BEREL LR R0 2 MEESE EHLT
BEPICHT BREEL LT, BedffoTwaRBRIBR2OEBATE (5
FUSHEHERE, MTX + 5-FU BEZSE) . RErREshes, Tng
EROEENAONS I TRABET A LNEETH Y, THAVEADRILD
BB EEZLNRTHAS, Eﬂéﬂffﬂfﬁ?‘%f HiZH, CDDPRE DA EAREGIIZ
pl3iEHE % 5. CDDPREOLDONRISEMB LT 5. SREMELRE
HARO®DEL R EORE, SETORIGHEE (BE~ORERFRORY
LS, BRILE, AROZIANRLZY) SEETHY, ML LTOHHE
BRTBLENDS. lkﬁﬁkfmt&o#%é,ﬁ%%ﬁﬁméhcw&
VIR & V72 2 KIEEEAT bh% EHGHS, LRIHE L B S D RIER
BRI TR,
a)5FUhﬁ%E§$(L%®lF€ﬁUﬂT)
58 5-FU 800mg/m¥/H
W5E 5 0SS

uL4Lﬁ“trﬁbﬂT
EEICBTA3ZES]

-@@ﬁk&%%ﬁt%é# WL RS (P, T, FRERE,
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Abstract’
Background. The combination of a new oral di-
hydropyrimidine dehydrogenase-inhibitory fluoropyrimi-
dine (S-1) and cisplatin (CDDP) is one of the most active
chemotherapy regimens for gastric cancer. However, the
. optimum schedule for this combination has not yet been
determined. This study was conducted to establish the
maximum tolerated dose (MTD) and the recommended
dose of CDDP when combined with 2-week S-1 administra-
tion; and to observe the safety and efficacy of the regimen as
treatment for patients with advanced gastric cancer.
Methods. S-1 was administered orally at a dose of 80mg/m*
per day for 2 weeks, followed by a 2-week rest. CDDP was
administered intravenously on day 8 of each course; the
initial dose of CDDP was 60mg/m? and it was increased in
10-mg/m® increments. Treatment was repeated every 4
weeks unless disease progression was observed.
Results. Eleven patients were enrolied. The main toxicities
were leucopenia, neutropenia, nausea, and anorexia. These
toxicities were not severe, and were reversible and manage-
able. The MTD for CDDP was established as 80mg/m? as 2
of 5 (40%) patients developed dose-limiting toxicity (DLT)
at this level. Therefore, the recommended dose of CDDP
was determined to be 70mg/m’. All 11 patients were
evaluable for a response: 8 achieved a partial response and
" 1 had stable disease. The overall response rate was 73%.
Conclusion. This regimen is considered to be generally
well-tolerated and has substantial antitumor activity.
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Introduction

Early detection and curative surgery have led to remarkable
improvements in the survival rates of patients with gastric
cancer. However, patients with unresectable, advanced, and -
recurrent gastric cancer still have a poor prognosis, with 5-
year survival rates of less than 5%.' Several randomized
trials have reported that fluorouracil (FU)-based combina-
tion regimens provide superior survival rates in patients
with "advanced gastric camcer compared with the best
supportive care.** The response rates of various single
agents such as 5-FU, cisplatin (CDDP), doxorubicin, and
mitomycin-C are all less than 20%.>7 Therefore, with no
standard regimen as yet established, there is a real and
immediate need to develop new agents with improved anti-
tumor effect, which could be added to the chemotherapy
armamentarium for gastric cancers.

S-11is a novel oral fluoropyrimidine derivative consisting
of tegafur (FT), a prodrug of 5-FU,* and two modulators,
5-chloro-2,4-dyhydroxypyridine (CDHP), and potassium
oxonate (Oxo).” CDHP is a reversible comipetitive inhibitor
of dihydropyrimidine dehydrogenase (DPDase; EC
1.3.1.2), an enzyme involved in 5-FU degradation.” Oxo is
a reversible competitive inhibitor of orotate phosphori-
bosyltransferase (EC 24.2.10), an enzyme for 5-FU
phosphoribosylation in the gastrointestinal mucosa. Be-
cause the combination of CDHP with FT, in the drug S-1,
yields high and sustained intracellular concentrations of 5-
FU in plasma and tumor tissue, there is increased exposure
to 5-FU and therefore increased antitumor activity. The
addition of the other modulator, Oxo, helps limit the
systemic toxic gastrointestinal effects commonly seen with
5-FU-based regimens.

Phase I and early phase II studies of S-1 as a single agent
established a dosing regimen of 80mg/m® per day, given
orally over 28 consecutive days, followed by a 2-week rest,
as the tentative recommended dose.™ Two late phase II
studies of S-1 for advanced gastric cancer, which used simi-
lar dosing regimens, showed high response rates, of 49%
(25/51 patients) and 44% (19/43 patients), respectively."
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These results suggest that S-1 is one of the most effective
single agents for advanced gastric cancer.

Although CDDP on its own has a moderate response
rate of only 17%, when it is given in combination with 5-FU
and 5-FU derivatives, superior antitumor effects have been
reported.™* Koizumi et al.” conducted a phase I/II study
with S-1 and CDDP combination chemotherapy. S-1 was
administered for 3 weeks, followed by a 2-week rest, and
the recommended dose of CDDP (60mg/m’) was given on
day 8. The overall response rate of all eligible patients was
76%. The incidence of severe (grades 3 and 4) neutropenia
and anemia was 16%, and nonhematological toxicities
(grades 1-4) were frequently observed; for example, anor-
exia, nausea, and vomiting, which were reported in 95%,
68% and 37% of patients, respectively.

However, post-marketing surveillance of S-1 in Japan
revealed that 55% of the patients who had received S-1
were unable to complete one or two courses of the drug
when given in this single administration schedule, and that
most toxicities occurred during the third week of adminis-
tration. The present study was, therefore, designed to
determine the maximum tolerated dose (MTD) and recom-

mended dose of CDDP when combined with S-1 and ad-

ministered over 2 weeks.

Patients and methods
Patient eligibility

All patients had histologically proven unresectable or re-
current gastric cancer, and had not received prior chemo-
therapy, although adjuvant chemotherapy was allowed if it
had been completed more than 30 days prior to entry. Other
-eligibility criteria included the following: 20-75 years of age,
Eastern Cooperative Oncology Group performance status
(PS) of at least 2; measurable disease; white blood cell
count, 4000/ml or more; absolute neutrophil count, more
than 2000/ml; hemoglobin level, more than 9.0g/dl; platelet
count, more than 100000/ml; serum bilirubin level, less than
1.5mg/dl, aspartate transaminase and alanine transaminase
levels, within three times the upper limit; serum blood urea
nitrogen, less than 25mg/dl; creatinine, iess than 1.5mg/dl;
creatinine clearance, less than 50ml/min. All patients gave
their written informed consent; the institutional review
board of Tonan hospital approved this study.

Treatment protocol

The initial dose of S-1, based on the patient’s body surface
area (BSA), was 40mg (BSA < 1.25m?); S0mg (BSA 1.25-
1.5m?); or 60mg (BSA = 1.5m®). Patients received their
assigned dose of S-1, orally, twice a day. One course of
therapy consisted of S-1 administered for 14 days, followed
by a 14.day period with no treatment.

CDDP was administered on day 8 of the course, fot 2h,
‘with 500m! of 0.9% sodium chloride solution. Patients were
given intravenous hydration with 2500ml of normal saline.
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A 3-mg dose of a 5-HT; receptor antagonist and 8mg of

.dexamethasone in 100ml of 0.9% sodium chloride solution

were given before the administration of CDDP (as prophy-
lactic antiemetics), Three incremental dose levels were

‘planned for CDDP, with a starting dose of 60mg/m® At

least three patients were treated at each dose level. If one of
three patients at a given dose developed any dose-limiting
toxicity (DLT), another three patients were to be entered at
that same dose. Before proceeding to the next dose level, all
previously treated patients had to have completed at least
one course. ' ‘

Evaluation

The National Cancer Institute common toxicity criteria
(NCI-CTC Version 2, January 30, 1998) were used to
evaluate the grade of toxicity. A DLT was defined as:
non-hematological toxicities of grade 3—4; or hematological
toxicities of grade 4 platelet count, grade 3 platelet count
with bleeding tendency, grade 4 leucopenia, grade 4 neutro-
penia lasting at least 3 days, and grade 3 or 4 febrile neutro-
penia. A delay of the second course by at least 14 days was
also included in the definition of DLT. The MTD was de-
fined as the dose at which 33% or more patients experi-
enced DLTs during the first course.

Response to treatment was assessed according to the
Japanese response criteria proposed by the Japanese Re-
search Society for Gastric Cancer. A complete response
(CR) was defined as the disappearance of all evidence of

. cancer for at least 4 weeks, and a partial response (PR) was -

defined as less than complete, but more than 50% reduction
of tumor volume for at least 4 weeks without any evidence
of new lesions or progression. No change (NC) was defined
as less than a 50% reduction or less than a 25% increase
without any new lesion. Progressive disease (PD) was de-
fined as more than a 25% increase in a solitary lesion or the
appearance of new lesions.

Results
Patient characteristics

Eleven patients (seven men, four women) were enrolled
between August 2001 and July 2003 (Table 1); they had a
median age of 57 years (range, 29-74 years). Five patients
had undergone a prior gastrectomy and 2 patients had
received adjuvant chemotherapy with S-1 alone before
entering the study. Histological evaluation revealed that
8 patients had diffuse-type adenocarcinoma and 3 had
intestinal type.

Toxicities
Toxicities that occurred during the first course are summa-

rized in Table 2. The incidence of hematological toxicities
was low, and grade 3 or 4 neutropenia, leucopenia,



thrombocytopenia, and anemia were not observed at
CDDP dose levels 1 or 2. The main nonhematological tox-
icities were nausea anorexia, and malaise. Grade 1-2 nausea
and/or anorexia were frequently observed during the period
from the administration of CDDP to the end of S-1
administration.

The DLT of grade 4 neutropenia, which lasted for 3 days,
was observed in one patient at CDDP dose level 3 (80mg/
m®); the patient also had grade 4 anorexia. In another pa-
tient at level 3, the start of the second course was delayed
for more than 14 days because of grade 3 anorexia and
nausea.

Because DLT was observed in two of the five patients
entered at dose level 3, according to the protocol, the
recommended dose of CDDP in this combination chemo-
therapy was determined as 70mg/m”.

Table 1. Patient characteristics

Response

The median numbers (and ranges) of courses administered
are shown in Table 3. All patients were evaluable for re-
sponse. The overall response rate was 73%. The response
rates at CDDP dose levels 1, 2, and 3 were: 100% (3/3
patients), 100% (3/3 patients), and 40% (2/5 patients)
(Table 4). ‘

The response rate was 67% (4/6 patients) for the primary
lesion, 100% (3/3 patients) for liver metastasis, 57% (4/7
patients) for lymph node metastasis, and 43% (3/7 patients)
for ascites. The response rate according to tissue type of
gastric adenocarcinoma was 100% (3/3 patients) for the
intestinal type and 63% (5/8 patients) for the diffuse type.

Discussion

No. of patients 11 In this study, we chose a 2-week administration regimen for

Sel’f{ ade - ‘ 7 S-1 for the following two reasons. Firstly, it was shown in
Feme;le T post-marketing surveillance that most toxicities increased

Median age; years (range) ' 57 (29-74) during the third week of standard S-1 administration, and

Performance status . that 55% of patients were not able to complete a standard 4-
(1’ _2, week administration regimen of S-1 as a single agent when
2 2 it was given in two courses. Secondly, in order to maximize

Histology the potential efficacy of CDDP, it is preferable to adminis- .
Intestinal 3 ter CDDP at least once every 4 weeks."****® Because of this,

Pn!zlfiuassir ectomy 2 and despite the fact that the duration of S-1 administration

T P

Adjuv‘:mt chemotherapy 2 was }1m1ted, an augmcntec{ effect of CDDP coulq ‘be

Metastatic site - anticipated. The results of this present study are promising
Abdominal lymph nodes 7 and confirm the good response in-advanced gastric cancer
Liver : 3 reported in previous studies with a combination of S-1 plus
Ascites 7 -

CDDP.
Table 2. Toxicities in the first course .
CDDP Level 1; 60mg/m* (n = 3) Level 2; 70mg/m* (n = 3) Level 3; 80mg/m® (n = )
Grade 1-2 Grade 34 Grade 1-2 Grade 3-4 Grade 1-2 Grade 34

Hematological
Leukopenia 1 0 0 0 0 1
Neutropenia 1 0 0 0 0 1
Thrombocytopenia 0 0 0 0 2 0
Anemia 1 0 0 0 2 0

Nonhematological
Nausea 2 ] 3 0 4 1
Anorexia 2 0 2 0 1 2
Malaise 2 0 1 0 3 0
Diarrhea 0 0 2 0 0 0
Stomatitis 0 0 1 0 0 0

n, number of patients

Table 3. Duration of administration

CDDP " Level 1; 60mg/m? (n = 3)

Level 2; 70mg/m’ (n = 3) Level 3; 80mg/m? (n = 5)

Number of courses administered .
Total © 11
Median (range) 4 (2-5)

14
2 (1-6)

14
5 (4-5)

_99_



Table 4. Objective tumor response

CDDP Level 1; 60mg/m’ Level 2; 70mg/m’ Level 3; 80mg/m* Total no. of patients
n=23 (n=23) (n=25) i 11

PR 3 3 2 8

NC 0 0 1 1

D 0 0 2 2

Response rate (%) 100 100 40 73

In Japan, two late phase II studies of S-1 in patients with
advanced gastric cancer have been conducted;* there
were high response rates to S-1 in these studies, of 49% (25/
51 patients) and 44% (19/43 patients), respectively, and no
serious, unexpected toxicity. This suggested that the antitu-
mor efficacy of S-1 was comparable to that of multiple-drug
chemotherapy and higher than that of monotherapy with
conventional agents. The authors of these two studies™*
therefore concluded that S-1 may become a state-of-the-art
drug as first-line therapy for unresectable, advanced gastric
cancer. Indeed, S-1 has already been included as one of the
treatment arms in an ongoing phase III study being
conducted by.the Japan Clinical Oncology Group. Fur-
thermore, clinical trials of combination chemotherapy con-
taining S-1 have already started in several institutions. As
combinations of CDDP and 5-FU derivatives have been
widely used and have been associated with a good response,

without severe toxicities, we selected CDDP as the agent to

be combined with S-1 for the study reported here.

Koizumi et al."” conducted a phase I/II study with combi-
nation chemotherapy of S-1 and CDDP. S-1 was adminis-
tered for 3 weeks, followed by a 2-week rest. They reported
response an overall rate of 76% (19/25 patients). The re-
sponse rate achieved in our study was 73%, which was very
similar. ‘

The main toxicities in our study were leucopenia, neutro-
‘penia, nausea, and anorexia. However, the frequencies of
hematological toxicities were much lower than those in the

. previous phase I/II study,"” where incidences of hematologi-
cal toxicities (grades 1-4) in the first course were: leucope-
nia (67%), neutropenia (83%), thrombocytopenia (33%),
and anemia (50%). The corresponding incidences (grades
1-4) in the first course in the present study were: 18% (2/11
patients), 18% (2/11 patients), 18% (2/11 patients), and
27% (3/11 patients), respectively. Grade 3—4 severe hema-
tological toxicities in our study were neutropenia and leu-
copenia, and these were observed in only 1 patient (9.1%),
al the highest CDDP dose level. Grade 3-4 anemia and
thrombocytopenia were not observed at any CDDP dose
level. These results suggest that the incidence and severity
of hematological toxicities are related to the duration of
S-1 administration.

Gastrointestinal toxicities, nausea and anorexia, in-
creased in severity in the period after the start of CDDP
administration, on day 8 of the course, until the end of S-1
administration. Despite the fact that antiemetic drugs
(5-HT, receptor antagonists and steroids, etc.) were used,
these toxicities were frequently observed, and their fre-
quency was almost the same as that previously reported for

the same S-1 combination regimen when it was given as a
3-week regimen. However, the frequency of diarrhea or
stomatitis was not so high.

In the previous study, of Koizumi et al.,” the median
number of courses administered was four, compared with
the present study, where the median number of courses was
five at the recommended dose. In this present study, only 2
out of 11 (18%) patients had PS 0, whereas in the previous
study, 9 out of 12 (75%) patients had PS 0. If this is taken
into consideration, this regimen may be able to be contin-
ued still longer in patients with a good PS.

In addition to the phase I/IT studies of a 3-week S-1
administration regimen discussed above, another phase I
study of the combination of S-1 and CDDP for gastric can-
cer has been reported.” In that study, CDDP was infused
weekly on days 1 and 8, while S-1 was administered at
70mg/m’ per day for 2 weeks, followed by a 1-week rest.
The recommended dose of CDDP was reported to be
20mg/m®. The overall response rate was 61% (11/18 pa-
tients) and the response rate of patients with no prior che-
motherapy was 78%. This low-dose CDDP regimen was not
considered to require a hospital stay because the require-
ment for hydration was minimal. However, the incidence of

Jhematological toxicity during the first course was slightly

higher than that in our study.

In conclusion, the present study showed that combina-
tion therapy of 2-week S-1 administration and CDDP could
be administered safely as repeat courses. To evaluate its
clinical usefulness and adverse effects, this regimen is cur-
rently the subject of a phase II study.

References

1. Parker SL, Tong T, Bolden S, et al. (1996) Cancer statistics. CA
Cancer J Clin 46:5-27

2. Murad AM, Santiago FF, Petroianu A, et al. (1993) Modified
therapy with 5-finorouracil, doxorubicin, and methotrexate in ad-
vanced gastric cancer. Cancer 72:37-41

3. Glimelius B, Hoffman K, Haglund U, et al. (1994) Initial or de-
layed chemotherapy with best supportive care in advanced gastric
cancer. Ann Oncol 5:189-190

4. Pyrhonen S, Kuitunen T, Nyandoto P, et al. (1995) Randomised
comparison of fluorouracil, epidoxorubicin and methotrexate
(FEMTX) plus supportive care with supportive care alone in pa-
tients with non-resectable gastric cancer. Br J Cancer 71:587-591

5. Moertel CG, Lavin PT (1979) Phase II-ITI chemotherapy studies in
advanced gastric cancer. Eastern Cooperative Oncology Group.
Cancer Treat Rep 63:1863-1869

6. Leichman L, McDonald B, Dindogru A, et al. (1984) Cisplatin. An
active drug in the treatment of disseminated gastric cancer. Cancer
53:18-22 .

-100- i



"10.

11.

T 12,

13.

. Levi JA, Fox RM, Tattersall MH, et al. (1986) Analysis of a

prospectively randomized comparison of doxorubicin versus 5-
fluorouracil, doxorubicin, and BCNU in advanced gastric cancer:
implications for future studies. Y Clin Oncol 4:1348-1355

. Giller SA, Zhuk R, Lidak MY (1967) Analogs of pyrimidine

nucleosides 1. N1-(a-tetrahydrofuryl) derivatives of natural pyri-
midine bases and their antimetabolites (in Russian). Dokl Akad
Nauk SSSR 176:332-335

. Shirasaka T, Ohshimo H, Yamaguchi M, et al. (1996) Develop--

ment of a novel form of an oral 5-fluorotracil derivative (S-1)
directed to the potentiation of the tumor selective cytotoxicity of
5-fluorouracil by two modulators. Anticancer Drugs 7:548-557
Tatsumi K, Shirasaka T, Fujii S (1987) Inhibitory effects of pyrimi-
dine, barbituric acid and pyridine derivatives on 5-fluorouracil deg-
radation in rat liver extracts. Jpn J Cancer Res 78:748-755
Taguchi T, Inuyama Y, Kanamaru R, et al. (1997) Phase I study of
S-1. 8-1 Study Group (in Japanese). Gan to Kagaku Ryoho (Jpn J
Cancer Chemother) 24:2253-2264

Sugimachi K, Machara Y, Horikoshi N, et al. (1999) An early
phase II study of oral S-1, a newly developed 5-fluorouracil deriva-
tive for advanced and recurrent gastrointestinal cancers. The 8-1
Gastrointestinal Cancer Study Group. Oncology 57:202-210
Sakata Y, Ohtsu A, Horikoshi N, et al (1998) Late phase II study
of novel oral fluoropyrimidine anticancer drug S-1 (1M tegafur-

14.

15.

16.

172

18.

19.

20.

0.4M gimestat-1M otastat potassium) in advanced gastric cancer
patients. Eur J Cancer 34:1715-1720

Koizumi W, Kurihara M, Nakano S, et al. (2000) Phase II study of
S-1, a novel oral derivative of 5-flucrouracil, in advanced gastric
cancer. Oncology 58:191-197

Rougier P, Ducreux M, Mahjoubi M, et al. (1994) Efficacy of

_ combined 5-fluorouracil and cisplatinum in advanced gastric carci-

nomas. A phase II trial with prognostic factor analysis. Eur ]
Cancer 30A:1263-1269

Suga S, Iwase H, Shimada M, et al. (1996) Neoadjuvant chemo-
therapy in scirrhous cancer of the stomach using uracil and tegafur
and cisplatin. Intern Med 35:930-936

Koizumi W, Tanabe S, Saigenji K, et al. (2003) Phase I/IT study of
S-1 combined with cisplatin in patients with advanced gastric can-
cer. Br J Cancer 83:2207-2212

Aabo K, Pedersen H, Rorth M (1985) Gsplatm in the treatment of
advanced gastric carcinoma: a phase II study. Cancer Treat Rep
69:449-450

Jacobs C, Bertino JR, Goffinet DR, et al. (1978) 24-Hour infu-
sion of cis-platinum in head and neck cancers. Cancer 42:2135-
2140

Hyodo I, Nishina T, Moriwaki T, et al. (2003) A phase I study of S-
1 combined with weekly cisplatin for metastatic gastric cancer in an
outpatient setting. Eur J Cancer 39:2328-2333 -

-101 -



