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Abstract

Purpose  We compared the contrast effect of three doses
of DD-723 in subjects with breast tumors to determine the
recommended dose. We then evaluated differential diag-
nosis results using plain ultrasonography, contrast-
enhanced ultrasonography (plain + enhanced), and con-
trast-enhanced magnetic resonance imaging (MRI) com-
pared to the pathological diagnosis.
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Methods To evaluate the contrast effect, contrast-
enhanced ultrasonic images were independently evaluated in
arandomized sequence by three blinded reviewers trained in
the evaluation method beforehand. Multiple evaluation
results from the three reviewers were used to assess the
overall contrast effect. The differential diagnosis was eval-
uated independently by three blinded reviewers using con-
trast-enhanced ultrasonic images and contrast-enhanced
magnetic resonance images in a randomized sequence;
reviewers were also blinded to subject characteristics. Mul-
tiple evaluation results from the three reviewers were used to
assess the overall differential diagnosis. ’
Results The recommended dose of DD-723 is an inter-
mediate dose of 0.12 pL. MB/kg. Accuracy, sensitivity, and
specificity were improved more in the differential diagno-
sis by contrast-enhanced ultrasonography than in plain
ultrasonography. Accuracy and specificity were better and
sensitivity similar compared to contrast-enhanced MRI.
Conclusions An intermediate dose showed the highest
efficacy in terms of overall contrast effect. Contrast-
enhanced ultrasonography is safe and useful when used in
differential diagnosis.

Keywords Ultrasound contrast medium - Breast tumors -
Phase II clinical study - Sonazoid

Introduction

DD-723 is a contrast medium for ultrasonic diagnosis
produced by Nycomed from Norway (currently GE
Healthcare AS). It is a freeze-dried product for injection
that contains perflubutane, a chemically stable gas, with
egg yolk phosphatidylserine and hydrogen in an internal
capsule. By adding water for injection to this product
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before administration, a suspension of microbubbles with a
mean diameter of 2~3 pm is formed, and a contrast effect
is obtained when ultrasonic waves undergo efficient
‘reflection and dispersion from intravascular microbubbles
after this agent is administered intravenously.

Since this product circulates systemically via the capil-
laries, it can enhance the blood vessels of various organs.
Therefore, it is expected to be useful and has been applied.
clinically for the detection of abnormal venous structures
and mass lesions in the contrast phase.

Since primary liver cancer secondary to viral hepatitis is
common in Japan and the liver is also frequently a site of
metastasis, development was carried out in Japan to eval-
uate the diagnostic capacity of this product for hepatic
mass lesions and its detection of hepatic mass lesions based
on characteristic incorporation by Kupffer cells of the liver
[1]. As a result, this product was approved in October 2006
with “contrast enhancement of hepatic mass lesions during
ultrasonography” as the indication. It has been marketed
since January 2007 under the brand name of Sonazoid® for
Injection.

Since this product provides contrast enhancement of
blood vessels in various other organs as well as the liver, as
described above, the possibility of additional indications
was studied.

In Japan, breast cancer is the most common cancer
among women and about 40,000 new cases occur every
year [2]. This number has been increasing every year and it
is expected to exceed 50,000 women annually by 2020 [3].
The mortality rate is also increasing [4]. In the United
States and Europe, the number of cases is higher than in
Japan, but the mortality rate has tended to decrease in

recént years [5]. This is considered to be due to early.

detection and treatment because of a high breast cancer
screening rate of 60-80% [6]. However, the screening rate
in Japan is currently about 10%, and this low rate presents
a problem [6].

In the diagnosis of breast cancer, inspection and palpa-
tion are performed initially, with mammography and
ultrasonography used for imaging diagnosis.. For differen-
tial diagnosis of benign and malignant lesions and for
assessment of the extent of lesions, " contrast-enhanced
magnetic resonance imaging (MRI) and contrast-enhanced
computed tomography (CT) are used, while the definitive
diagnosis is done by pathological examination (cytodiag-
nosis and histodiagnosis).

Contrast-enhanced MRI and contrast-enhanced CT have
* problems related to lack of convenience and the need for
caution in patients with reduced renal function. Contrast-
enhanced CT is also associated with the problems of
radiation exposure [7] and iodine allergy or shock.

Contrast-enhanced ultrasonography with this product
will be useful for the differential diagnosis of benign and

@ Springer

malignant breast lesions, assessing the extent of infiltration
of lesions, and assessing the response of breast cancer to
treatment. In comparison with contrast-enhanced MRI and
contrast-enhanced CT, contrast-enhanced ultrasonography
has the advantages of excellent spatial, temporal, and
contrast resolution, as well as the ability to observe con-
tinuous real-time images during wash-in and wash-out of
the contrast medium through the tumor vasculature. Since
contrast-enhanced ultrasonography using this product is
simple to perform, it is expected to become a new modality
for the detailed examination of breast cancer.

Therefore, a dose-response study in patients with breast
tumors was planned as a phase II clinical study to confirm
the efficacy of this product for breast tumors and to
investigate the optimum dose.

Subjects and methods
Subjects

The subjects were 86 patients who met all of the inclusion
criteria, did not violate any of the exclusion criteria, and
gave written informed consent of their own free will from
among patients with breast tumors at five hospitals in Japan
between April and December 2009. The study was
approved by the institutional review boards of the hospitals
and was conducted in accordance with Good Clinical
Practice and the Declaration of Helsinki.

The inclusion and exclusion criteria were as follows. As
described in the “inclusion criteria” section, subjects '
confirmed to have untreated masses (lesion of interest) and
expected - to undergo pathological examination were
enrolled inthe study. The benign/malignant nature of the
lesion of interest was identified after performing the path-
ological examination. Therefore, no bias exists in subject
enrollment. Subjects were registered and randomized by
the central registration method.

Inclusion criteria:

1. Patients with untreated masses (lesions of interest)
detected by plain ultrasonography.

2. Patients expected to undergo pathological examination
(cytodiagnosis or histodiagnosis) of the lesion of
interest.

3. Patients aged from 20 to 80 years when giving
consent.

Exclusion criteria:

1. Patients with a history of allergy to eggs or egg
products.
2. Patients with an arteriovenous shunt (right-left) in the

heart or lungs.
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3. Patients with serious heart disease.

Patients with serious lung disease.

5. Patients who were scheduled to undergo gastrointes-
tinal investigations such as barium meal using a
foaming agent or peritoneoscopic examination on the
day of study drug administration.

6. Patients who are currently participating in another
clinical study or who have done so within the past
180 days.

7. Patients who are pregnant, possibly pregnant, or
breast-feeding.

8. Patients who are expected to undergo surgery
between the time consent is obtained and the
pathological examination is completed.

9. Patients who cannot undergo contrast-enhanced MRI
(patients with pacemakers, etc.).

10. Patients who are receiving or are expected to receive
treatments such as chemotherapy or radiation therapy
between the time consent is obtained and the
pathological examination is completed. ‘

11. Patients with local recurrence of the lesion of interest.

12. Patients who are receiving or are expected to undergo
examination using a contrast medium (iodinated
contrast medium, MRI contrast medium, other ultra-
sonic contrast medium, etc.) from 2 days before until
2 days after administration of the study drug.

13. Patients who are expected to undergo pathological
examination up to 2 days after administration of the
study drug.

14, Patients who have previously undergone administra-
tion of DD-723 (Sonazoid® for Injection).

15. Any other patients who are considered to be unsuitable
to participate in this clinical study by the investigator.

s

Methods
Ultrasonic imaging

Plain and contrast-enhanced ultrasonic imaging were per-
formed using ultrasonography equipment with a built-in
harmonic B mode and the images were recorded. Table 1
shows the recommended settings for ultrasonography.

The manufacturer, type of equipment, probe, and set-
tings (mechanical index: MI, frame rate) for ultrasonog-
raphy were recorded. After starting the examination, the
imaging conditions (MI value, frame rate, focus, etc.) were
not changed, as a rule.

For plain ultrasonography, one mass was selected as the
lesion of interest, the probe was set over the center of this
lesion, and images were obtained every 15 s and recorded.
Next, the probe was placed in approximately the same
position as that for plain imaging, and imaging was

Table 1 Recommended settings for ultrasonography equipment

Contrast-enhanced
ultrasonography

Plain
ultrasonography

Before study  After study
drug drug
administration administration

Aplio (Toshiba)/Logiq 7 (GE)/Logiq E9 (GE)/
ProSound 10 (Aloka)

Ultrasonography
equipment
(manufacturer)

Imaging mode Fundamental B Harmonic B mode

mode
Harmonic B
mode
Mechanical Maximum 0.1-04"
index acoustic )
pressure
Focus site Just below lesion
Frame rate - - 5-21 fps

conducted in the harmonic B mode from 15s before
administration of the study drug. Imaging was continued
for 1 min after study drug administration and contrast-
enhanced images were recorded.

Dosage and evaluation method

In subjects with breast tumors, a single dose of 0.024, 0.12,
or 0.36 pL. MB/kg of DD-723 was administered into the
antebrachial vein. For efficacy evaluation, the primary
endpoint was the efficacy rate of the contrast effect
obtained with each dose, and the recommended dose was
investigated from the dose-response relation. Secondary
endpoints included the evaluation of differential diagnostic
capacity. Safety was also evaluated.

The efficacy evaluation was performed by six blinded
reviewers (three each for randomized ultrasonic images
and contrast MRI images).

Before evaluation was performed, a training session was
held and the evaluation committee (using 15 subjects for
training) met to confirm the reliability of the blinded
reviewers in order to standardize evaluation among them
and to ensure the reliability of the results. The images used
for training were excluded from the efficacy analysis.

All patient characteristic information was blinded to the
image reviewers, including age, familial history, findings by
questioning, findings on inspection and palpation, findings
on imaging, and results of pathological examination. The
blinded reviewers separately evaluated the contrast effect on
the images for each subject in randomized sequence.

Each of three blinded US reviewers separately reviewed
the ultrasonography images for all the subjects except for
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the training, and also each of three blinded MRI reviewers
separately reviewed the MRI images for all the subjects
except for the training. When there was a difference in the
evaluation results among the three reviewers, the dominant
result was used.

Contrast-enhanced MRI

Contrast-enhanced ultrasonography and coritrast-enhanced
MRI were performed within 30 days, with at least a 2-day
interval, after the study drug was administered regardless
of sequence.

The imaging condition was 1.5 T or more and the Gd
product was used as the contrast medium. T1-weighted
images, T2-weighted images, diffusion-weighted images,
and dynamic MRI were done.

Pathological diagnosis

After study drug administration, contrast-enhanced ultra-
sonography, and contrast-enhanced MRI had been com-
pleted, cytodiagnosis or histological diagnosis was done for
pathological testing.

Primary endpoint )

Contrast efficacy rate evaluated by blinded reviewers:
Results of multiple evaluations by three blinded

reviewers were used to assess the overall contrast effect as

the primary endpoint. The contrast efficacy rate was cal-

culated from the following expression: a/(a + b + ¢ + d).
Evaluation criteria of contrast effect:

a: There were no artifacts that hindered diagnosis, and
sufficient contrast enhancement of the lesion of interest
and the surrounding blood vessels was obtained.

b: There were no artifacts that hindered diagnosis, but
contrast enhancement of the lesion of interest and the
surrounding blood vessels was insufficient.

. c: Artifacts occurred or tissue enhancement by the

- contrast medium was too strong and it was difficult
to assess the lesion of interest or the surrounding blood
vessels.

d: A contrast effect was not obtained (incorrect imaging
conditions, failure of the ultrasonography equipment,
etc.).

Secondary endpoints

Results of multiple evaluations by three blinded reviewers
were used for the overall differential diagnosis.
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1. Taking the pathological diagnosis as the gold standard,
the differential diagnostic capacity (benign vs. malig-
nant) of plain ultrasonography, contrast-enhanced
ultrasonography (plain + enhanced), and contrast-
enhanced MRI was evaluated in comparison with the
pathological diagnosis.

2. The differential diagnosis (benign vs. malignant) made
by plain ultrasonography, contrast-enhanced ultraso-
nography (plain + enhanced), and contrast-enhanced
MRI was evaluated.

Plain US images were exclusively stored on one DVD,
and both plain and contrast-enhanced US images were
stored on another DVD. The three blinded US reviewers
individually reviewed the two DVDs separately to deter-
mine whether the lesion was benign or malignant. The
three blinded MRI reviewers individually reviewed the
contrast-enhanced MRI images to determine the malignant
versus benign nature of the lesion. The sequence of the
images was randomized for review by the three reviewers.
The three reviewers reviewed the US/MRI images in dif-
ferent sequences.

Main evaluation criteria for differential diagnosis by
contrast-enhanced ultrasonography [8]:

1. Benign

a. No enhancement
b. Homogeneous enhancement
c. Clear vasculature or “tree-like branching” in the

lesion
d. Ring-shaped enhancement of peripheral blood
vessels in the lesion

2. Malignant

a. Heterogeneous enhancement with defect

b. Heterogeneous enhancement without clear defect
c. Linear, curled, meandering, or irregular vascula-
ture in the lesion ‘

d. “Crab-claw”-like enhancement of peripheral
blood vessels in the lesion

e. Multiple vascular enhancements entering linearly
toward the lesion from many directions

f. Pulsation in the lesion

Evaluation criteria for differential diagnosis by contrast-

enhanced MRI:
Assessment of differential diagnosis by the same
methods as in routine diagnosis.

Safety endpoints

The safety endpoints were adverse events, laboratory tests,
and vital signs within 2 days after administration of the

study drug.




J Med Ultrasonics

Results
Efficacy
As shown in Fig. 1, 86 subjects were randomized in this

study, 83 of whom received the study drug (28 in the low
dose group, 28 in the intermediate dose group, and 27 in

the high dose group). The primary endpoint was analyzed -

in 67 patients (23 in the low dose group, 23 in the inter-
mediate dose group, and 21 in the high dose group from the
efficacy analysis set). The secondary endpoints (differential
diagnosis) were analyzed in 66 subjects (22 in the low dose
group, 23 in the intermediate dose group, and 21 in the high
_dose group), after excluding 15 subjects who were used for
the training session and the evaluation committee meeting
(five from each group). Subject demographics are shown in
Table 2.

Primary endpoint

In the efficacy 'analysis set for analysis of the primary
endpoint, the efficacy rate for the overall contrast effect
was 26.1% [6/23, 95% confidence interval (CI) 8.1-44.0]
in the low dose group, 95.7% (22/23, 95% CI 87.3-100.0)
in the intermediate dose group, and 81.0% (17/21, 95% CI
64.2-97.7) in the high dose group (Table 3). The highest
efficacy rate for overall contrast effect was found in the

intermediate dose group, and the maximum response was -

seen at the intermediate dose [Cochrane-Armitage test
using contrast coefficients (—2, 1, 1): P < 0.001].

Failure of visualization of not only the lesion of interest
but also-surrounding tissues has been taken into account for
the calculation of efficacy rate.

From the above findings, the highest efficacy rate for
overall contrast effect was achieved in the intermediate

dose group, and the dose—response profile showed a max-
imal response at the intermediate dose.

Secondary endpoints

Tables 4 and 5 show the accuracy, sensitivity, and speci-
ficity of the differential diagnosis in the efficacy analysis
set. Pathological examination of 66 subjects in the efficacy
analysis set revealed a malignant tumor in 26 cases and a
benign tumor in 40 cases.

The accuracy of the differential diagnosis in the efficacy
analysis set was 90.9% (60/66, 95% CI 84.0-97.8) for con-
trast-enhanced ultrasonography (plain 4 enhanced), 78.8%
(52/66, 95% CI 68.9-88.7) for plain ultrasonography, and
75.8% (50/66, 95% CI 65.4-86.1) for contrast-enhanced
MRI. The difference in accuracy between contrast-enhanced
ultrasonography (plain + enhanced) and plain ultrasonog-
raphy was 12.1% (95% CI 2.3-22.0), while the difference
from contrast-enhanced MRI was 15.2% (95% CI 3.8-26.5).
Significant differences were found among the groups
(McNemar’s test: P = 0.021, 0.012), and the accuracy was
improved by contrast ultrasonography.

The sensitivity of the differential diagnosis was 96.2%
(25726, 95% CI 88.8-100.0) for contrast-enhanced ultra-
sonography (plain + enhanced), 84.6% (22/26, 95% CI
70.7-98.5) for plain ultrasonography, and 96.2% (25/26,
95% CI 88.8~100.0) for contrast-enhanced MRI. The dif-
ference in sensitivity between contrast-enhanced ultraso-
nography (plain + enhanced) and plain ulfrasonography
was 11.5% (95% CI —0.7 to 23.8). No significant differ-
ence was found between the two groups (McNemar’s test:
P = 0.083). The difference in sensitivity between contrast-
enhanced ultrasonography (plain 4 enhanced) and con-
trast-enhanced MRI was 0.0% (95% CI —10.7 to 10.7), so
the sensitivity was the same.

Randomized subjects
86

Low dose group

Intermediate dose group

]
Completely excluded ™ 3
Not administered the study drug 3

Figh dose group

[

Safety analysis set
‘28 28

Safety analysis set

Safety analysis set
27

|{ Training course subjects || Training course subjects™ Ll Training course subjects 2
5 5

Efficacy analysis set”
’ 23

Efficacy analysis set
23

Efficacy analysis set*
21

Fig. 1 Disposition of the subjects. ~"The three patients were with-
drawn from the study before study drug administration because they
asked to leave the study for their own reasons. ““Subjects used for the
training session and the evaluation committee meeting to confirm the

reliability of the blinded reviewers. “One subject was excluded from
analysis of the secondary endpoints of differential diagnosis because
the pathological diagnosis was unclear. “*One subject was excluded
from the efficacy analysis because the subject had no recorded image

@_ Springer
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Table 2 Demographic and other baseline characteristics (efficacy analysis set)

Item No. of subjects Low dose Intermediate High dose All subjects
evaluated group dose group group
23 23 21 67
Age ' <65 18 (78.3) 21 (91.3) 15 (71.4) 54 (80.6)
>65 . 5217 2 (8.7) 6 (28.6) 13 (19.4)
Mean & SD 48.3 + 16.0 512 £ 8.7 54.0 + 132 51.1 4+ 13.0
Median 45.0 50.0 54.0 49.0
Min, max 25,74 34, 69 29, 74 25, 74
Body weight <50 kg 9 (39.1) 6 (26.1) 7 (33.3) 22 (32.8)
>50 kg 14 (60.9) 17 (73.9) 14 (66.7) 45 (67.2)
Mean £ SD 54.27 + 12.60 55.13 £7.30 52.94 4 7.37 54.15 £ 9.38
Median 52.00 54.40 51.20 53.00
: Min, max 38.0, 104.0 40.6, 73.5 38.4, 70.0 38.0, 104.0
Tréatment status Inpatient 0 (0.0) 0 (0.0) 0 (0.0 0 (0.0)
Outpatient 23 (100.0) 23 (100.0) 21 (100.0) 67 (100.0)
Size of the lesion of interest <l cm 9 (39.1) 4 (17.4) 6 (28.6) 19 (28.4)
(long diameter) >1cm 14 (60.9) 19 (82.6) 15 (71.4) 48 (71.6)
Mean % SD 1.27 £0.73 1.52 £+ 0.88 1.36 &£ 0.57 1.38 4+ 0.74
Median 1.10 1.30 1.30 1.20
Min, max 0.3, 34 0.4, 4.2 0.6, 2.6 0.3,4.2
Pathological examination Cytodiagnosis 2 (8.7) 4(17.4) 4 (19.0) 10 (14.9)
Histodiagnosis 21 (91.3) 19 (82.6) 17 (81.0) 57 (85.1)
Both cytodiagnosis and 3(13.0) 1(4.3) 1(4.8) 5 (7.5)
histodiagnosis )
Pathological diagnosis® Malignant 10 (45.5) 7 (30.4) 9 (42.9) 26 (39.4)
Benign 12 (54.5) 16 (69.6) 12 (57.1) 40 (60.6)

? For this subject (low dose group), the pathological specimen was not assessable. This subject was excluded from the differential diagnosis
population for the secondary endpoint

Table 3 Overall contrast effect (efficacy analysis set)

Treatment group a b c d "Total Efficacy rate® [95% Cl} Test®
Low dose 6 (26.1) 17 (73.9) 0 (0.0) 0 (0.0) 23 26.1 [8.1, 44.0] - P <0.001
Intermediate dose 22 (95.7) 1(4.3) 0 (0.0) 0 (0.0 23 95.7 [87.3, 100.0] )
High dose 17 (81.0) 1(4.8) 3 (14.3) 0 (0.0 21 81.0 [64.2, 97.7]

No. of subjects (%)
* Efficacy rate of contrast effect = a/(a + b + ¢ + d)
® Cochrane-Armitage test using contrast coefficients (2, 1, 1)

The specificity of the differential diagnosis was 87.5% (35/  (95% CI —1.7 to 26.7), which was not significant (McNe-
40, 95% CI 77.3-97.7) for contrast-enhanced ultrasonogra-  mar’s test: P = 0.096). The difference in specificity between
phy (plain + enhanced), 75.0% (30/40, 95% CI 61.6-88.4)  contrast-enhanced ultrasonography (plain + enhanced) and
for plain ultrasonography, and 62.5% (25/40, 95% CI  contrast-enhanced MRI was 25.0% (95% CI 8.4-41.6). There
47.5-77.5) for contrast-enhanced MRI. The difference in  was a significant difference between the two groups
specificity between contrast-enhanced ultrasonography — (McNemar's test: P = 0.008), and specificity was greatly
(plain + enhanced) and plain ultrasonography was 12.5%  improved by contrast ultrasonography.
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Although contrast-enhanced ultrasonography -(plain -+
enhanced) showed no significant differences from plain
ultrasonography, the overall differential diagnostic capac-
ity was improved in all dose groups (100% sensitivity in
the intermediate dose group for both examinations). In
comparison with contrast-enhanced MRI, there were no
significant differences from the low and intermediate dose
groups, but the high dose group showed a significant dif-
ference. In all contrast-enhanced ultrasonography groups,
the accuracy and specificity were improved while the
sensitivity remained the same.

The above results indicate that the differential diag-
nostic capacity of contrast-enhanced ultrasonography
(plain + enhanced) is good. In comparison with plain
ultrasonography, the accuracy, sensitivity, and specificity
are all improved, while the accuracy and specificity are
improved and the sensitivity is the same when compared
with contrast-enhanced MRI

Safety

All 83 subjects who received the study drug (28 in the low
dose group, 28 in the intermediate dose group, and 27 in
the high dose group) were included in the safety analysis
set. ' '

Table 4 Overall differential diagnosis: number of subjects with
benign and malignant lesions (efficacy analysis set)

Treatment group All subjects

Pathological examination

Malignant Benign Total

Contrast-enhanced ultrasonography

Malignant 25 5 30

Benign 1 35 36

Total 26 40 66.
Plain ultrasonography

Malignant 22 10 32

Benign 4 30 34

Total 26 40 66
Contrast-enhanced MRI

Malignant 25 15 40

Benign 1 25 26

Total 26 40 66

The overall incidence of adverse events was 6.0% (5/
83). The incidence of adverse events was 7.1% (2/28) in
the low dose group, 3.6% (1/28) in the intermediate dose
group, and 7.4% (2/27) in the high dose group. Adverse
events included headache, diarrhea, and rash in two sub-
jects from the low dose group (headache and rash in the
same subject), injection site pain and malaise in one subject
from the intermediate dose group, and upper abdominal
pain and injection site pain in one subject each from the
high dose group.

The overall incidence of adverse drug reactions was
4.8% (4/83). The incidence was 7.1% (2/28) in the low
dose group, 3.6% (1/28) in the intermediate dose group,
and 3.7% (1/27) in the high dose group. The adverse drug
reactions were diarrhea and rash in one subject each from
the low dose group, and injection site pain in one subject

- each from the intermediate and the high dose groups.

The severity of adverse events was mild in all cases.
Upper abdominal pain was treated, but the other events
recovered without treatment. No serious adverse events
were observed.

Discussion

For evaluation of contrast effect in this study, contrast-
enhanced ultrasonic images were independently evaluated ina
randomized sequence by three blinded reviewers who
received training in the evaluation method beforehand, and the
results of multiple evaluations by the three reviewers were
used to assess the overall contrast effect. The overall contrast
effect in the efficacy analysis set (the primary endpoint) was
26.1% (6/23) in the low dose group, 95.7% (22/23) in the
intermediate dose group, and 81.0% (17/21) in the high dose
group: The highest efficacy rate was found in the intermediate
dose group, and maximum efficacy at an intermediate dose of

© 0.12 pL MB/kg was confirmed [Cochrane—Armitage test

using contrast coefficients (2, 1, 1): P < 0.001].

For assessment of the differential diagnostic capacity,
contrast-enhanced ultrasonic images and contrast-enhanced
MRI images were independently evaluated in a randomized
sequence by three blinded reviewers. The results of mul-
tiple evaluations by the three reviewers were used for
overall evaluation (three blinded reviewers each for the
ultrasonography and MRI evaluations).

Table 5 Overall differential
diagnostic capacity (efficacy
analysis set)

Treatment
group

Overall differential
diagnostic capacity

Contrast-
enhanced MRI

Plain
ultrasonography

Contrast-enhanced
ultrasonography

All subjects Accuracy
Sensitivity

Specificity

75.8 (654, 86.1)
96.2 (88.8, 100.0)
62.5 (47.5, 71.5)

90.9 (84.0, 97.8)
96.2 (88.8, 100.0)
87.5 (77.3,97.7)

78.8 (68.9, 88.7)
84.6 (707, 98.5)
75.0 (61.6, 88.4)

Statistic (%) (95% CI)

@ Springer
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A case of long-term survrval of m astatl desmoplastlc

affects young males Ne fandard therapy is currenﬂy \
for patients with DSRCT and the prognosis remains ex

A 24-year-old male ‘was admitted to our hospital with
complaint-of hematemes:s Computéd tomography revealed a
retrovesical mass with a splenic hilar tumor, multiple lung and
liver tumors and marked lymph node swellings. The source of
hematemesis was gastric varices caused by the compression
of the splenic vein by a splenic hilar tumor. The patient was
provided with a histological diagnosis of DSRCT based on
needle biopsy from the liver tumors and the pelvic mass was
thought to be the primary lesion. This is a long-term survival
case of metastatic DSRCT treated with multimodal therapy
including 15 courses of multiagent chemothcrapy, radiation
therapy for the hepatic portal réglon using 42.5 Gy, and four
instances of therapeutic endoscopy. The prolonged progres-
sion-free survival period (15 months) obtained following
chemotherapy suggests the chemosensmve feature of the
disease. We used a modlﬁed P61 reglmen (cyclophosphamxde
pirarubicin, vincristine, 1fosf e and etoposide) and a modi-
fied PAVEP regimen (cyclophospharﬁxde plrarublcm, etoposide
and cisplatin) to decrease severe adverse events and to improve

the' completion rate of chemotherapy. DSRCT is an aggressive .

but chemo-sensitive disease, and continuous chemotherapy
using an appropriate regimen with p0331ble supportlve care is
essential for long-term survival. This case report may represent
a treatment option for this rare disease.

Correspondence to: Dr Shin'ichi Miyamoto, Department of
Gastroenterology and Hepatology, Graduate School of Medicine,
Kyoto University, 54 Shogom‘Kawaharacho Sakyo-ku, Kyoto
606-8507,-Japan

E-mail: shmiyamo@kuhp.kyoto-u.acjp

Key words: desmoplastic small round cell tumor, multimodal
therapy, P6 regimen, PAVEP regimen

ely"::k : 1
poor. In this stuéy, we report a thought-provoking DSR “Tcase.. - }

includes small~cell carcmoma ‘Merkel cell carcmoma, syno-
vial sarcoma, Ewing's sarcoma/primitive neuroectodermal
tumor, neuroblastoma, lymphoma, rhabdomyosarcoma and
DSRCT (3). No standard therapy is currently available for
patients with DSRCT and the prognosis of DSRCT remains
extremely poor (2). In this study, we report a case of long-
term survival of metastatic DSRCT treated with multimodal
therapy, including multiagent chernotherapy, radiation therapy

and therapeutlc endoscopy -

= ): p
159 38 9x10‘°/d1), C-reactwe protem 01 mg/dl (normal value
<0.2 mg/dl); aspartate ammotransferase, 52 TU/l (normal
range 13-33 IU/l), alanine ammotransferase, 99 TU/I (normal
range 8-42 1U/)); alkaline phosphatase; 588 IU/I (normal range
115-359 1U/1); y-glutamyl transpeptidase, 380 IU/I (normal
range 9-54 TU/1); and total bilirubin, 0.7 mg/dl (normal range

0.3-1.3 mg/dl). Renal function tests wére normal.

Endoscopy showed oozing bleeding from varicose veins
located on the greater curvature of the upper gastric body
(Fig. 14). Spontaneous hemostasis was obtained. Computed
tomography (CT) demonstrated that compression of the
splenic vein by the splenic hilar tumor appeared to cause
the gastric varices (Fig. 1B). CT revealed the presence of a
well-enhanced, bulky and lobulated mass on the pelvic floor
(Fig. 1C) with a splenic hilar tumor, multiple liver and lung.
tumors, and marked lymph node swellings (particularly in



WATANABE et al: A LONG-TERM SURVIVAL CASE REPORT OF DESMOPLASTIC SMALL ROUND CELL TUMOR 31

Figure 1. Endoscopic and radiological findings on admission. Endoscopy showed oozing bleeding from gastric varices (A, arrow shows bleeding point).
Compression of the splenic vein by the splenic hilar tumor appeared to cause the gastric varices (B, arrows). A well-enhanced, bulky and lobulated tumor focated
on the pelvic floor was thought to be the primary lesion (C, arrows). 'F-fluorodeoxyglucose (FDG) positron emission tomography revealed intense EDG uptake
in the same tumors detected using computed tomography (D, a primary lesion, a splenic hilar tumor and multiple liver, lung and lymph node lesions).

Figure 2. Representative pathological features of a needle biopsy specimen from the liver tumor. Hematoxylin and eosin staining showed poorly differentiated
tumor cells with variable size and shape, composed of nests of small round cells and surrounded by a prominent desmoplastic stroma (A, magnification, x100).

Immunohistochemical staining was positive for (B) cytokeratin (magnification, x400), (C) desmin (magnification, x400) and (D) Wilms' tumor 1 protein
(magnification, x400).
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NSE (ng/n"nl)

55 10 15 20 25 30 35
Months after diagnosis

40 43

Figure 3. Clinical course of this case. Serum NSE level correlated well with
clinical response. The patient received (A) nine courses of a modified P6
regimen and (B) six courses of a modified PAVEP regimen. Obstructive
jaundice caused by portal lymphadenopathy was treated successfully
by repeated endoscoplc biliary drainage and radiation therapy (RT) to
the hepatic portal region using 42.5 Gy, at 1.8 Gy per fraction. Massive
hematemesis caused by active bleeding from the varicose vein was treated
successfully by endoscopic hemostasis. The patient succumbed to acute
pulmonary failure caused by progresswe pulmonary metastases 43 months
following dxagnosxs Time-series CT images of pulmonary metastases
are shown in parallel in the upper column (M, mcnths after diagnosis).
Endoscopnc biliary drainage using a plastic stent; endoscoplc biliary
drainage using a metal stent; ="

caused by tumor ingrowth was relieved by inserting a plastic stent into the
prior metal stent. NSE, neuron-specific enolase.

the hepatic pomﬂ region). ¥F-fluorodeoxyglucose positron
emission tomography .showed multiple accumulation of a
glucose analog in the same lesions detected using CT (Fig. 1D).

Aneedle biopsy specimen from the liver tumor revealed the
presence of a poorly differentiated tumor with a variable size
and shape, composed of nests of small round cells surrounded
by a prominent desmoplastic stroma (Fig. 2A). Immunohisto-

chemically, tumor cells coexpréssed an epithelial marker.
(cytokeratin,Fig.2B),a mesenchymal marker (desmin,Fig.2C) -

and the Wilms' tumor 1 protein (Fig. 2D). Chromogranin,
cluster of differentiation antigen (CD)-99 and CD56 were
negative. From these findings, the patient was prov1ded with
a definite diagnosis of pelvic cavity- orlgm DSRCT with
multiple-organ metastases (4,5).
TheclinicalcourseofthiscaseisshowninFig.3.Thepatient
was initially treated with multiagent chemotherapy using
cyclophosphamide, pirarubicin, vincristine, ifosfamide and
etoposide, according to the Ewing's sarcoma protocol, which
is a modified protocol of the P6 regimen using pirarubicin
instead of doxorubicin (modified P6 regimen) (2,6). During
each course of this chemotherapy, the patient suffered from
severe nausea and vomiting. The patient required frequent
blood transfusions and continuous use of granulocyte colony-
stimulating factor due to severe bone marrow suppression.
The multiple pulmonary metastases were almost eradicated
following four courses of the modified P6 regimen and the
patient reached 15 months of progression-free survival after
the application of this modified P6 regimen (Fig. 3). After

enddscopxc hemostasis using metal clips
for the active bleeding from a varicose vein; *"the metal stent obstruction .

Table I. Chemotherapy reglmens reported previously and used
in this case.

Dose Day
P6 (6)

Courses 1,2,3 and 6 /
Cyclophosphamide 2.1 g/m? 12
Doxorubicin 25 mg/m?® 1-3
Vincristine 0.67 mg/m® 1-3

Courses 4,5 and 7
Ifosfamide 1.8 g/m* ¢ 15
Etoposide 100 mg/m* 1-5

PAVEP (7)

Doxorubicin _ 40 mg/m? L

Cyclophosphamide 300 mg/m? 1-3

Etoposide 75 mg/m? 1-3

Cisplatin 100 mg/m? 4

Modified P6

Courses 1,3,5and 7
Cyclophosphamide 2 g/m? 12
Pirarubicin 20 mg/m* 1-3
Vincristine 2 mg/m® 1

Courses 2,4 and 6
Ifosfamide 2.5 g/m? 1-5
Etoposide 100 mg/m* 1-5

Modified PAVEP '

Pirarubicin 4 40 mg/m* 2

Cyclophosphamide 450 mg/m* 12

Etoposide 110 mg/m* 12

Cisplatin 100 mg/m?* 1

Courses started after confirmation that the neutrophil count reached
500/p1 and that the platelet count was >10,000/x1.

the nine courses of treatment, second-line chemotherapy based
on the PAVEP regimen (doxorubicin, cyclophosphamide,
etoposide and cisplatin) (7) was introduced due to disease
progression. To reduce adverse events, we modified the
PAVEP regimen by using pirarubicin instead of doxorubicin
and shortening the period of the regimen from five to two days
(modified PAVEP regimen). The P6, modified P6, PAVEP and
modified PAVEP regimens are shown in Table I.

Obstructive jaundice caused by portal lymphadenopathy
developed 23 months following diagnosis. Endoscopic biliary
drainage using a plastic stent was successfully performed.
However, stent obstruction occurred two months after the initial
placement of the plastic stent. Subsequently, we removed the
stent and inserted a metal stent, which was followed by irradia-
tion of the hepatic portal region using a total dose of 42.5 Gy,
at 1.8 Gy per fraction. The patient had massive hematemesis
37 months following diagnosis caused by the active bleeding
from a known varicose vein and endoscopic hemostasis using



