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YFEE B(EBBICHT A neo-adjuvant therapy DERETIEHR

4, BFMETXRKZED down staging =
B & Ufe neo-adjuvant therapy *

FREZ HTHED BEHE
odAERX  WMEXE BRIX
EERRE MNMEE=Z YHR-—™

(BE) BT ABBOIDARICHBVOTE, t& A EBEREAD
B<EE, HBOLBREOHERDREPILAUBROBREREICL>T
(&, UBFERAECHIMTE B A2 AW EEB0. BE, {E3EFORE
WEEOESICKLY, YBRREERBEICH L down stagingzheE L
7z neo-adjunvant therapy #fTWOEIATREE 2D, (VDKDS con-
versionflif' 2 <|ESNTWD. BFFETEICKT S conversion
therapy [CDOTOFRRBRFTEBVOHEOD, FOLFOX¥ FOLFIRIC
DFEEEEEAFHALICLIA VP LUMSHIREEE DEASHED
R, BRUBREROOLELHIROERE VDR THEEBESNTL
3.

sion therapy & ¥ L, YIBAREERBEORE T O
STEEEE L TGERHESNRTW S, B2, &k
Bafttb WEITETKEEE Stage T 3 LI

il &I
ETREBEOBRICB T, SREERIIIEE

AR CEL2 b o L DN BIGEETH B LIk
W) FTL AL, TRIBEERTA FI4 0]1cB
Wb IR YIBRTTRE T H IUIYI R EIIR AT —i#
WA L LTSN TWABEY, L L, BF- M-
JERE 7% &~ O SRR R, FHEHE O FEHAE -
IEEF~ ORI & D IBBIBRARE 2 B A 113
BEDPTONTELD, LFLIMETE 3 HE
FEsh o,

B, ALFEFRERRFAEEO#ESRIZLY, )
BABEABREOFIZL, TNHDEBEICL ) EE
HEN L, REYIRTTRE L 7 B REG & X5 A B
S LT, 0L ) RIEREE % T4 conver-

Stage I TH DI 05, WEMZBITEHICL
D REIEGFHESFTE 5700, BB ESE
HEBRONMAICHEIFEO N T L. KT
i, ToOL) ZURAREBITETEICN TS
down staging % ® & L 72 neo-adjuvant therapy &
DWW 5

Conversion therapy

Conversion therapy & &, SRYEER SRR
ETREPEO N, BEUBRARELHENT
W KIBEMSIRTTREE 2 1), HEF % FMG
FENEBITT A2 LR S3Y, R TEEFNICH

¥ —7— K : KI§#E, conversion therapy, - FERIGHE, {LFERIHREE

* A neo-adjuvant therapy for locally advanced colorectal cancer aimed for down staging
" T.Ito, K. Okita, T. Nishidate, T. Furuhata (&#d%) (%—4+#), K. Yamashita, Y. Shinomura ($3%) ($—P%, Y. Sato
(FBED) |, J. Kato (#3%) (BIUAAED , K. Hirata (8d%) (E—448L © ALIRER K.
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Rl ETKBRCNT 32 FENBRELHAE L 2 —RAROKE

HERE (4F) fLEBEL VA BEK =3E (%) conversion ERE (%)

NO16966 (2008) © FOLFOX/CapeOX 701 38 6.1
FOLFOX/CapeOX + Bmab 699 38 8.4

CRYSTAL (2009)% FOLFIRI 599 38.7 1.7
FOLFIRI + Cmab 599 46.9* 4.8%

OPUS (2009)* FOLFOX 73 37 4.1
(K-ras wild) FOLFOX + Cmab 61 61" 9.8%
COIN (2011)7 FOLFOX/CapeOX 367 57 13.0
(K-ras wild) FOLFOX/CapeOX + Cmab 362 64 15.0
NORDIC VI (2012)% FLOX 97 46 8.0
(K-ras wild) FLOX + Cmab 97 47 11.0%
PRIME (2010)* FOLFOX 331 48 7.0
(K-ras wild) FOLFOX + Pmab 325 55% 8.3¢

Bmab : bevacizumab, Cmab : cetuximab, Pmab : panitumumab, *»<0.05, ‘ROIE

L L HEE VL OO, [KBEEETA RS
4 ] (010D 12 B W Tk, [YBRAFEEST
FERGIR 5 2L RIENZRR L CUIBR 6
EBRBIEDNHLIELTERINTVAEY, Y
BWAREE 2 BER & LT, IF - iz & o e
HIFERRR, FFERESEELZ COREFIH T
NG, YIBARERBEEDSATANA RIS L D SIBRTT
RE & Zr o 7ot s, WIEARHIE CUGRR U BR T AR & K
ENFMDFAT S NIER S I L, #ERWE
BREPRE SN TWDEY. 2 THBIETK
I, EEEBEZEDL 2V StageT b L LI
Stage I TH 5 00, HEIKREZIT) LIS
FOREBEOTEENEELEEZONDL 20,
conversion therapy ~DO#1T% 5% 2 /2 & ) R
B BBRMAAIC LD down staging 20 E§ &
EEZLND.

I fbEmE

RREBICBWTHFRAENRENTEY, 2D
B L L CENTHRATREZ —KEEE LT
DALFEEEL ¥ A v id, FOLFOX * bevacizu-
mab, CapeOX = bevacizumab, FOLFIRI =
bevacizumab, 5-FU + Heucovorin (LV) * beva-
cizumab B L U K-ras AR TH NI FOLFOX
+ cetuximab/panitumumab, FOLFIRI = cetuxi-
mab/panitumumab, & 5|ZHEEHICHENS S
BE21E tegafur/uracil (UFT) + LV 2:#R$ 5
ZENMTEL, LA L, conversion therapy %

¥ L7z neo-adjuvant therapy (b - & b@L 721
TAIDOWTUE, B ENTWS EFVnR v
DOPBIRTH 5. FICRITEITIEIIN T con-
version therapy (22W T, FFERICHHT 5 %1
WHAFER RIS Z L, WEZERIRE L
BRENLNDATHS. Conversion therapy # & &
T AT, EELMENLURETEEL 32 BIE
WZh%olz, LOVEHEOF, 285152
LEERBROEENL VLI AV EBRRT L0
WEFE L, S TFEMNEEIETH 5 bevacizumab
&, cetuximab, panitumumab i, #NZFNEEHF
DEBEAND EREHEVDRENTEY (KD,
HFHEZZEBTNETHL. INRSHTFEEREE
&, oxaliplatin, irinotecan & FAV:7zL T X Y DFHE
AE LRI DV T4 DEERABEI T CW»
5.

BEAT#ERY Ti, oxaliplatin, irinotecan|Z
bevacizumab % ##H L, conversion ERRZBEAZ 1
FN104 %, 80% LFHEL T5B. CRYSTAL
HER Tld, FOLFIRIIC cetuximab % HFH L, &
BE - EREATNM - 24 F0ROA L 6T,
conversion ZEKE b cetuximab FHABE TRIFT
Holz. B KrasBHERFUIBWT, HERE
8 %1220 % LA L OREER /NS LN -E AT,
FOLFIRIEfT45 %, FOLFIRI + cetuximab T
64 % & =% 3%, cetuximab O FEEEE /AR
MWRBENDEERE R o7 K-rasTFERO R
PEIFER B LT FOLFOX & 4 ik FOLFIRI

4 # Vol.74 No.9 (2012-9) 933

Presents by Nankodo Co., Ltd. @h—m

— 763 —



b. 1bZ&EZE%. mFOLFOX6 + cetuximab %
43— A (BHEM) EIT L& ZAEEDER
LN e R, BEARESHEN T BITL, RO

a. kA, BEE - FEREBLUE
BERE (RHE) PEDIYIBRTEEE M S h
TWwWh, B, AWBERIAEDLV (EBE

71 x 54 mm, CEA{E60.4).

CIBSER TECw b (EHEE4 x4l mm,
CEAE9.1).
1. fEfl. mFOLFOX6 + cetuximab TEREAENIES W -BiETEREOBEIE CT

®2. BEBREICHT 2METMCERSIREEDRE

HRAE T 3HmEE (F) | fLEREL UV TR BEH pCR (%)
RTOG0012 (2006) * 5-FU + CPT-11 1.8 Gy, 28~ 30Fr 53 26
EXPERT (2006) ** CapeOX 1.8Gy, 30Fr 70 24
CALGBS89901 (2006) " 5-FU+ OX 1.8Gy, 28Fr 32 25
Crane CH (2010) ¥ CapeOX + Bmab 1.8 Gy, 28Fr 25 32
EXPERT-C (2012)*® CapeOX + Cmab 145Gy, 25Fr /54Gy, 3Fr 46 16

Bmab : bevacizumab, Cmab : cetuximab, pCR : MM T ERLR

IZ cetuximab % ff F L 7z CELIM & B&'Y T i,
FOLFOX it H#TE#FE L conversion EMZE(IZ
BWT, AEZELRVLDOETFRERTH-
7z. —74, panitumumab (2B L Tid conversion
therapy I3 § 2 HEFI A2, SHOMEL
Bz,

ZeEMOB AN 5L, bevacizumab |21 oxalip-
latin i & 2 HEEOHHIRITRIE S NS —
7T, BMEGRGEBL S I, Rk & oRITERD
HY, MESGIEICEERILETH S, Cetuxi-
mab [ L FAIC T O 0B8N 2L, /2
MERBE T COWHBMPENE SN (K1), K-ras
BPAERIGIIN L CIEAZEREREE2 5. Db%
BETETRKBIECERAT 5 &, KrasBAEREF T
HIULFOLFOX & L € {& FOLFIRIIZ cetuximah

DB, KrasBREF THNiE FOLFOX &
bevacizumab DA% conversion # H &9 9 2. T
FELEZ LN,

. {EARaiRms

ETEERE I LT, ARIETIE total mesorec-
tal excision (TME) + I 5Z0& 2 & Y BIF7% BT
FIHDE SN TV B0, WK T EE O 2
b DTSR FE D neo-adjuvant therapy &
L CRERERER SN, FEORBREIES
NTWBYW, il TSRS & gtk &
ORI LY, S OB RIBEREIHRE SN
TBY (K2, hixBMETEREBCHT 5
conversion therapy IS H T 5E 24 H 5.
EXPERT-CEY T, XELOX + Wi &%

934 st # Vol.74 No.9 (2012-9)
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(RT) 12 cetuximab OPFHIC & 5 RREFRL IR 671, 2000
# &, %43 XELOX, XELOX + cetuximab, 7 Maughan TS, Adams RA, Smith CG et al | Addi
) tion of cetuximab to oxaliplatin-based first-line
XELOX + RT, XELOX + cetuximab + RT ## combination chemotherapy for treatment of
FINT50 %, 70%, 72%, 89 % & cetuximab + advanced colorectal cancer : results of the ran-
RTHRBETRE -7 — T, BAIERHRD Jomised Dhase 9 MRC COIN trial. Lancet 377
BB ERRIEIC LY, eSS0 FRNRE ¢ % 8) Tveit KM, Guren T, Glimelius B et al : Phase I
JELRTWI EDRFEMRD ) 2 TIEBRESINEDS, trial of cetuximab with continuous or intermittent
Bkl gt gk o HEAT R | A Y YN fluorouracil, leucovorin, and oxaliplatin (nordic
f\E%Wiﬁ%{% ﬁmg FHIZ Db 67, i’z (e FLOX) versus FLOX alone in first-line treatment
PHEDRERIZELRORP 22T IHELH of metastatic colorectal cancer ; the NORDIC-VI
50 LStk ESHEREOFEIZ L B conversion study. J Clin Oncol 30 : 1755-1762, 2012
EREE ERA BB L O A IO 9) Dgulllard JY, Sler}a S, Cas§1dy J et al : RaTxdo—
s - . N mized, phase I trial of panitumumab with infu-
WTRRF SN EBE oS sional fluorouracil, leucovorin, and oxaliplatin
B (FOLFOX4) versus FOLFOX4 alone as first-line
b treatment in patients with previously untreated
a o . . metastatic colorectal cancer : the PRIME study. J
jcﬁﬁ'};:% b:ﬁﬂ_% 'ﬂﬁiﬁ‘{f@ﬁyﬁﬁffﬁg(%@%%ﬁci Chn OHCO[ 28 : 4697.-47051 2010
HEFLL, Ehlcans B rladhberl 10) Van Cutsem E, Rivera F, Berry S et al : Safety
: Sy gE - d efficacy of first-line bevacizumab with
. EEIRAREY BT an
conversion ‘therapy & Jj_ rf_xﬁ“ffﬁﬂﬁib FOLFOX, XELOX, FOLFIRI and fluoropyrimi-
WEREOTEMEZ & 726 L. SRR ET KBS dines in metastatic colorectal cancer ; the BEAT
\Z®9 A conversion therapy (&, BRI DERR study. Ann Oncol 20 : 1842-1847, 2009
TEIUDEBER A bV, L EFEEOR 11) Folprecht G, Gruenberger T, Bechstein WO‘e.t al :
. S, R Tumour response and secondary resectability of
LICHFSTAWREIRIEZE NS, LrL, L0 colorectal liver metastases following neoadjuvant
LA BRRIZEDI DGR LI AVHPET Lo chemotherapy with cetuximab ; the CELIM ran-
Foo Bl SRR TS, X510 g(()){r(;lsed phase 2 trial. Lancet Oncol 11 : 38-47,
AE LR RO 5 S, 12) Sughara K, Kobayashi H, Kato T et al : Indication
and benefit of pelvic sidewall dissection for rectal
. . Dis Colon Rectum 49 : 1663-1672, 2006
® 6 ¢ i ¢ & ¢ cancer ’
. oA (G - ML e e+ e o o 13) Glimelius B, Pahlman L, Cervantes A et al : Rectal
D RESEITLS () - KB EA A 57 14 Y cancer : ESMO Clinical Practice Guidelines for
., 20104FHR, @FHAR, 3, 2010 diagnosis, treatment and follow-up. Ann Oncol 21
2) Power DG, Kemeny NE : Chemotherapy for the [Suppl 5] : v82-v86, 2010
conversion of unresectable colorectal cancer liver 14) Yano H, Moran BJ : The incidence of lateral pelvic
metastases to resection. Crit Rev Oncol Hematol side-wall nodal involvement in low rectal cancer
79+ 251-264, 2011 may be similar in Japan and the West. Br J Surg
3) Adam R, Delvart V, Pascal G et al : Rescue sur- 95 : 33-49, 2008
gery for unresectable colorectal liver metastases 15) Mohiuddin M, Winter K, Mitchell E et al : Rando-
downstaged by chemotherapy ; a model to predict mized phase I study of neoadjuvant combined-
long-term survival. Anr% Surg 2'40 + 644-657, 2004 ) modality chemoradiation for distal rectal cancer ;
4) Saltz LB, Clarke S, Diaz-Rubio E et al : Bevaci- Radiation Therapy Oncology Group Trial 0012. ]
zumab in combination with oxaliplatin-based che- Clin Oncol 24 : 650-655, 2006
motherapy as first-line therapy in metastatic colo- 16) Chau I, Brown G, Cunningham D et al : Neo-
rectal cancer ; a randomized phase IIl study. J Clin adjuvant capecitabine and oxaliplatin followed by
Oncol 26 - 2013—29_19' 2008 ) ) synchronous chemoradiation and total mesorectal
5) Van Cutsem E, Kohne CH, H'lt.re E et al : Cetuxi- excision in magnetic resonance imaging-defined
mab and chemotherapy as initial treatment for poor-risk rectal cancer. ] Clin Oncol 24 : 668-674.
metastatic colorectal cancer. N Engl ] Med 360 : 2006
1408-1417, 2009 ‘ 17) Ryan DP, Niedzwiecki D, Hollis D et al : Phase I
6) Bokemeyeli C Bondaljenko L Ma}{hso.n A.Et al: /Tl study of preoperative oxaliplatin, fluorouracil,
Fluorouracil, leucovorin, and oxaliplatin with and and external-beam radiation therapy in patients
without cetuximab in the first-line treatment of with locally advanced rectal cancer : Cancer and
metastatic colorectal cancer. J Clin Oncol 27 : 663~ Leukemia Group B 89901. J Clin Oncol 24 : 2557-
4 ® Vol.74 No.9 (2012-9) 935
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18)

19)

2562, 2006

Crane CH, Eng C, Feig BW et al : Phase II trial of
neoadjuvant bevacizumab, capecitabine, and radio-
therapy for locally advanced rectal cancer. Int J
Radiat Oncol Biol Phys 76 : 824-830, 2010
Dewdney A, Cunningham D, Tabernero ] et al :
Multicenter randomized phase II clinical trial com-
paring neoadjuvant oxaliplatin, capecitabine, and
preoperative radiotherapy with or without cetuxi-

20)

mab followed by total mesorectal excision in
patients with high-risk rectal cancer (EXPERT-
C) . J Clin Oncol 30 : 1620-1627, 2012

Park JH, Yoon SM, Yu CS et al : Randomized
phase 3 trial comparing preoperative and postope-
rative chemoradiotherapy with capecitabine for
locally advanced rectal cancer. Cancer 117 : 3703~
3712, 2011
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A B S T R A ck T

Purpose
The present phase lll study was designed to investigate the noninferiority of S-1 alone and

superiority of gemcitabine plus S-1 compared with gemcitabine alone with respect to over-
all survival.

Patients and Methods ‘ )
The participants were chemotherapy-naive patients with locally advanced or metastatic pancreatic

cancer. Patients were randomly assigned to receive only gemcitabine (1,000 mg/m? on days 1, 8,
and 15 of a 28-day cycle), only S-1 (80, 100, or 120 mg/d according to body-surface area on days
1 through 28 of a 42-day cycle), or gemcitabine plus S-1 (gemcitabine 1,000 mg/m? on days 1 and
8 plus S-1 60, 80, or 100 mg/d according to body-surface area on days 1 through 14 of a
21-day cycle).

Results

In the total of 834 enrolled patients, median overall survival was 8.8 months in the gemcitabine
group, 9.7 months in the S-1 group, and 10.1 months in the gemcitabine plus S-1 group. The
noninferiority of S-1 to gemcitabine was demonstrated (hazard ratio, 0.96; 97.5% Cl, 0.78 t0 1.18;
P <.001 for noninferiority), whereas the superiority of gemcitabine plus S-1 was not (hazard ratio,
0.88; 97.6% ClI, 0.71 to 1.08; P = .15). All treatments were generally well tolerated, although
hematologic and Gl toxicities were more severe in the gemcitabine plus S-1 group than in the
gemcitabine group.

Conclusion

Monotherapy with S-1 demonstrated noninferiority to gemcitabine in overall survival with good
tolerability and presents a convenient oral alternative for locally advanced and metastatic
pancreatic cancer.

J Clin Oncol 31. © 2013 by American Society of Clinical Oncology

Pancreatic cancer (PC) is currently the eighth lead-
ing cause of cancer-related mortality worldwide,
with an estimated 266,000 deaths in 2008." Gem-
citabine became the standard treatment for ad-
vanced PC, improving overall survival (OS)
compared with fluorouracil.? Although various
gemcitabine-based combination regimens have
been evaluated, only erlotinib added to gemcit-
abine showed a survival benefit over gemcitabine,
and that was marginal.?

; Fluorouracil/leucovorin plus irinotecan plus
=
29

oxaliplatin (FOLFIRINOX), a gemcitabine-free com-
bination regimen, has recently demonstrated a clear
survival benefit compared with gemcitabine for pa-
tients with metastatic PC who have a performance sta-
tus of 0 to 1.* However, because FOLFIRINOX is
associated with significant toxicity, this regimen
must be limited to patients with good performance
status and requires close monitoring.

In Japan, clinical trials of S-1 (TS-1; Taiho
Pharmaceutical, Tokyo, Japan) have been con-
ducted since the early 2000s for patients with PC. S-1

®© 2013 by American Society of Clinical Oncology 1
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is an oral fluoropyrimidine derivative shown to be effective for gastric
and various other types of cancers.%” Phase Il studies of S- 1 as first-line
therapy for metastatic PC resulted in good response rates of 21.1% to
37.5%.%° Consequently, S-1 was approved for the indication of PC in
Japan in 2006. Development of gemcitabine plus S-1 (GS) studies have
also been initiated, mainly in Japan, and two phase II studies reported
high response rates of 44.4% to 48.5% and good median OS of 10.1 to
12.5 months.'®!!

Because S-1 and GS have shown promising activity in PC, the
present randomized phase III study (GEST [Gemcitabine and S-1
Trial] study) was designed to evaluate whether S-1 alone is noninferior
to gemcitabine and whether GS is superior to gemcitabine alone for
locally advanced and metastatic PC with respect to OS.

Study Design

This randomized phase III study, sponsored by Taiho Pharmaceutical in
Japan and TTY Biopharm in Taiwan, was conducted as a postmarketing study
in Japan and as a registration study in Taiwan and was in compliance with the
Declaration of Helsinki. Data were collected by a contract research organiza-
tion contracted by the sponsors and were analyzed by a bio-statistician (Y.O.).
An independent data and safety monitoring committee reviewed efficacy and
safety data. The study was approved by the ethics committee or institutional
review board of each participating center.

Patients

All patients provided written informed consent. Enrollment criteria were
locally advanced or metastatic PC, histologically or cytologically proven diag-
nosis of adenocarcinoma or adenosquamous carcinoma, no prior chemother-
apy or radiotherapy for PC, age of more than 20 years (the protocol was
amended to restrict the eligible age to < 80 years after four of the first eight
patients who were = 80 years experienced serious adverse events), an Fastern
Cooperative Oncology Group performance status score of 0 to 1, and adequate
organ functions (see Appendix, online only).

Treatment
Random assignment was performed centrally with stratification by ex-
tent of disease (locally advanced disease v metastatic disease) and institution

using the minimization method. Patients allocated to gemcitabine alone re-
ceived gemcitabine at a dose of 1,000 mg/m? intravenously over 30 minutes on
days 1, 8, and 15 of a 28-day cycle. Patients allocated to S-1 alone received S-1
orally twice daily at a dose according to the body-surface area (BSA) (< 1.25
m?, 80 mg/d; = 1.25 to < 1.5 m%, 100 mg/d; = 1.5 m?, 120 mg/d) on days 1
through 28 of a 42-day cycle. Patients allocated to GS received gemcitabine at
a dose of 1,000 mg/m® on days 1 and 8 plus S-1 orally twice daily at a dose
according to the BSA (< 1.25 m? 60 mg/d; = 1.25to < 1.5 m?, 80 mg/d; = 1.5
m?, 100 mg/d) on days 1 through 14 of a 21-day cycle, The dose levels of S-1
used in the GS group were based on the results of a previous phase II study of
GS, in which 1,000 mg/m” of gemcitabine was combined with 120 mg/d, 100
mg/d, and 80 mg/d of S-1. In that study, the rate of treatment withdrawal due
to adverse events was 41% (22 of 54 patients), the rate of grade 3 or worse
neutropenia was 80%, and the dose was reduced in 56% of the patients (30 of
54 patients).'' Consequently, 20 mg/d lower doses of S-1 than those used in the
S-1 monotherapy group were used in the GS group in the present study.

In the event of predefined toxic events, protocol-specified treatment
modifications were permitted (see Appendix).

Assessments

Physical examinations, CBCs, and biochemistry tests were usually
checked at 2-week intervals in the S-1 group and at each time of administration
of gemcitabine both in the gemcitabine group and in the GS group. All adverse
events were assessed according to the Common Terminology Criteria for
Adverse Events, version 3.0. Computed tomography or magnetic resonance
imaging was performed every 6 weeks until disease progression, and response
wasassessed by the investigators according to the Response Evaluation Criteria
in Solid Tumors (RECIST), version 1.0.'> Quality of life was assessed using the
FuroQol 5 Dimension questionnaire'® at baseline and 6, 12, 24, 48, and 72
weeks after the study treatment had begun.

Statistical Analysis

The primary end point was OS, defined as time from date of random
assignment to date of death from any cause. Secondary end points were
progression-free survival (PFS), objective response rate, safety, and quality of
life. PFS was counted from the date of random assignment to the date of death
without progression or of progression as confirmed by the investigator’s as-
sessment. The median OS was assumed to be 7.5 months in the gemcitabine
group, 8.0 months in the S-1 group, and 10.5 months in the GS group. To
maintain a one-sided significance level of .025 for the entire study while testing
two hypotheses (ie, noninferiority and superiority), the one-sided significance

Assugned to recenve. .

gemcitabine
. Adverse events |
.. before treatme

or safety
response

For respo e
For quahty of

Assignied to receive GS

i Withdrew conseht 5’
i ‘Dlsease pro
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Forsafety
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~ For quality of life

Exc!uded from the

Fig 1. CONSORT diagram. GS, gemcit-
abine plus S-1.

treatment

progresslon free
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level for each comparison was set at .0125. The statistical considerations are
detailed in the Appendix.

The superiority of GS was evaluated by the stratified log-rank test. To
assess the noninferiority of S- 1, we used the Cox proportional hazards model
to calculate two-sided, 97.5% CIs of the hazard ratio (HR). The noninferiority
margin of S-1 was set at 1.33; that is, the null hypothesis was that the median
OS with S-1 would be approximately 2 months shorter than with gemcitabine.
We decided this setting was justified considering the convenience of S-1 and
because there are few effective drugs for the disease. Furthermore, to interpret
the obtained data, the Bayesian analysis of the log HR on the basis of the
noninformative prior distribution was preplanned. Posterior probability with
log HR within a stricter threshold (log 1.15) was also calculated.™*

In each assigned group, the time-to-event distribution was estimated
with the Kaplan-Meier method. The 95% CI of the median survival time was
calculated by the method of Brookmeyer and Crowly." In addition, the
Greenwood formula'® was used to calculate the 95% CI for survival rates. In
subgroup analyses, interaction tests were performed to assess the homogeneity
of the effect of treatment on OS.

The primary end point was analyzed for the full analysis set. All P value
evaluations were two-tailed. Data analyses were done with SAS, version 9.1.3
(SAS Institute, Cary, NC).

Patients

Between July 2007 and October 2009, a total of 834 patients were
enrolled from 75 institutions in Japan and Taiwan (768 in Japan and
66 in Taiwan). Two patients in the GS group were excluded from the
study because enrollment was conducted before obtaining written
informed consent. The remaining 832 patients were included in the
full analysis set and used to calculate OS and PFS (Fig 1). The three
treatment groups were well balanced with respect to demographic and
baseline characteristics (Table 1).

Study Treatment

The median duration of treatment was 2.6 months in the gem-
citabine group, 2.6 months in the S-1 group, and 4.3 months in the GS
group. The main reasons for treatment discontinuation were either
disease progression (202 patients [72.9%] in the gemcitabine group,

Table 1. Demographics and Baseline Characteristics of Patients (full-analysis set population)
Gemcitabine S-1 GS Total
(n = 277) (n = 280) (n = 275) (N = 832)
Characteristic No. % No. % No. % No. %
Sex
Male 170 61.4 170 60.7 158 57.56 498 59.9
Female - 107 38.6 110 ..393 117 425 334 40.1
Age, years
< 65 134 48.4 145 51.8 137 49.8 416 50.0
= 65 143 51.6 135 482 138 50.2 416 50.0
ECOG'PS ;
0 : 181 65.3 178 63.6 172 62.5 531 63.8
1 96 34.7 102 364 103 375 301 36.2
Extent of disease
Locally advanced 66 23.8 68 243 68 24.7 202 24.3
Metastatic 211 76.2 212 75.7 207 75.3 630 75.7
Type of tumor s : i :
Adenocarcinoma 272 98.2 276 98.6 272 98.9 820 98.6
Adenosquamous carcinoma B 1.8 4 14 3 1 12 14
Pancreas excision
No 254 91.7 264 94.3 248 90.2 766 92.1
Yes 23 8.3 16 5.7 27 9.8 66 7.9
Tumor location”® : ) 3 : :
Head - 122 44.0 110 $39.3 ‘ 116 422 348 41.8
Body o 88 318 124 443 102 37.1 314 37.7
- Tail : 68 245 55 19.6 66 24.0 189 22.7
Biliary drainage
No 202 72.9 217 77.5 209 76.0 628 75.5
Yes 75 27.1 63 225 66 24.0 204 24.5
CEA, ngimL ) . . ‘ . : . -
Median BT 56 : 5.9 57
IQR 3.0-20.1 '2‘5-1 8.4 2.520.7 2.6-19.5
CA19-9, U/mL
Median 1,044 726 441 712
IQR 52-5,002 64-5,000 45-5,090 55-5,002
CRP, mg/dL o S e
~ Median 040 ; 0580 0.40 5043
IOR 011138 018157 0.15-1.60 015157
Abbreviations: CA19-9, carbohydrate antigen 19-9; CEA, carcinoembryonic antigen; CRP, C-reactive protein; ECOG PS, Eastern Cooperative Oncology Group
performance status; GS, gemcitabine plus S-1; IQR, interquartile range.
*Including patients with tumors involving multiple sites.

www.jco.org
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215 [76.8%] in the S-1 group, and 162 [58.9%] in the GS group) or
adverse events (40 patients [14.4%] in the gemcitabine group, 38
[13.6%] in the S-1 group, and 76 [27.6%)] in the GS group). The
median relative dose-intensity was 83.0% in the gemcitabine group,
96.1% in the S-1 group, and 83.3% for gemcitabine and 87.4% for S-1
in the GS group.

Survival

The median duration of follow-up for surviving patients was 18.4
months (range, 0.3 to 36.9 months) as of July 31, 2010. The analysis of
OS was based on 710 deaths (85.3%) among the 832 patients. The
median OS was 8.8 months (95% CI, 8.0 to 9.7) in the gemcitabine
group, 9.7 months (95% CI, 7.6 to 10.8) in the S-1 group, and 10.1
months (95% CI, 9.0 to 11.2) in the GS group (Fig 2A). OS rates at 12
and 24 months were respectively 35.4% and 9.2% in the gemcitabine
group, 38.7% and 12.7% in the S-1 group, and 40.7% and 14.5% in the
GS group. The noninferiority of S-1 to gemcitabine with respect to OS
was demonstrated (HR, 0.96; 97.5% CI, 0.78 to 1.18; P < .001 for

A
1.0 S-1 v Gemcitabine: Hazard ratio, 0.96 (97.5% Cl, 0.78 to 1.18)
P <.001 for noninferiority
GS v Gemcitabine: Hazard ratio, 0.88 (97.5% Cl, 0.71 to 1.08)
— 0.8 1 P =15 for superiority
S
==
.S 06- -
= == Gemcitabine
o == §-1
-
© 2 04 -G8
v Q.
g
o
0.2+
T T T T T T
o] 6 12 18 24 30 36
Time (months)
No. at risk
Gemcitabine 277 184 97 41 12 3 0
S-1 280 186 104 45 18 5 1
GS 275 209 108 42 19 3 0
B
1.0 4 S-1 v Gemcitabine: Hazard ratio, 1.09 (97.5% Cl, 0.90 to 1.33)
| P =02 for noninferiority
i GS v Gemcitabine: Hazard ratio, 0.66 (97.5% Cl, 0.54 to 0.81)
084 P <001 for superiority

== Gemcitabine

Progression-Free Survival
(proportion)

= G-
== GS
T T T T s T T
0 6 12 18 24 30 36
Time (months)
No. at risk
Gemcitabine 277 82 25 10 3 0 0
S-1 280 73 19 6 3 2 1
GS 275 130 55 21 3 0 0

Fig 2. Kaplan-Meier estimates of (A) overall survival and (B) progression-free
survival according to treatment group. GS, gemcitabine plus S-1.

@© 2013 by American Scciety of Clinical Oncology

noninferiority). The Bayesian posterior probability that the HR of S-1
relative to gemcitabine would be less than 1.15 was calculated to be
98% on the basis of the noninformative prior distribution. However,
GS failed to improve OS at a statistically significant level as compared
with gemcitabine (HR, 0.88; 97.5% CI, 0.71 to 1.08; P = .15).

The analysis of PFS was based on 793 events (95.3%) among the
832 patients. The median PES was 4.1 months (95% CI, 3.0 to 4.4) in
the gemcitabine group, 3.8 months (95% CI, 2.9 to 4.2) in the S-1
group, and 5.7 months (95% CI, 5.4 to 6.7) in the GS group (Fig 2B).
PFS rates at 6 and 12 months were respectively 29.8% and 9.1% in the
gemcitabine group, 26.9% and 7.2% in the S-1 group, and 47.9% and
20.3% in the GS group. S-1 was shown to be noninferior to gemcit-
abine with respect to PFS (HR, 1.09; 97.5% CI, 0.90 to 1.33; P = .02 for
noninferiority), and GS significantly improved PES compared with
gemcitabine (HR, 0.66; 97.5% CI, 0.54 to 0.81; P < .001).

Subgroup analyses of survival according to pretreatment charac-
teristics showed no significant interaction between S-1 and gemcit-
abine in any subgroup (Fig 3A). However, GS showed a favorable HR
compared with gemcitabine in the subsets of patients with locally
advanced disease or patients with a performance status of 1 (Fig 3B).

Response to Therapy

The objective response rate was 13.3% (95% CI, 9.3 to 18.2) in
the gemcitabine group, 21.0% (95% CI, 16.1 to 26.6) in the S-1 group,
and 29.3% (95% ClI, 23.7 to 35.5) in the GS group (Table 2). The
objective response rate was significantly higher in the S-1 group
(P = .02) and in the GS group (P < .001) than in the gemcit-
abine group.

Second-Line Chemotherapy

Second-line chemotherapy was performed in 184 patients
(66.4%) in the gemcitabine group, 185 (66.1%) in the S-1 group, and
172 (62.5%) in the GS group. In the gemcitabine group, 140 patients
(50.5%) received S-1 alone or S-1-based regimens, and in the S-1
group 162 (57.9%) received gemcitabine alone or gemcitabine-based
regimens as second-line chemotherapy. The most common second-
line regimens in the GS group were gemcitabine alone (61 patients),
GS (53 patients), S-1 alone (24 patients), irinotecan (six patients), and
fluorouracil/leucovorin plus oxaliplatin (four patients). In Japan and
Taiwan, the use of treatments such as erlotinib, oxaliplatin, and irino-
tecan for PC was not approved at the time of this study; hence
gemcitabine, S-1, or both were used in most patients as second-
line chemotherapy.

Adverse Events and Quality-Adjusted Life-Years

The major grade 3 or worse adverse events are listed in Table 3.
Patients in the gemcitabine group had significantly higher incidences
of grade 3 or worse leukopenia, neutropenia, thrombocytopenia, ele-
vated AST levels, and elevated ALT levels as compared with patients in
the S-1 group. However, the incidence of grade 3 or worse diarrhea
was higher in the S-1 group than in the gemcitabine group. Patients in
the GS group had significantly higher incidences of grade 3 or worse
leukopenia, neutropenia, thrombocytopenia, rash, diarrhea, vomit-
ing, and stomatitis than patients in the gemcitabine group.

There were three deaths considered possibly related to the proto-
col treatment (interstitial lung disease, sepsis, and acute hepatitis B) in
the gemcitabine group, one in the S-1 group (unknown cause), and
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No. of P
Subgroup Patients HR 95% Cl Interaction
All patients 557 |—<§—| 0.96 0.80to 1.15
Sex H .63
Male 340 —&— 0.98 0.78t0 1.23
Female 217 —&— 0.90 0.68to 1.21
Age E .69
< 65 279 P—r— 0.92 0.71t0 1.19
265 278 —— 099  077t01.28
Extent of disease E 54
Locally advanced 134 Pt 0.84 0.57 to 1.22
Metastatic 423 b 1.00 0.821t01.23
ECOG PS , .82
0 359 —a— 0.93 0.74t0 1.17
1 198 —&—— 098  073t0131
Biliary drainage E .87
No 419 I—-—@I—-‘l 0.96 0.78t0 1.18
Yes 138 Pt 0.94 0.66 to 1.34 )
T T : T T Fig 3. Forest plots of treatment effects
0 0.5 1.0 15 2.0 on overall survival in subgroup analyses.
Forest plots show effects on overall sur-
S-1 Better Gemcitabine Better vival of patients in each subgroup. (A)
S-1; (B) gemcitabine plus S-1 (GS). Each
B blue circle shows the treatment re-
No. of P sponse. ECOG PS, Eastern Cooperative
Subgroup Patients HR 95% Cl Interaction Oncology Group performance status;
T HR, hazard ratio.
All patients 552 —a—H 0.88 0.73t0 1.05
Sex i .75
Male 328 e 0.88 0.70to 1.11
Female 224 I—@—i—i 0.83 0.62to 1.10
Age i .80
<65 271 P—-@-—:—( 0.83 0.64to 1.08
> 65 281 l——%—j——l 0.88 0.681t0 1.13
Extent of disease E .20
Locally advanced 134 & 0.67 0.46 to 0.99
Metastatic 418 &+ 0.93 0.76 to 1.15
ECOG PS i .10
0 353 F—r— 0.94 0.75t0 1.18
1 199 —&— ' 0.69 0.51 t0 0.92
Biliary drainage i .85
No 411 =8 0.86 0.69 to 1.06
Yes 141 P 0.87 0.62to 1.24
T T : T T
0 0.5 1.0 1.5 2.0
GS Better Gemcitabine Better

four in the GS group (unknown cause associated with myelosuppres-
sion, cerebral infarction, cerebrovascular disorder, and interstitial
lung disease). The results of quality-adjusted life-years (QALYs) are in
the Appendix and the details of quality-of-life assessments will be
reported elsewhere.

RS
The overall and PFS curves in the S-1 group were nearly identical to
those in the gemcitabine group, confirming the noninferiority of S-1

www.jco.org

to gemcitabine in terms of OS and PFS (Fig 24, 2B). Toxicity profiles
of these two drugs differed slightly: gemcitabine tended to show he-
matologic toxicity, whereas S-1 tended to show GI toxicity. However,
both S-1 and gemcitabine were generally well tolerated. Furthermore,
the results of QALY evaluation demonstrated that S-1 and gemcit-
abine were equivalent. Hence our results suggest that S-1 can be used
as first-line therapy as a convenient oral alternative for locally ad-
vanced and metastatic PC. To the best of our knowledge, this is the first
phase [II study to demonstrate the noninferiority of a single anticancer
agent to gemcitabine alone for locally advanced and metastatic PC.

© 2013 by American Society of Clinical Oncology 5
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Table 2. Objective Response Rates (patients with measurable lesions)
Gemcitabine S-1 GS P
(n = 241) (n = 248) (n = 242) (x? test)
Variable No. % No. % No. % Gemcitabine v S-1 Gemcitabine v GS
 Response e S Conn ‘ : k :
Complete response. k 1 04 i 0 e 0 2 08
Partial response -+ - ki 129 co B2 2 69 285
Stable disease : 119 494 105 4230 102 42.1
. Progressive disease . o753 89 278 37 183 . 1 G
Objective response rate™ 32 133 52 21.0 71 293 .02 <.001
95% ClI 9.3t018.2 16.1 to 26.6 23.7t035.5
Disease control ratet - 181 627 . 187 0633 73 715 o .88 : Sl R0
| 95% ClI 56.2t068.8 57.01069.3 - 654t077.1 : SRS i ‘
Abbreviation: GS, gemcitabine plus S-1.
“The objective response rate was defined as the proportion of patients who had a complete response or partial response.
tThe disease control rate was defined as the proportion of patients who had a complete response, partial response, or stable disease.

At the time of planning this study, the participants of nearly all
phase III trials included both patients with locally advanced as well as
those with metastatic PC. However, because locally advanced and
metastatic diseases are two clinical entities, it is recently recommended
that patients with locally advanced disease should be studied sepa-
rately from those with metastatic disease.'” Although this study in-
cluded locally advanced disease, subgroup analysis of extent of disease
showed no significant interaction between S-1 and gemcitabine (Fig
3A). Moreover, the OS curve in the S-1 group was still similar to those
in the gemcitabine group in both locally advanced and metastatic
disease (Fig 4A, 4B). Regarding pathologic diagnosis, our study in-
cluded adenosquamous carcinoma, although its percentage was very
low (1.4% of whole population). When the data were reanalyzed after

excluding patients with adenosquamous carcinoma, the results for OS
for gemcitabine versus S-1 was unchanged (HR, 0.96; 95% CI, 0.81 to
1.15). The selection of one treatment over the other will depend
primarily on patient preference, clinical factors, or drug costs, as bio-
markers indicating effective use of S-1 or gemcitabine do not exist at
this time.

Regarding GS, the OS did not differ significantly from gemcit-
abine, although the PFS was significantly longer in the GS group.
Second-line chemotherapy mainly with S-1 in the gemcitabine group
may be one reason for this discrepancy. The median OS in the gem-
citabine group was 8.8 months, which is longer than those previously
reported for gemcitabine in other phase III studies for locally ad-
vanced and metastatic PC.>>'#* Although the efficacy of second-line

Table 3. Grade 3 or Worse Adverse Events (safety population)

Gemcitabine S-1 GS
(n = 273) (n = 272) (n = 267) (Fisher's exact test)
Event No. % No. % No. % Gemcitabine v S-1 Gemcitabine v GS
Hematologic: =+ B ; B e G :
. Leukocytes B 10 37 101 o<wo01
- Neutrophils L2 o4 88 186 <001
‘Platelets 30 ) 4 15048 :
Hemoglobin 39 14 26 9.6 4B
Nonhematologic
ALT 41 15.0 16 5.9 29 10.9 < .001 .16
AST 41 15.0 21 7.7 32 12.0 .01 .32
Bilirubin 26 9.5 39 14.3 23 8.6 .09 77
Fatigue 10 3.7 18 6.6 13 4.9 13 .53
Rash 2 0.7 2 0.7 1 4.1 1.00 .01
Anorexia 20 7.3 31 1.4 25 9.4 1 44
Diarrhea 3 1.1 15 5.5 12 4.5 .004 .02
Mucositis/stomatitis 0 0.0 2 0.7 6 22 .25 .01
Nausea 5 1.8 5 1.8 12 4.5 1.00 .09
Vomiting 2 Q0.7 a4 1.5 12 4.5 A5 .006
Febrile neutropenia 1 0.4 1 0.4 5 1.9 1.00 12
Infection with normal ANC 6 2.2 7 2.6 6 2.2 .79 1.00
Pneumonitis 5 1.8 0 0.0 2 0.7 .06 45

NOTE. Grades of adverse events were defined according to the Common Terminology Criteria for Adverse Events {(version 3.0).
Abbreviations: ANC, absolute neutrophil count; GS, gemcitabine plus S-1.
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S-1 v Gemcitabine: Hazard ratio, 0.84 (95% ClI, 0.57 to 1.22)

10 GS v Gemcitabine: Hazard ratio, 0.67 (95% Cl, 0.46 to 0.99)
Median overall survival: Gemcitabine, 12.7 months
0.8 S-1,13.8 months

GS, 15.9 months

o
o
1

== Gemcitabine
= §-1
== GS

Overall Survival
{proportion)
o
+

0.2
T T T T - T T
0 6 12 18 24 30 36
Time {months)

No. at risk
Gemcitabine 66 52 35 17 5 0 0
S-1 68 57 38 21 9 2 0
GS 68 61 43 26 1 1 0

$-1 v Gemcitabine: Hazard ratio, 1.00 {95% Cl, 0.82 to 1.23)
GS v Gemcitabine: Hazard ratio, 0.93 (95% Cl, 0.76 to 1.15)

Median overall survival: Gemcitabine, 8.3 months
S-1,7.4 months
GS, 9.4 months

0.8

o
)
1

== Gemcitabine

Overall Survival
{proportion)

0.4
0.2
T T T T T T
0 6 12 18 24 30 36
Time (months)
No. at risk
Gemcitabine 211 132 62 24 7 3 0
S-1 212 129 66 24 9 3 1
GS 207 148 65 16 8 2 0

Fig 4. Kaplan-Meier estimates of overall survival in (A) locally advanced disease
and (B) metastatic disease. GS, gemcitabine plus S-1.

therapy was not analyzed in this study, a phase II study of second-line
S-1 in patients with gemcitabine-refractory PC showed a 15% re-
sponse rate and 58% disease control rate.”> Compared with the GS
group, which had no promising second-line therapy, the use of S-1 as
second-line therapy in the gemcitabine group might have contributed
to prolonged survival.

The lack of a significant difference in OS between gemcitabine
and GS suggests that gemcitabine and S-1 could be used sequentially
rather than concurrently. However, the GS group showed a high
response rate and favorable PFS, with a better HR of 0.66 compared
with other gemcitabine-based combination regimens in other phase
111 studies (HR = 0.75 to 1.07).>'®2%?*2* Furthermore, the GS group
showed a favorable HR for OS in patients with locally advanced
disease or patients with a performance status of 1 in the subgroup
analyses. Therefore, it is speculated that there may be room to
select GS therapy, depending on the profile of the patients and
further investigations.

Regarding oral fluoropyrimidines other than S-1, capecitabine
has been studied in patients with PC, mainly in the West. In two phase

WWW.jco.0rg

III studies, a combination of gemcitabine plus capecitabine did
not significantly prolong survival as compared with gemcitabine
alone.'®* The results of a meta-analysis of these phase III studies,
however, demonstrated that survival was significantly prolonged by
combined treatment, with an HR of 0.86,2° which is similar to the HR
for GS in the present study (0.88).

One limitation of our study is that it is uncertain whether our
results can be simply extrapolated to Western patients because phar-
macokinetics and pharmacodynamics of S-1 between Westerners and
East Asians may be different.”**” Although S-1 is available for PC only
in Japan at the moment, if S-1 is used in Western patients, its effective-
ness should be monitored and the dose should be carefully adjusted
accordingly. Another potential limitation is that the protocol-
specified noninferiority margin of 1.33 may be large. However, the
result of point estimate of the HR of S-1 was 0.96 and actual upper
limit of the 97.5% CI was 1.18, which was sufficiently lower than the
prespecified margin of 1.33. Furthermore, Bayesian posterior proba-
bility with log HR within a stricter threshold (log 1.15) was 98%.

Given that most gemcitabine-based combination regimens have
not been shown to be significantly superior to gemcitabine alone and
that FOLFIRINOX has demonstrated overwhelming superiority to
gemcitabine in a phase I1I study, reporting an HR of 0.57,* the devel-
opment of gemcitabine-free combination regimens for first-line treat-
ment seems to be warranted. However, because FOLFIRINOX
requires the placement of a central venous access port for continuous
intravenous infusion of fluorouracil, it can be expected that S-1, an
oral fluoropyrimidine, will replace the continuous infusion of fluo-
rouracil in the future.

In conclusion, this study has verified the noninferiority of S-1 to
gemcitabine, thereby suggesting that S-1 can be used as first-line
therapy for locally advanced and metastatic PC. Because S-1 was
confirmed to be a key treatment for PC, S-1-based regimens are
expected to be developed in the future to improve the management of
this formidable disease.
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Hospital: S. Yano; Hiroshima Prefectural Hospital: K. Shinozaki; University of Miyazaki Hospital: H. Inatsu; Linkou Chang Gung
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Details of Adequate Organ Functions in Enrollment Criteria and Main Exclusion Criteria

Adequate organ functions were defined as follows: leukocyte count = 3,500/uL, neutrophil count = 2,000/uL, platelet count
=100,000/uL, hemoglobin level = 9.0 g/dL, serum creatinine level < 1.2 mg/dL, creatinine clearance = 50 mL/min, serum AST and ALT
levels = 150 U/L, and serum total bilirubin level = 2.0 mg/dL or = 3.0 mg/dL if biliary drainage was performed.

Main exclusion criteria were as follows: pulmonary fibrosis or interstitial pneumonia; watery diarrhea; active infection; marked
pleural effusion or ascites; and serious complications such as heart failure, peptic ulcer bleeding, or poorly controlled diabetes. Pancreatic
cancers other than adenocarcinoma or adenosquamous carcinoma (eg, anaplastic carcinoma) were excluded from the study.

Dosage Adjustment Guideline for Toxicities

All treatment cycles were repeated until disease progression, unacceptable toxicity, or patient refusal. If patients had a leukocyte count
of less than 2,000/uL, a neutrophil count of less than 1,000/uL, a platelet count of less than 70 X 10°/uL, or grade 3 or worse rash, the
administration of anticancer agents was postponed. S-1 was temporarily halted both in S-1 and in GS groups if patients had a creatinine
level of 1.5 mg/dL or higher or grade 2 or worse diarrhea or stomatitis. Treatment was discontinued if these events did not resolve within
4 weeks after treatment suspension. In patients who experienced febrile neutropenia, grade 4 leukopenia, neutropenia, or thrombocyto-
penia or grade 3 or worse rash, the dose of gemcitabine was reduced by 200 mg/m®. In patients with febrile neutropenia; grade 4
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leukopenia, neutropenia, or thrombocytopenia; a creatinine level of 1.5 mg/dL or higher; or grade 3 or worse diarrhea, stomatitis, or rash,
the dose of S-1 was reduced by 20 mg/d.

Sample Size Determination: Statistical Methods

In the initial plan, the total target number of patients was set at 600, given a statistical power of 80%, an enrollment period of 3 years,
and a follow-up period of 2 years. However, because patient enrollment was faster than expected, the target number of patients was revised
to 750 to provide the study with a statistical power of 90%. Consequently, the final analysis was performed after the occurrence of 680
events had been confirmed. An interim analysis was not performed. Although the actual median OS in the gemcitabine group was better
than initially expected, because an adequate number of patients had been enrolled, a power of = 90% was maintained on recalculation of
the power on the basis of the actual results.

Quality of Life

To assess the quality of life, the health status of patients on the EQ-5D questionnaire was converted into a single simple utility index
ranging from 0 for death to 1 for complete health. Quality-adjusted life-years (QALYs) for individual patients were estimated as the
product of the utility index during follow-up and survival time and were compared between the groups, using the generalized Wil-
coxon test.

As aresult, median QALYs were 0.401 in the gemcitabine group, 0.420 in the S-1 group, and 0.525 in the GS group. The QALY value
in the S-1 group was similar to that in the gemcitabine group, and there was no statistically significant difference between the two groups
(P = .56). The QALY value in the GS group was significantly better than that in the gemcitabine group (P < .001). The details of
quality-of-life assessments will be reported elsewhere.
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