14 ETHICS

14.1 Ethical conduct of the clinical trial

All investigators associated with this clinical trial must conduct the study in accordance with the
Declaration of Helsinki.[ See Appendix 3-1]

This clinical trial must be conducted in accordance with the Ethical Guidelines for Clinical Studies
(revised on July 31, 2008) and should follow “Good Clinical Practice (GCP) guidelines.”

14.2 Protection of patients

All investigators related to this clinical trial must conduct the study in compliance with the ethical
principles that have their origin in the Declaration of Helsinki.The rights, safety, and well-being of
the trial participants are the most important considerations and should take precedence over the
interests of science and society

14.3 Patient information and informed consent
Prior to registration, investigators will provide patients with the informed consent documents
shown in Appendix2-(D or other written documents approved by the Institutional Review Board

(IRB) Independent Ethical Committee (IEC) and explain the following in detail:

1) Diagnosis and current condition;

2) This study is a clinical trial. The difference between a clinical trial and clinical practice:

3) The rationale, significance, necessity, and objectives of this study:

4) The content of protocol treatment;

5) The name of drugs, route of administration, dosage, treatment cycles, and duration of the overall
protocol treatment;

6) The design of the clinical trial: This is a randomized phase 1I/III trial;

7) The reasonably expected benefits from protocol treatment:

8) The reasonably foreseeable toxicities (adverse events): in particular, expected adverse drug
reactions induced by the IP therapy:

9) Possibilities of treatment-related death and other adverse sequelae:

10) The content of general practice (including palliative therapy) and standard treatment, and
associated benefits and toxicities:

11) The benefits and disadvantages possibly arising from participation in the study;

12) The alternative treatments;

13) The benefits and disadvantages arising from alternative treatments:

14) That not giving consent for participation in the study will not cause any disadvantage to patients:

15) Patients may withdraw informed consent after giving it without being disadvantaged in any way:

16) The human rights of patients will be protected;

17) The confidentiality of the patient’s name and personal information will be maintained;

18) The patient is free to ask questions regarding this trial of the investigators and the institutional
principal investigator, as well as the iPocc Trial Coordinating Center by providing their contact
information in writing.

19) The approximate planned number of patients to be involved in this clinical trial;

20) Patients will be informed in a timely manner if information becomes available that may be
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relevant to the patient’s willingness to continue participation in the clinical trial;

21} Costs for the treatment and compensation for health injury: an example on cost burden on
patients in both arms, the content of compensation, and information on clinical trial insurance
(liability insurance);

22) Agreement to the direct inspection and audit of the patient medical record

23) The conflicts of interest related to this clinical trial;

24) The clinical trial registration in the University hospital Medical Information Network-clinical
registration (UMIN-CTR) and National Network of Libraries of Medicine (NLM).

14.4 Patient’s consent
When an explanation of the study is provided to the patient (or the patient’s legally authorized

representative who is able to give consent on behalf of the patient) regarding his/her participation in
the study, it is necessary to confirm that he/she fully understands the content of the study. In
particular, for this study, sufficient explanation of the following must be given: 1) the possibility of
adverse drug reactions induced by the IP therapy, 2) the difference in cost burden on patients
between the arms, 3) that no monetary compensation will be provided for chemotherapy-related
injury; however, prompt medical care will be provided, and this clinical trial is covered by clinical
trial insurance; 4) conflicts of interest, and 5) that the clinical trial is registered at the UMIN in
Japanese and at the NLM in English. When the patient agrees to participate in the trial, the patient
and the Investigator who has provided an explanation of the trial must date and sign on the IRB
approved consent form{ See Appendix 2-(D]. Informed consent must be obtained in writing.

- A signed copy of the form must be given to the patient. The original consent must be retained in
the clinical records of the institution.

14.5 Privacy protection and patient identification

The names of registered patients will not be revealed to the iPocc Trial Coordinating Center by the
participating institutions. The identification of, and inquiries regarding, registered patients will be
conducted using a protocol patient ID number assigned at the time of registration and the initials of
patients.

14.6 Compliance with the protocol

Investigators participating in this clinical trial must conduct the study in compliance with the
protocol to the extent that the patient’s rights and safety are protected.

If noncompliance with the protocol is identified by monitoring or auditing processes, such
noncompliance will be considered to be a “protocol deviation” or “protocol violation” based on the
degree of noncompliance. When investigators determine that it is difficult to treat the patient in
compliance with the protocol for any reason, they must contact the iPocc Trial Coordinating Center
for further instructions.

If serious non-compliance with the ethical guidelines is discovered, the opinions of the IRB at the
relevant institution must be sought, and the results should to be reported to the Minister of Health,
Labour and Welfare (MHLW). The reporting procedures are as described in the section
“Specifications in Ethical Guidelines™ under 11.5.1. Serious non-compliance with ethical guidelines
will be disclosed to other participating institutions, after review by the IDMC.
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14.7 Approval by the Institutional Review Board (IRB)/Institutional Ethics
Committee (IEC)
Prior to participation in this clinical trial, the protocol and informed consent documents must be
approved by the IRB/IEC. When IRB/IEC approval is granted, the investigator at each institution
will fax a copy of the certificate of IRB/IEC approval to the iPocc Trial Coordinating Center.

In addition, notification of acceptance of the Advanced Medical Service System B needs to be
faxed to the iPocc Trial Coordinating Center. The originals of the IRB/IEC approval cettificate the
notification of the Advanced Medical Service System B must be retained at each institution. The

- faxed copies will be kept at the iPocc Trial Coordinating Center.

...................................................................................................................

[Japan Only]

14.8 Annual renewal of IRB/IEC Approval

Annual renewal requirements for the protocol and informed consent documents to be reviewed and
approved by the IRB/IEC will be in accordance with the applicable regulations at each institution. In
general, when any amendments are made to the protocol or informed consent documents during the
course of the clinical trial, the amended protocol and informed consent documents must be approved
by the IRB/IEC. However, depending on the content of the amendments, the need for such approval
can be determined by each institution.

14.9 Changing the content of the protocol
Changes to the protocol made after approval by the IRB/IEC will be handled as two separate items:
“Amendments” and “Revisions.” In addition, any supplemental explanations without changes to the
protocol will be regarded as “Memorandums.” The definitions and the handling of these are as
follows:
1) Amendment
A partial change(s) to the protocol that may increase the risk to patients participating in the
clinical trial or that affects the primary endpoint in the clinical trial.
Requires approval by the Clinical Trial Review Committee in JGOG and GOTIC, ard must
be reported to each IRB in accordance with the policy established by each institution.
The date of approval by the Clinical Trial Review Committee will be noted on the cover
page of the protocol.
2) Revision
A change(s) to the protocol that is not associated with any increased risk to patients
participating in the clinical trial and that is not associated with the primary endpoint in the
clinical trial.
Does not require review by the Clinical Trial Review Committee, but should be reported.
It is not necessary to record the date of approval by the Clinical Trial Review Committee on
the cover page of the protocol.
The requirement of the IRB/IEC for review and approval will be in accordance with the
decisions made by the institution in accordance with their policies.
3) Memorandum
Not a change(s) to the protocol but a supplemental explanation(s) to be distributed from the
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study chair to the trial-related personnel in order to reduce the differences in interpretation

of the text or to promote awareness. It requires no review by the IRB.

14.10 Conflicts of interest (COI)

With regards to “the conflicts of interest in this clinical trial” of the study chair and investigators at
each institution, the self-declaration forms submitted by investigators are reviewed and approved by
the COI Review Committee or the IRB/IEC. Moreover, any conflicts of interest of the iPocc Trial
Coordinating Center personnel and the statisticians will be reviewed and approved in compliance
with the rules established by each organization.

When publishing the results of this clinical trial, the self-declaration forms for “the conflicts of
interest in this clinical trial” of all investigators who will be listed as conference presenters and/or
authors will be submiited to the COI Review Committee of GOTIC/JGOG for review. The
publication of the clinical trial results will not be presented at domestic/international conferences or
in medical journals until the conflicts of interest of all presenters/authors are approved by the COI

Review Committee of the GOTIC/JIGOG.

...................................................................................................................

- This clinical trial is conducted with support by the Health Science and Labor Research Grants from :
the Ministry of Health, Labor and Welfare (MHLW). Some research funds from study groups also
partially support this trial. The Gynecologic Oncology Trial and Investigation Consortium of North
Kanto (GOTIC) are providing assistance in meeting the costs incurred in supporting the Clinical

! Research Coordinator (CRC) and the meeting organization. In addition, the cost for on-site

! monitoring and auditing are supported by the Japanese Gynecologic Oncology Group (JGOG).
Because part of the treatment to be used in this clinical trial involves a dosage and route of

: administration not covered by public health insurance, the drugs to be used for that portion will be

.

provided by the pharmaceutical companies. Accordingly, treatment consisting of that covered by
‘ public health insurance and treatment provided at no cost will be conducted under the Advanced

. Medical Service System B established by the MHLW,

.
'
.
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15 MONITORING AND AUDITING

*International institutions outside Japan may need to refer to their country specific appendix for
MONITORING AND AUDITING.

15.1 Monitoring of the study

Central monitoring will be performed by the iPocc Trial Coordinating Center in order to ensure that
the clinical trial is conducted safely and in accordance with the protocol, and that the clinical trial
data are accurately collected. On-site monitoring will be performed in accordance with the
monitoring plan for the trial separately specified.
Routine monitoring reports, as a general rule, will be prepared twice a year on the basis of the
reported data on eCRFs collected by the iPocc Trial Coordinating Center. The routine monitoring
reports prepared by iPocc Trial Coordinating Center will be submitted to the Monitoring Commiittees
and the Independent Data Monitoring Committees (IDMC) of both JGOG and GOTIC semi-annually,
and international IDMC annually.

15.1.1 Routine monitoring
15.1.1.1 Monitoring precedures
The Committees of JGOG/GOTIC will review the routine monitoring reports.

15.1.1.2 Monitoring items
1) Patient accrual
2) Patient eligibility
3) Background information on patients
4) Status of protocol execution with reasons for discontinuation
5) Adverse events, especially SAE (serious adverse cvents) and the reporting status of
such events
6) Protocol deviations (including cases of a possible deviation) and violations
7) Others, including the issues related to the progress and the safety of the clinical trial

15.1.1.3 Protocol deviations and violations

A protocol deviation occurs when drug administration, laboratory tests, or evaluation of toxicity
and efficacy are not performed as specified in the protocol.

Deviations that exceed the scope of certain acceptable deviations previously determined by the
iPocc Trial Coordinating Center and the study chair for each clinical trial will be listed on the
monitoring reports as “a case with a possible deviation™ and classified as one of the following after
review by the monitoring committees.

1) Protocol violation
In principle, “a protocol violation” is a deviation from the protocol described below:
(D That has an impact on the evaluation of the primary endpoint of the clinical trial
@ That is caused by investigators or institutions without consultation with the study chair in
advance.
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(® That is intentional or systematic
@ That poses a risk or departs from the protocol significantly

Protocol violations will be disclosed upon publication of the study results.
(Examples of violations)
e  Giving other types of chemotherapy or excluded concomitant medications
during the protocol treatment
e Giving excess overdoses
2) Protocol deviations
A deviation that does not fall under either 1) Protocol violation or 3) Acceptable deviation.
A specific deviation observed in many cases may be stated when publishing the study results.
3) Acceptable deviation
A deviation within the scope of the acceptable deviations from the protocol previously or
subsequently established by the iPocc Trial Coordinating Center and the study chair for each
clinical trial.
They will not appear on the monitoring reports.

15.1.1.4 Review by the Independent Data Monitoring Committee (IDMC)

An IDMC will meet semi-annually to assess the progress of the clinical trial and the safety (and
efficacy data for interim analysis) during the course of the clinical trial with the aim of
recommending whether to continue, modify, or stop the clinical trial.

When the results from the phase A trial are available, the IDMC will review this data and decide
whether to continue or discontinue the clinical trial. A decision to continue or discontinue the
clinical trial will be made in a comprehensive manner that includes a review of the feasibility,
together with possible efficacy. and on the basis of the result of the review, the IDMC will make a
recommendation to the study chair regarding whether to continue or stop the clinical trial. If a
decision is made to continue the clinical trial, the efficacy data in phase A will not be published. If it
is decided to stop the clinical trial, all the data will be published.

An international IDMC will conduct the same review as described above on an annual basis. The
international IDMC will operate in accordance with the following guidelines.

e  The membership of the IDMC will include at least one inter-group statistician and at least one
clinician experienced in clinical trials. Additional membership will reflect the specialties (
involved in the trial. All members of the IDMC will be independent of the trial. If
non-independent members are to be included this will be justified and agreed to by the
participating GCIG groups.

@  The deliberations of the IDMC when considering outcome data by treatment arm are
confidential. These data will not to be shared with anyone who is not a member of the IDMC,
unless agreed by the IDMC itself.

o  The IDMC will act in an advisory role and report its recommendations in writing to the study
chair.

e  Arecognized formal statistical approach for the conduct of interim analyses will be employed
and in general the final recommendation from the IDMC on the continuation of the study will |
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be based on all available evidence. The formal statistical criteria for stopping on basis of
efficacy in this study are described in section 13. STATISTICAL ANALYSIS.

e  The IDMC must formally approve any proposed publication of any trial data prior to the
publication of the protocol-specified definitive analysis based on the primary endpoint.

15.2 Audit

For JGOG institutions, this study is the subject of an audit by the JGOG/GTOIC Audit Committees.
Auditors appointed by the audit committee will visit the participating institutions, and verify the
essential documents such as IRB/IEC approval and signed consent form. The auditors also verify the
accuracy of the reported data in the eCRFs against original medical records as necessary in
accordance with the procedures specified by the GOTIC/JGOG.
The audit results of each institution will be reported only to the investigator at the institution
concerned and the GOTIC/JGOG audit committees. If published to any third party, the name of the
institution will not be disclosed.
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16 SPECIAL INSTRUCTIONS

16.1 Central evaluation of tumor response
In this study. central evaluation of tumor response will not be performed.

16.2 Central pathology review

A Central Pathology Review Committee will be convened once a vear to review up to three
representative slides per patient. These prepared slides will be reviewed to confirm if the
pathological diagnosis is being properly conducted and to ensure that eligibility criteria are being
met. The review may be performed using a web-based imaging system. The Central Pathology
Review Committee for this trial will consist of the members of the GOTIC/JGOG Central Pathology
Committee, as well as pathologists who belong to other study groups. As a general rule, prepared
slides reviewed by the Central Pathology Committee will not be returned.

17 STUDY REGISTRATION AND PUBLICATION OF FINDINGS

This clinical trial will be registered through the University hospital Medical Information Network
Clinical Trials Registry (UMIN-CTR) in Japanese with the URL
http:/Avww . umin.ac jp/cti/index-i.htm, and Clinical Trials.gov in English with the URL

hitp://clinicaltrials.gov/ to disclose information regarding the design, conduct, and publication of

results of the clinical trial.
The study results will be presented at a medical meeting after the completion of the final analysis
and published in an appropriate medical journal.

17.1 Publication of the results of the phase A trial

At the completion of the data analysis of the phase A trial, data other than the efficacy data will be
presented at a medical meeting and the results will be published in an appropriate medical journal.
However, if the clinical trial is discontinued. all results including the efficacy results will be
published.

17.2 Guidelines on authorship of research papers

Authorship of research papers will be as follows: The first and second authors of the research paper
will be either the study chair or the investigator/sub-investigator who belongs to the institution with
the highest number of registered subjects. The selection of the first author at such an institution will
be determined by the institution. However, the {irst author should be the person who most directly
contributed to this clinical trial.

If the representative at such an institution with the highest number of registered subjects declines to
be the first author, the study chair will be the first author and the representative at the institution with
the highest number of registered subjects will be the second author.

The third and other authors will be determined through consultation among the participating
investigators/ sub-investigators with high accrual. Other authors can include the international study
co-chairs, a statistician, and/or appropriate representative from the iPocc Trial Coordinating Center.
Since this is an international co-operative trial. the international study co-chairs who are actively

involved will be included as authors.

iPocc_Protocol ver2.0_20130120 80

— 100 —



18 RESEARCH ORGANIZATION

This is a Gynecologic Cancer Intergroup (GCIG) study.

18.1  Study chair
Ketichi Fujiwara, MD. PhD
Saitama Medical University International Medical Center Comprehensive Cancer Center.
Department of Gynecologic Oncology
Address:  1397-1 Yamane Hidaka-shi. Saitama, 350-1298 Japan

Tel: +81-42-984-4531 or ~4115 (after office hour; +81-42-984-4473)
Fax: +81-42-984-4741
E-mail: fuliwaraasaitama-med.ac.ip

18.2  Physician coordinator
Shoji Nagao. MD, PhD
Saitama Medical University International Medical Center Comprehensive Cancer Center,
Department of Gynecologic Oncology
Address:  1397-1 Yamane Hidaka-shi. Saitama, 350-1298 Japan

Tel: +81-42-984-4531 or -4115 (after office hour; +81-42-984-4473)
Fax: +81-42-984-4741
E-mail: s _nagaoilsaitama-med.ac.ip

18.3  Statisticians
Tetsutaro Hamano
Kitasato University Rescarch Center for Clinical Pharmacology,
Clinical Trials Coordinating Center
Address  : 53-9-1 Shirokane, Minato-ku. Tokyo 108-8642, Japan

Tel 1 +81-3-5791-6400
Fax :+81-3-3791-6407
E-mail : hamano@insti kitasato-u.ac jp

Masahiro Takeuchi

Kitasato University, Department of Clinical Pharmacy,

Research and Education Center for Clinical Pharmacy,

Clinical Medicine (Clinical Statistics)

Address  : 3-9-1 Shirokane. Minato-ku. Tokyo 108-8641. Japan

Tel :+81-3-3791-6322

Fax c+81-3-3444-2546

E-mail : takeuchizepharm . kitasato-u.ac.ip
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18.4  iPocc Trial Coordinating Center
(Project management, data management)
Eriko Aotani
Kitasato University Research Center for Clinical Pharmacology,
Clinical Trial Coordinating Center
Address  : 5-9-1 Shirokane, Minato-ku, Tokyo 108-8642, Japan

Tel : +81-3-5791-6419 or -6398
Fax 1 +81-3-5791-6399
E-mail : iPocc@insti.kitasato-u.ac.jp

18.5  Study group administration office
Yuji Kawamoto
Japanese Gynecologic Oncology Group JGOG)
Address  : Komatsu Bldg. 4F, 6-22 Kagurazaka, Shinjuku-ku, Tokyo 162-0825, Japan

Tel : +81-5206-1982
Fax : +81-5206-1983
E-mail : info@igog.gr.jp
Asako Mori

Gynecologic Oncology Trial and Investigation Consortium (GOTIC)
Address  :#401 Granville II, 5 Moro-Hongo, Moroyama-cho, Iruma-gun,
Saitama 350-0451, Japan

Tel 1 +81-49-292-9043
Fax : +81-49-292-9048
E-mail : gotic@gotic.jp

186  Research support organization [See Attachment1])
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Paclitaxel 58 IV # 5 B LU Carboplatin 3 # & IP &5 6 F# & (dd-TCip
W) OB IERBLIOR &MEE &L | Carboplatin IP & 5-DOE HE RT3,

LA T(REHETRE: dd-TCiv Fik)
Paclitaxel 518 IV #& 5 3L O Carboplatin3 i £ IV # 50O 0F B E
L Ay 1 (GRERIAHE: dd-TCip Fik)
Paclitaxel 18 IV # 5-3 3 O* Carboplatin3 38 & IP 5O B#E

0.3  Phase, BEUEFIE, = FRAb
0.3.1  PhaseA (58 I f83ER) JEB #5120 7

PhaseA %5 PhaseB ~OBITOHMIL, MBEOEREERE, MRENE. JEMREME, DR
(R ETHEBRELETHLD) D feasibility 122V T, International Independent Data
Monitoring Committee (IIDMC) 23885 RIA D55 = F I HINT 32,

IIDMC i, Phase A D2FEF|D eCRF [ELANE T Lo CHRIEESESN., RBHRoZ 5
IZOWTHIENRRE ~RE T 5, REBOME TSN H& X, D7 —ZiZon
T IIDMC OZABEEL , ARIFITH2V, REOMFE R 7T LHIBSh IS S IiE, FotE-K
BT — 2 EELT XTOT —F&2THLNIZAH TS,
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PhaseA 7> PhaseB ~OBATICILBE &P UMM 484 220\ C, FHMHHAR o 3 st is
179 %.

0.3.2  PhaseB (5 I FARER)  JEHEL: 565
B EHERIEL: 685 B (PhaseA + PhaseB)
Primary Endpoint; I A T A 77 (PFS)
Secondary Endpoints: 24 7FHIFE (0S)
REESHE/ VR GHEFTHER E O HBIEFID )
FEFRORRR
Quality of Life (QOL) 34
B RZHA T
*PhaseA 1256173 120 SEGI & BAARHTIC & Lo,
A NEIE 510 LB,

04  BEBIUAE

041  EBIRH

1) INATCFIGOEITHII~IVHID LRt I0ELHE, SR E M- IR RSB L SN B,

2) REFHATFESHTOAEE RBREIIREROEITALETHS),
XYEMESRE FREORFEIBORESIRELAR, T2 HLREBBE Kb

#l% &%, suboptimalfEFlE, &K &9 5,

3) —#RHE (ECOG Performance Status) #30~2Téh5 8%, [ Appendix 3-I1Z#&]

4) EERVY——R—b AT AORBORIENELR TS EZHS,

5) FNHEITHOSEMUNICHSAIR 50T E ChIBE,

6) THLEEMSHEREEE TOBH,
(FERREILFNTE BN ALUANIZIThhbnLd3)

GF P EREL 1,500 /mm LA

/R 100,000 /mm &1 k-

AST(GOT) .ALT(GPT) 100 IU/LEAF

miFBEILE 1.5 mg/dIRi#

migrLFF=, 1.5 mg/dIR#

B[R EREE
SRR THOBRBEELELLARVVEEORE (LRA &
B2 REARD ERF)

RIGmRRE R Gradel1LL T (CTCAEverd.0)

(Ef)—z—pF— B —o—n3F—)

iPocc_Protocol_ver.3.0 20130120 3

— 109 —



7
8)
9

IBEBA R AT IR 33, A UL LA CEB B,

B SO EED 205 EORBE (ERITRELR),

ARBRBIMMI OV T HFEIZTEADNLDORIE (KRR EDEERBALREDBRE
b TRIEA KL 1328 B ELNIBE,

0.42 ERSFLEE

1y

2)
3

4)

5)

6)
7
8)
9
10)

11)

BN A M ChHDL THIENDBE,

YRR BT U LR R R LOBMERIR R LRI ER TOR TS 8%,

ETOFEMEOEEMBAS, (REFEEESA R CERHEN 5 ELIN0O Rk EER,

T LR G ORISR LR T LR, 3 QN BETRFEICLV IR L BTSN D LR D

LR S ORBITE SO EEI AT DA, )

BEELAIHEL B THRE.

Bl: EEALEBUIMMEREE, 2 bo—/U B A2 85 IR A L& fUEAE AR HESE
P22, o TE EME O THARMETR S X R ARIR B2 F THLDERA TS,

RIAX =T Lo bev o (ZLEFR—/VELR) & H YA (2 razR) 728 LU ke

vV MBFNA (EFBEHIAI2L) O EBIZEEL CABUENRRALLILDHHE

&,

B RL — PR L E T MK IR AR O DB,

PAEARELBEETAIEBEORIYERS,

PEIR 2Rl R OMEARL COB RO H B BE,

BHERTS E (IR ET O S RFT R H B E,

ARBROTELLDOEOT7Aa—T v 7REETHELETHSNDIEBE, FdHlYE

DR L LT B,

MEMEMRORER, Z0OREEFETIRE,
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0.5 BGLTFMEOFEN

<P Ri> HREBNEOWRHA
XERBERS

!

WEB (= T{R % 8%

<> l

ﬁ@%ﬁﬁiﬁf(ﬁ%ﬁiﬁﬂﬁ@%ﬁ ZE)

WEB [Z T AR

V¥ A v JI1 (Study treatment: dd-TCip therapw)iZ
BT 6N BEOHITIP R— b ZFRE*

<thitg> l

REMBEREERICTEERPR LIEN THOI LA HERR

4

ARIGIER 4G

| RBBEE OISR R TERD ST 8IE, FOBBBIBAEFRICOW
T Rave VAT LEAWTHE TS,

#2720, BEBEICBOTYERESRBH OOBLIZ IPR—MNEBEITHE (A AL 1ok
WTHE, BENL VAL (dd-TCip FEENICEI S THON/-&IZ, IPAR— DR EEToTH
Ly, FUE, IP AR —FOREEZWE FHRIFICT RTORFIZHL TITW, BENL AT
(dd-TCiv FEE) ICEID B THNH AR ELTHENY, [6.33 ]

06  RERHIM

B E 5k kL OYEFIE R IR

B 2 E G5 PhaseA (120 1)
PhaseB (565 1))
A EHEFIE:685 f5] (PhaseA + PhaseB)
3 PhaseA 1235115 120 FEGIE RGAEITIZE T,

FEGIERIAR: 20105 A ~ 201585 A

IEBBREIR: BHHREER, ERROLEAR MIBBESND) REOBENRBEE
3 EBBEEINAETEBHFICHL THEEIND, #->T, BIAEITIBE
&% 2018 £ 5 AIZE T TBHTETHD,
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XABEITVDRAF CHLARRICLABELIEL TE5,
XFEESBRYEShARTUTBERE R LB EE A Thn A,

0.7 i
[EZAONIFEETABRAVEDE]

Study chair
REERKFEERER L F—AENBRAE 77— BARESR BEE B
£ BT T350-1298 HFER A & L#1397-1
TEL:  042-984-4531F7/=i34115  (FERIS4 042-984-4473)
FAX: 042-984-4741
E-mail : fujiwara@saitama-med.ac jp

Physician coordinator
HEERKFEBEEREE ¥—QENNRAE  ¥— BABREEH B2 BZ
£ BT T350-1298 HERH &ATILRI397-1
TEL: 042-984-4531F7/=iF4115  (KFRIS+ 042-984-4473)
FAX: 042-984-4741

E-mail : s_nagao@saitama-med.ac.jp

[ BRSSO BRWADE]
iPocc Trial XI—F A R—TFT 4L T H—
B RFERERPER BRRR—T 4 R—T 4 7H
£ BT T108-8642 HEUERHER H4£:5-9-1
TEL:  03-5791-6419%7-i16398
FAX: 03-5791-6399

E-mail: iPocc@insti kitasato-u.ac.jp
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8 HE-REHERERAFDa2—N 42
9 FEoHEHE 44
0. B R e 1ottt et e ettt e e r e 44
9.2 BEIEFE /I B ODHEITE < oo et ee e 46
93 SEHEATFHIR (Progression Free SUrvival) ..........ooccoiiiueiueeeeeeeeecseeees e eee s 53
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