74.

75.

76.

71.

78.

79.

80.

Amsterdam

Okusaka T, Furuse J, Gemma A, Hatori T,
Ichikawa W, Seki A: Safety profile of
erlotinib in a Japanese post-marketing
surveillance study of pancreatic cancer
patients (pts): Interim analysis of the first
313 pts of 855 pts enrolled. The European
Cancer Congress 2013. abstr 2615,
2013.9.30, Amsterdam

Kasuga A, Okano N, Naruge D, Kitamura
H, Takasu A, Nagashima F, Furuse J:
Salvage chemotherapy of fixed dose rate
gemcitabine and S-1 combination therapy
(FGS) for gemcitabine-refractory
advanced pancreatic cancer. The European
Cancer Congress 2013. abstr 2641.
2013.9.30, Amsterdam

T. Okusaka, M. Ueno, Y. Omuro, H.
Isayama, A. Fukutomi, M. Jkeda, A.
Fukutomi, K. Fukuzawa, 1. Hyodo, N.
Boku. Randomized phase II  study
comparing S-1 plus Leucovorin(SL)versus

S-1 alone in patients with
gemcitabine-refractory advanced
pancreatic cancer (APC). 17th
ECCO-38thESMO-32nd ESTRO
European Cancer Congress 27

September-10ctober Amsterdam 2013

H. Ueno, T. Ioka, S. Ohkawa, M. Ikeda, T.
Shimamura, A. Tsuji, Y. Tsuchiya, T.
Okusaka T. Yoshida, Y. Sato. SLCO1B1
gene single nucleotide polymorphism is a
drug response marker-for pancreatic
cancer patients treated with gemcitabine.
17th  ECCO-38thESMO-32nd ESTRO
European Cancer Congress 27
September-10ctober Amsterdam.2013

e A=, AT, RETHE, %
FEEE 7. IUMERT., BHELH, TRk
Wi, LEPSSH BURIRAS. A AR,
FRfpr. AMETEE. FEBE2ET D
DIFRNBETH AL AR AR P S0 WA 1 6t
LARBNEREORE. (KA Z—& v
a2 2) B EBEBIEE P2-5) H
1 [|] B AR N o ST R 2 T AR
2. 2013928 H. B : 5UHRH
BT, ARRE, EREBHI. #HE
R, FEORER. PR PN S IR I
X4 HZEFEIGRE (PRRT) JEFIHRE.
55 1 [8] B AR PN SN B A JE 2 i
£ 2013.9.28 A, HHL.
HAHEAN, FEEEIE. R A,

81.

82.

83.

84.

85.

86.

87.

88.

-17 -

i 2 H 3 2 iR EEN 2 I E S O R
S 1 E B ARMEAN S IEET
REFMES  2013.928 HE
WHETRR, Fas, EREZ, 2
e, SEAEifE—, = RIEE, Bl %,
WHEZ, A+EAAN, HEE—. H
R, GRS RN S WAEE &
+188% GIST BW&0F L7 1 ERFLEE 1
[\ B ARMRN D WIEIB e & 2T
£ 2013.9.28 S

N EsE, REYE, =8 F1, &
X BT, Bip B, B8 B8, B
A, T ZRT, B B2, B
BEM, 5% 5L, /NR ORI ZRR: R E
R 12 X3 % Short type Single
Balloon Enteroscope(SBE) % H » 7=
ERCP O ff FfRER & fE3 B & o Hhig,
¥ 49 B HABEEFZESENRES,
2013.9.19, T, JHE, 27 & 3 &
Page470(2013.08).
ZFEY, EAY, BILEZ, &iF
FH, KREFR, BAE, SEkiE— K
ZEZRE, /IER, NMEEE. o F
=TS A ERENED LY
BRATHE & 72 o oA TR O—F  BA
HbEFR s BESGHE 326 EIflS
2013.09.14 F&T

ARHJGJA: EUS, EUS-FNA  for Upper
GI, % 1 1 [B] Mumbai  Endoscopy

Live, 2013.9.6, 1 > K « A /3A
Nobumasa Mizuno, Yoshikuni Nagashio,
Kenji Yamao. Diagnostic performance of
cyst fluid analysis and cytology in
pancreatic cystic lesions. Symposium IX:
Controversies in Clinical Pancreatology I:
Pancreatic Cystic Disease. Joint Meeting
of the International Association of
Pancreatology and the Korean
Pancreatobiliary Association 2013, Seoul,
Kore, September 2013.

AREOLE: mEREEATR ALEKRZ
EFHH RN (B v—7)
f€ - JH J8 % , FRONTIER, 2013.9,
3(2):24-27.

ML ] DS AL SR E O ORI R
—HA RV BET2BER T £—
=2 7% ) —. 511 B A ARERRIES
#42.2013.8.29, AT
EEFRR. AREE. IAHE.

R —,



89.

90.

91.

92.

93.

94.

BHZ, EHE - &, =ZWiak.
A, HEEIEM : Randamized phase
I study of gemcitabine with an
EPA-reriched oral supplement in advanced
pancreatic cancer 55 11 [B] B AEg PR IEE
e WEEERCZ—, A,
2013.8.31
EHEAAN. BIRES., GRS,
HEM, fBE %, KifEz, KRRE
ETFOEA B ILERER, SHEZ.
Phase II study of sunitinib (SU) in Japan
patients with well-differentiated pancreatic
neuroendocrine tumor (NET). Poster
Session 45.PS45: Nevel anti-cancer drugs

2HHRFBAHD 5 11 B A ARRRAE
BrEatEfitES. 2013.829 H-31 H.
B ERBALE T

SRR, AKEME, MRME., FRLE,
HEIERE, HPE, SIIKTE, WO
3. FERIREIE. LGRS B
OEBRAVFFEEE 11 [B] A ARERRES Y
SEFES, 2013.8. A,

FEiifs, AREBME, FfL, 4EK,
HTIERE, HPE. FPPERE, LRk
W.T 7 4= b=V & 2 HE MM
EEET D L\ TE TV DN
SYIAESE D 1 6155 11 [B] B ARRR RIS
SIS, 2013.8., filia.

Maeda A, Uesaka K, Fukutomi A, Boku N,
Kanemoto H, Konishi M, Matsumoto I,
Shimizu Y, Nakamori S, Sakamoto H.
JASPAC 01:Randomized phaselll trial of
adjuvant chemotherapy with gemcitabine
vs S-1 for resected pancreatic cancer. 2§
11 B BARBEREESSFNES
(JSMO2013) 2013.8.29 H—31 H {ili
=]

Gk, HHEA N, RT Jensen E
FETE 8 AWM« RN 0 WA IE S (2 59
D TIERERE 11 B BAREERES
FRFES  2013.82931 flie
FEHEAN, BUIRER . GUREIE. W
HER, fBE % KEz, RRE
EF. EAR OB LIERK, SNE
2 Phase II Study of Sunitinib(SU) in
Japanese Patients with Well-differentiated
Pancreatic Neuroendocrine Tumor(NET).

¥ 11 B HARBREEFSFINES
2013.8.29-31 L&

96.

97.

98.

99.

100.

101.

102.

- 18-

FEEFES 2013.8.29

C TEEE, Bz, ARSI, AR

FH., EBHH, KRER, HKE. 6
KIE—, MEARE, FUIREFIAR. 1T
JEEREIZ BT D Gemcitabine+Erlotinib &
Bl sEBEEICHTHI /YA 7
U U PRANIROBEZMEDOKERT  F11[E
A AREEPRIES P TS 2013.8.29
fliE

SR YEKIE— TR REFR,
EEH, Bilngs, EEAF, imE
/3% . Characterization of patient with
high serum level of IL-6 in advanced
pancreatic cancer. 5 11 [B] A AR EE
S ES 2013.829 ALAETH
RLyEe ., SKE—, ZERAF. &F
FH, KER, BAN, MENE. &
ITRER AN BT DIERE T LV & B R
BOFEFERERIEWETA UL -
Z% g OBSE 511 H AR RIS
il
HHELN, JEKE—, IREIDRE, i
BT, mEHH. REFR. HAM,
FRFEFER, MEANE. Fhv o ey
MHPEETTHEE )35 S-1 FEIED 3 A
LU DORENEE REE—6 BL Y
A EOER— 5118 HARRKRIES
oS 2013.0830 AT
ERESE, BEAREE, LAMmE. FA
EfA. ZEIEf, EIfE, BERhEE,
VRFE, MEIEFE, EARmR. S
E. B+ ZHEBYIRIC BT 2%
R — e otgst % 40 B B AR
YIMF7ES 2013 .8.30—31, mFaT

A W JL: How to get best your
EUS-FNA  — Tips & Tricks —,
Endoscopy 2013, 2013.8.1-2, /X 21w
7 e AA.

AKENE, =8 FC, &F F, WKW

WEE B By, =i ERA, ME A
F, B A, HH B, R B,
¥ B, AR 5L, /NROFD = BR:
[ EEEIC B DBE R NESER
- REE-] EUS OB & H
B EE NSRRI L S THEE
EEROZK OBRM, RATES, 2013.8,
68(8):1698-1704.

IR ] RE DS AL IR IE O BT B
—HA RIA VUETERE AT, T



103.

104.

105.

106.

107.

108.

109.

110.

Fa I — 6. 5F 44 0] A AR
£K%£2013.7.26, {iaTH
A OEA, REDEE, fEk B, W
WNOYESE, B B, miE R, MR
=7, B FiE, B B, 4R
5L, /IR RN ZBR: FEEMEEICT S
WRAHAIFLEH 5 BUS-FNA $#oi
WreE, % 44 FIH AERES KS,
2013.7.25, fli&, BEf#0913-0071)28 &
3 % Page403(2013.06).
WP s, BLRG B, RERIE, =
B EB, 5 B, B =R 4
& OBL, /NR OFIZRR: BERN D IEEIC
BT 5 BUS FT R & MR RO EMEE & o
xfh, 28 44 Bl HAERFEES KRS,
2013.7.25, i &, HERE, 28 & 3 &
Page376(2013.06).
ERBEE, BRI, [UAfZE, ik
H—, BEEE, KEEE, LREE.
MEIEE SREZ, BAafmE, £&
E. BAAREIM. UIBRRRERE 237
DA RAFAMTOIRIERKAE & Z DT
% 44 B HAERTSRSE 2013 .
7 25—26Ali5TH
fEHERM, REEER, BARES:, LUK
ge, EifmEE, MK —, B EE,
PRFEZE, BAFIE, BEARR., F&
E. YRR D REREEE OIS
FRAE O 5 44 B B ARERYS
£ 2013.7 .25—26, G
B, ARG, LA, ik
He—, BlEhEE, MEIEE, LREE.
FREAFIE, BIARRM, HHFE_. A
+ ZHRBUIBRS R E R I ORI &
ETEE F 44 B HAKBREE KRS
2013 .7 .25—26 5T
HOME, SARES, BEEE, B
FTIE_, FAWMIE—, ZHIE, BE
R, BEREEZE SEECEMAERL
TWHRBEEEEREDO—F F 44 [E
HARE RS RS 2013 .7 .25—26,l
L
=
FEE, BAREE, BAER, BE
BN O AR, BEN S WABEEE I %
AV hARFU LS 2 — R iER L
L7 BEESIRE - ERISRE. 44 [EH
AWENgSFA RS, 2013.7.25-26,M15.
A, ERWE ., BE R, FhER,

111.

112.

113.

114.

115.

116.

117.

118.

119.

-19 -

EARFT. IR, EMtER, BAE
., RRES. RARRE PFEREUIBREM
Bb S EEIC B ARy Ay 2 B
ik L S-1 BWEDE I 8RR
(JASPAC 01) %5 68 [B] H A&H{LERA
BEaSke 2013.7.17—19, 2

HIIESE. AT CA19-9 fENEEDS AR

B OFETFREIAFOTREM:. 5 44 [5] B
A2, 2013.7.25-2013.7.26 : L&
AESRE, TIE=, FRER, AR
EAR, wmILE—. H)ILESE. FrieA 2
A F KRG LY EKOELD, BE
BEOME/NE RO T s, EFEEEO 1
Bl . % 4 B HARKKEIKZES.
2013.0.25-2013.7.26 : fli&

TAREIERBR, M ASR, KEER, F
Frfng, JFORER, WEERsE, EHEEE,
BEhH—, =FET. smARm AL BB
B AU)IEE, E26ER, BRI,
fetE Tah, WOREA. UIRRRERELC
1T 5 EUSFNA # K% v 7= i@ 7
J NERTIC X D EBHEIEERESL DR A.
% 44 B ABERFES RS, 2013, 1l
L

FHARES. D A DT FRRIE.

FIERFAREA R 2 - — 2013.6 28 A,
NI

RN PR LSRR TR R &
A% ORYE. 22 [\ HAELERES
RE R X BRIl BB RETE. 2013.6.23,
=4

HEMLE]: B - REERE O(L R —
BriEHE S BORBE. 599 B B ATHL
BRFPETEIANESHETHE.
2013.6.16, 1L

FEF=E RS, = ARIEE, BL E. W
HEZ, SftiE—, & @E, M=
2., AT HEAN, @R,
FHESK S BEM+S-1 HREE IS CTRBMEIEK
DVH S UT-FEE StagelVb O 2 JEF.H
43 [E LN BERF 3242 2013.6.20, 46 LN
PRSI o VAR T T A - {HEE NET
DB & FrPUEEIL . 102 B B AR
HEAL 2013.6.6—8,FL1E

D Rk, AEYCA, B B, '
B EH, B mA, Mg =RT, OB
W B, AR 5L, /NR Fi=ER: IPMN
WX B R O EE 88 POPS DA AME,



120.

121.

122.

123.

124.

125.

Progress of Digestive Endoscopy, 2013.6,

82(1):53-55.
Makoto Ueno, Shinichi Ohkawa
Nutritional ~ Support  for  advanced

pancreatic cancer. 4th  International
conference on Cancer Nutrition Therapy
The Croatian Academy of Science and
Arts, Zagreb, Croatia 2013.5.14-15

M. Ikeda, A Sato, N Mochizuki, K
Toyosaki, C Miyoshi, R Fujioka, S
Mitsunaga, S Shimizu, I Ohno, H
Takahashi, H Okuyama, H Hasegawa, S
Nomura, T Ohkubo, S Yomoda, S Kishino,
H Esumi. A Phase I trial of GBS-01 for
advanced pancreatic cancer refractory to
gemcitabine. ASCO Annual Meeting 2013.
May31-June04,2013. Chicago, IL, U.S.A.
(Abstract 2559)

AkirA. Fukutomi, Katsuhiko Uesaka,
Narikazu Boku, Hideyuki Kanemoto,
Masaru Konishi, Ippei Matsumoto, Yuji
Kaneoka, Yasuhiro Shimizu, Shoji
Nakamori, Hirohiko Sakamoto, Soichiro
Morinaga, Osamu Kainuma, Koji Imai,

Naohiro  Sata, Shoichi  Hishinuma,
Takayuki Nakamura, Michio Kanai,
Satoshi Hirano, Yukinobu Yoshikawa,

Yasuo Ohashi, JASPAC 01: Randomized
phase III trial of adjuvant chemotherapy
with gemcitabine versus S-1 for patients
with resected pancreatic cancer .

ASCO.2013.Chicago

B BT, AREDEIR, ok A+, W
WO, BiR OB, A R, T
=R, HH B, E R, 5%
5L, /MR FO=BE: BERN IR I B
% EUS & (N EUS-FNA OF RO,
% 85 H A AHIBNHEEFSRE,
2013.5.12, 7UHD,

KGHEE, ARNAZ, H#FF H. &L
BRERSE, B M, KEVES. PR
o EHREAN BRE BE FERE.

FRIEE—, RAMRIE, SdEE—, &
B, ARKoo—HE, EARER, B
K YR FTREEE B O TEE T ERCP
& EUS-FNA D EL L Z2EITESHED
22 5 85 Bl HATMLHANEEES
& 2013.5.10-12,50ER

T EUL, B BT, REGE, W
WO, HiE S, 2 A, MTE
=7, SR 5L, Rl Bz, Bt

126.

127.

128.

129.

130.

131.

132.

133.

-20 -

Jr, EE BE, ¥ #E, Z L BX,
=¥ 18, /MR Fn=HL: EUS-FNA T#
W L157- 3¢ PEComa @ 1 HIBRA,
% 85 [E A AHILHRANREF=RE,
2013.5.10, A #F , Gastroenterological
Endoscopy, 55 & Suppl.1
Pagel1157(2013.04).

AREEIE: REEPREE, EUS, EUS-FNA
Tips and Tricks, 5 85 [A] B ASVH{LARNTR

8 % & &, 2013510, AR,
Gastroenterological Endoscopy, 55 &

Suppl.1 Page886(2013.04).

TR ] B - REE AL SRR E O BORT
BER—TET VAN T T T T 4 A,
FrFartIf— F 113 BIEAKS
BHEASiES. 2013.4.12, @
FEEgksE, A+HREAAN T —2 a7
H AU F 1T D AR PN 20 WA IS5 (PNET)
DOHLL & WEEGTRE 2 113 Bl B AS
B E T £ 2013.4.11-13 &7
Furuse J: Combination treatments for
pancreatic cancer. Gastrointestinal Cancer

Pinnacle I-2. Asian Oncology Summit
2013.2013.03.24, Bangkok.

FEA ] ANELOIBRFIREERR: 3. #HEh
R BEHERZIRETA R T A U HERSET
ZERS. BABER Y. 2013.03.22, B
R BT

B B, KEXE, B B, &
I} A, S FE, R ZRF, R
K OIEHE, ¥ B, 58 5L, MR
F=BS: FEUIBRABMEREE IZ & 5 P T ERAR
EPAE\ZKTT % Re-Intervention % 5 &,
LizAZ Y w7 A7 &R Patially
covered Wallflex stent & Fully covered
Wallflex stent D FLESZ, 25 99 [E] H ARHAL
BREARE, 2013323, BIEE. BAER
HILBBEMR 110 BHEHERS
PageA427(2013.02).Gastroenterological
Endoscopy 55 & Suppl.1
Pagel1110(2013.04).

EHREAAN, D BH, GRS
WY T DSBS T D AT MR
SWEBIZTT DT _e U AZDOMFEH
RBR.E 99 [ H ARELEFFER
42013323 BERE

& @, FrarET. GHUESIE. VR
VUL BERICEDESE B
7 - A 2 NRER+ ZHEIB



134.

135.

136.

137.

138.

139.

140.

141.

TUT 47 ORISR 99 Bl BA
Hib#RFaike 2013323 ERES
FERR M. MR BE, FHEEERE. TR
A FHEZ, f4RE BERICE
% GIBR N RERBRERE (2 Rt 2 bR I
DOBHE 99 Bl HARBE(LIFZSR
£ 2013323 BIEE

HIRFRER, WBERA, AER. BT
EITRER ST Db R RS &
WMEFEEZ L & LTRSS, 5
99 [A] B ATHILERF /. 2013.. &
RE.

JRORER, BERA. ARR. PiEEE
ExaitE s Lo N IRE R 5
HEEARAT T 4 v 7T K
9% UMS : Uncovered Metallic Stent ™
HRVE-. % 99 | HAHELERTS.
RS

(PR BR 08 0B T o EN 43 WA O
B EVRIROESE 18 Bl HAML
FHRFENUNMNIXBBEEFEES
2013.3.17 #&[w]
AENIE, ZBFEC, &7FF., EER
. TEKEF. NTERE, B EL,
EIEER., AFaA, mEILT, TR
ERE, BT, B Z, EOE
W, SRAL, WREE, LEEA, /b
RFZES: Y7 AREBUS Ik 57
27— F, HAL& RN HEE, 20132,
25(2):267-273.
FORER. BED A DAL - Bk &
FRkBE. EEREFBAFSFRES
2013.2.2 H, #.

FONER. BERADOZM L IGE Kol
DER,. T F 0B B i B B
2013.22 H., EEREFMET.

Hiroki Yamaue, Masaji Tani, Motoki
Miyazawa, Kenji Yamao, Nobumasa
Mizuno, Takuji Okusaka, Hideki Ueno,
Narikazu Boku, AkirA. Fukutomi, Hiroshi
Ishii, Shinichi Ohkawa, Masayuki
Furukawa, Hiroyuki Maguchi, Masafumi
Ikeda,, Kazuto Nishio, Yasuo Ohashi,
Takuya Tsunoda. Phase ILIII clinical trial
with  VEGFR2-epitope  peptide and
gemcitabine for patients with locally
advanced, metastatic, or unresectable

pancreatic cancer: Pegasus-PC study.
ASCO-GI 2013, San Francisco, CA, USA,

142.

143.

144.

145.

146.

147.

221 -

January 2013.

Mizuno N, Yamao K, Komatsu Y,
Munakata M, Ishiguro A, Yamaguchi T,
Ohkawa S, Kida M, Ioka T, Takeda K,
Kudo T, Kitano M, Iguchi H, Tsuji A, Ito T,
Tanaka M, Furuse J, Hamada C, Sakata Y.
Randomized phase II trial of S-1 versus
S-1 plus irinotecan (IRIS) in patients with
gemcitabine-refractory pancreatic cancer.

(abstract 263). 2013 Gastrointestinal
Cancers Symposium, 2013.1.25, San
Francisco

Katsuhiko Uesaka, AkirA. Fukutomi,
Narikazu Boku, Hideyuki Kanemoto,
Masaru Konishi, Ippei Matsumoto, Yuji
Kaneoka, Yasuhiro Shimizu, Shoji
Nakamori, Hirohiko Sakamoto, Soichiro
Morinaga, Osamu Kainuma, Koji Imai,

Naohiro  Sata, Shoichi Hishinuma,
Takayuki Nakamura, Michio Kanai,
Satoshi Hirano, Yukinobu Yoshikawa,

Yasuo Ohashi, Randomized phase III trial
of  adjuvant chemotherapy  with
gemcitabine versus S-1 for resected
pancreatic cancer patients (JASPAC-01
study) . Gastrointestinal ~ Cancers
Symposium.2013.San Francisco

RSk EERE HEE S BN W E
BOBL L IRROESRFE 47 EITUNEK
MERAEATHES 2013112 &
fi]

I 7 V=N T U— 1 . KD
ST D —HEREVERE - LB IR Sy
WHESE DBIR 1G5 22 EERIKRN S
WMRE Update 2013.1.18 B E
AEME: [&Z & AHDY 7z ERCP
DFEEO=Y b IEDRNIE TR
WEOFANG, ALBEOBIE, HEHF
BET] 275 EREFLOZRONR
A PHEHAEERAEEL 7 F ¥ —,
2013.1, 1(3): 524.

ARENIR, FA EHE, =8 %, E
B Rk, ok B, W Vs, B
B, HiE# OEH, B4 mA, Mg =
RF, foit FHZ, o B, 558 5L,
ANR FNZ=BR: [MERERREETER] B
MEZOBERNREZE BRERIC
4% EUS-FNA OHW, AT - H - &,
2013.1, 66(1):9-16.



H FEMEEMED HIFE - B&IRTL (FES
&)
1. RErmdE

72 L,

2. EFPETH
2L,

3. Fofth
T IR SN D

-2 -



M. WFEEEOTHITICET S &R



Heas

FERROTHTICEAT 5 —EX

RERERAL

BHEA MN&

FRGE

BE

I

HAREFE

Ueno H,

Toka T,

Tkeda M,
Ohkawa S,
Yanagimoto H,
Boku N,
Fukutomi A,
Sugimori K,
Baba H,
Yamao K,
Shimamura T,
Sho M,
Kitano M,
Cheng AL,
Mizumoto K,
Chen JS,
Furuse J,
Funakoshi A,
Hatori T,
Yamaguchi T,
Egawa S,
Sato A,
Ohhashi Y,
Okusaka T

Randomized phase III study of
gemcitabine plus S-1, S-1 alone, or
gemcitabine alone in patients with
locally advanced and metastatic
pancreatic pancreatic cancer in Japan
and Taiwan: GEST study

J Clin Oncol

31(13)

1640-8

2013

Ikeda M,
Joka T,

Ito Y,
Yonemoto N,
Nagase M,
Yamao K,
Miyakawa H,
Ishii H,
Furuse J,
Sato K,

Sato T,
Okusaka T

A multicenter phase II trial of S-1 with
concurrent radiation therapy for locally
advanced pancreatic cancer

Int J Radiat Oncol
Biol Phys

85(1)

163-9

2013

Sudo K,
Ishihara T,
Hirata N,
Ozawa F,
Ohshima T,
Azemoto R,
Shimura K,
Nihei T,
Nishino T,
Nakagawa A,
Nakamura K,
Hara T,

Tada M,
Mikata R,
Tawada K,
Yokosuka O,
Nakaji S,
Yamaguchi T

Randomized controlled study of
gemcitabine plus S-1 combination
chemotherapy versus gemcitabine for
unresectable pancreatic cancer

Cancer Chemother
Pharmacol

73(2)

389-96

2014

-23-




Toka T, Safety and effectiveness of Jpn J Clin Oncol 43 1139-45 2013
Katayama K, gemcitabine in 855 patients with
et al pancreatic cancer under Japanese
clinical practice based on
post-marketing surveillance in Japan
iR ] JE - EIE R IEMRTE - BRRAUBR 2 50 | IR & B 34(8) |593-598 | 2013
to | —BCHTOENE & EMBIEA~D
ANy h— B - ERLERIE
DB E—ERRRBR DB AT
JEACRR, FEONER - (L FREREAT BN LT A | JE & B 34 |825-832 | 2013
EaEA, T v MRE - GUEGRIE 2 AR L
id L 7o EATRERE T D AT
T T =
JRHRRITACER, EIBRTBERERS 12 F31) DEUS-FNARE | JIH & 34(2) |185-189 | 2013
MHLER, B2 H o B@En o/ MRITIC X
KIEEAL, % BB IR SL DRI (L RF
RIS, %)
JERURER,
RIS,
B B,
IR 35—,
=HUET,
EATEN,
R,
JeIERE,
BEXinkE,
AR,
FtE T,
A EA
KM — HRER & B O e L5 HB & & 34(4) 615-618 | 2013
FOLFIRINOX & O 55 T AH R
YN Gemcitabineds & U'S-1IZTARRIEHUME | NS 28 |s6-61 | 2013
PR ILI P, &g o Te EATHEDS AT KT 2 1B 1N
(% SE N {bFRIEDE R
BArEEZ,
H)IESE

-24 -




. #WFZERROTIIT - BRI



VOLUME 31

JOURNAL OF CLINICAL, ONCOLOGY

Author affiliations appear at the end of
this article.

Published online ahead of print at
www.jco.org on April 1, 2013.

Written on behalf of the Gemcitabine
and S-1 Trial Group.

Supported by Taiho Pharmaceutical and
TTY Biopharm.

Presented in part at the 47th Annual
Meeting of the American Society of
Clinical Oncology, Chicago, IL, June
3-7, 2011.

Authors’ disclosures of potential con-
flicts of interest and author contribu-
tions are found at the end of this
article.

Clinical trial information: NCT00498225.

Corresponding author: Takuji Okusaka,
MD, Hepatobiliary and Pancreatic
Oncology Division, National Cancer
Center Hospital, 5-1-1 Tsukiji, Chuo-ku,
Tokyo 104-0045, Japan; e-mail:
tokusaka@ncc.go.jp.

© 2013 by American Society of Clinical
Oncology

0732-183X/13/3113w-1640w/$20.00
DOL: 10.1200/JC0.2012.43.3680

NUMBER 13 -

MAY 1 2013

Randomized Phase I1I Study of Gemcitabine Plus S-1, S-1
Alone, or Gemcitabine Alone in Patients With Locally

Advanced and Metastatic Pancreatic Cancer in Japan
and Taiwan: GEST Study

Hideki Ueno, Tatsuya Ioka, Masafumi Ikeda, Shinichi Ohkawa, Hiroaki Yanagimoto, Narikazu Boku,
Akira Fukutomi, Kazuya Sugimori, Hideo Baba, Kenji Yamao, Tomotaka Shimamura, Masayuki Sho,
Masayuki Kitano, Ann-Lii Cheng, Kazuhiro Mizumoto, Jen-Shi Chen, Junji Furuse, Akihiro Funakoshi,
Takashi Hatori, Taketo Yamaguchi, Shinichi Egawa, Atsushi Sato, Yasuo Ohashi, Takuji Okusaka,

and Masao Tanaka

See accompanying editorial on page 1621

Purpose
The present phase lil 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; 97.5% Cl, 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 31:1640-1648. © 2013 by American Society of Clinical Oncology

Fluorouracil/leucovorin plus irinotecan plus
oxaliplatin (FOLFIRINOX), a gemcitabine-free com-

G S SRR RS > R
Pancreatic cancer (PC) is currently the eighth lead-  bination regimen, has recently demonstrated a clear

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.®

1640 © 2013 by American Society of Clinical Oncology

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
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is an oral fluoropyrimidine derivative shown to be effective for gastric
and various other types of cancers.®” Phase I1 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 Eastern
Cooperative Oncology Group performance status score of 0 to I, 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 -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
was assessed by the investigators according to the Response Evaluation Criteria
in Solid Tumors (RECIST), version 1.0."* Quality of life was assessed using the
EuroQol 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

 Patients enrolled
. IN=834)

;Assigrjed 10 receive : As‘sigﬁe‘d to receive S-1 (n = 280)

_gemcitabine  Didnotreceive S-1 = (n=8)
Did not recei .~ Adverseevents - (n=7)

E DiSeas'é"prdgres‘siy‘on} (h=1)

(n=272)
. (n=248)
. (n=245)

«Assighedﬁto,récfei‘)e GS (n=277)
~ Excluded from the
 studybecause of =

(nﬁ2)~f

formed consent
ati

Fig 1. CONSORT diagram. GS, gemcit-
abine plus S-1.
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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% Cls 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 PES (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 g
Male 170 61.4 170 60.7 158 575 498 59.9
Female : ; : 107 386 110 39.3 117 425 334 401

Age, years
< 65 134 48.4 145 51.8 137 49.8 416 50.0
= 65 143 51.6 135 48.2 138 50.2 416 50.0

ECOG PS i :

0 : 181 653 178 63.6 172 625 531 63.8
1 : : 96 34.7 102 36.4 103 375 301 36.2

Extent of disease
lLocally 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 ; : i
Adenocarcinoma i 272 982 276 98.6 272 98.9 820 98.6
“Adenosquarrious carcinoma i 5 1.8 4 1.4 3 11 12 1.4

Pancreas excision
No 254 91.7 264 94.3 248 90.2 766 92.1
Yes 23 8.3 16 57 27 9.8 66 7.9

Tumor location™ :

Head : 122 440 110 393 116 422 348 418
Body : : 88 31.8 124 443 102 37.1 314 37.7
Tail 68 245 55 19.6 66 24.0 189 22.7

Biliary drainage
No 202 72.8 217 775 209 76.0 628 75.5
Yes 75 27.1 63 22.5 66 24.0 204 24.5

CEA, ng/mL ;

Median : 57 5.6 59 5.7
1QR 3.0-20.1 2.5-18.4 2.5-20.7 2.6-19.5

CA19-9, U/mL
Median 1,044 726 441 712
1QR 52-5,002 64-5,000 45-5,090 55-5,002

CRP, mg/dL :

Median 0.40 0.50 0.40 0.43
IQR i ) 0.11-1.38 0.18-1.57 0.15-1.60 0.15-1.57

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.

1642 © 2013 by American Society of Clinical Oncology
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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 $-1 to gemcitabine with respect to OS
was demonstrated (HR, 0.96; 97.5% CI, 0.78 to 1.18; P < .001 for

1.0 §-1 v Gemcitabine: Hazard ratio, 0.96 (97.5% Ci, 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+ P= .15 for superiority
S _
=
>
£.2 06+ .
= == Gemcitabine
v o o S-1
= o -GS
S 2 04+
L Q.
S =
o
0.2 1
T T T T T T
0 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 ]

1.0 T S-1 v Gemcitabine: Hazard ratio, 1.09 (97.5% Cl, 0.90 to 1.33)
: P =.02 for noninferiority
GS v Gemcitabine: Hazard ratio, 0.66 (97.5% Cl, 0.54 to 0.81)
P <.001 for superiority

= Gemcitabine
s §1
== GS

Progression-Free Survival
(proportion)

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.
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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 PES was based on 793 events (95.3%) among'the
832 patients. The median PFES 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).
PES 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 PFS 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 t0 26.6) in the S-1 group,
and 29.3% (95% CI, 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

© 2013 by American Society of Clinical Oncology 1643
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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.

S

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

1644 © 2013 by American Society of Clinical Oncology

to gemcitabine in terms of OS and PFS (Fig 2A, 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 I study to demonstrate the noninferiority of a single anticancer
agent to gemcitabine alone for locally advanced and metastatic PC.

JOURNAL OF CLINICAL ONCOLOGY
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Table 2. Objective Response Rates (patients with measurabie 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

Complete response 1 0.4 o] 0 2 0.8

Partial response 31 12.9 52 21.0 69 285

Stable disease 119 49.4 105 423 102 421

Progressive disease 75 31.1 69 27.8 37 153
Objective response rate™ 32 13.3 52 21.0 71 29.3 .02 < .001

95% ClI 9.3t018.2 16.1 t0 26.6 23.7t035.5
Disease control ratet 151 62.7 157 63.3 173 71.5 .88 .04

95% ClI 56.2 t0 68.8 57.0t0 69.3 65.4t077.1
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.
1The 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 I 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 GS P
(n = 273) (n=272) (n = 267) (Fisher’s exact test)
Event No. % No. % No. % Gemcitabine v S-1 Gemcitabine v GS
Hematologic
Leukocytes 51 18.7 10 3.7 101 37.8 <001 <.001
Neutrophils 112 41.0 24 8.8 166 62.2 <.001 <.001
Platelets 30 11.0 4 1.5 46 17.2 <.001 .05
Hemaoglobin 39 14.3 26 9.6 46 17.2 1 41
Nonhematologic
ALT 41 15.0 16 5.9 29 109 <.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 11 4.1 1.00 .01
Anorexia 20 7.3 31 1.4 25 9.4 e 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 0.7 4 1.5 12 4.5 .45 .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% Cl, 0.57 to 1.22)
GS v Gemcitabine: Hazard ratio, 0.67 (95% Cl, 0.46 to 0.99)

Median overall survival: Gemcitabine, 12.7 months
S-1, 13.8 months
GS, 15.9 months
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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
I 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
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IIT 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 0f 0.86,%° 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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Center: A. Funakoshi, M. Furukawa; Niigata Cancer Center Hospital: Y. Tsuchiya; Chiba Cancer Center: T. Yamaguchi; Osaka Red Cross
Hospital: Y. Okabe; Tohoku University, Division of Gastroenterology: K. Sato; Tohoku University, Division of Gastroenterological
Surgery: F. Motoi; Matsusaka Chuo General Hospital: H. Naota; Kyoto Second Red Cross Hospital: K. Yasuda; Hyogo College of
Medicine: J. Fujimoto; Toyama University Hospital: A. Hosokawa; Fukuoka University Chikushi Hospital: T. Ueki; Hokkaido Social
Insurance Hospital: K. Furuya; Kameda Medical Center: Y. Oyama; Nagoya Medical Center: H. Iwase; Shinshu University Hospital: N.
Arakura; Yodogawa Christian Hospital: A. Watanabe; Osaka Medical College Hospital: H. Takiuchi; Kitano Hospital: S. Yazumi; Sakai
Municipal Hospital: H. Ohzato; Kawasaki Medical School Hospital: K. Yoshida; Onomichi General Hospital: K. Hanada; Kagawa
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Kaohsiung Medical University: Sheng-Fung Lin; China Medical University Hospital: Chang-Fang Chiu; Mackay Memorial Hospital,
Taipei: Ruey-Kuen Hsieh; Changhua Christian Hospital: Cheng-Shyong Chang; Chi Mei Medical Center, Yong Kang: Wei-Shou Huang;
Chi Mei Medical Center, Liou Ying: Wen-Tsun Huang; National Cheng Kung University Hospital: Wu-Chou Su.

Details of Adequate Organ Functions in Enrollment Criteria and Main Exclusion Criteria

Adequate organ functions were defined as follows: leukocyte count = 3,500/pL, 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/ L, a neutrophil count of less than 1,000/ L, 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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