58

A. Kawano et al.

Table 2 Univariate analyses on

survival Factor N HR 95 % CI p value N HR 95 % CI p value
Age
<60 36 1 270 1
=60 40 1.13 0.70-1.82 0.630 464 1.16 0.99-1.38 0.074
Sex
Male 70 1 458 1
Female 12 1.62 0.82-3.19 0.166 276 1.09 0.93-1.29 0.293
Performance status
0-1 78 1 681 1
=2 4 16.3 4.09-65.2 <0.001 53 3.30 2.44-4.47 <0.001
Disease status
Inoperable 47 1 506 1
Recurrent 35 0.77 0.47-1.26 0.300 228 0.73 0.61-0.87 <0.001
Pathology
Intestinal 39 1 195 1
Diffuse 43 1.57 0.97-2.54 0.067 521 1.29 1.07-1.56 0.008
Number of metastases
I 42 1 546 1
=2 40 1.42 0.88-2.28 0.153 188 1.47 1.23-1.77 <0.001
Liver metastasis
Absent 59 1 538 1
Present 23 1.97 1.19-3.27 0.009 196 1.16 0.97-1.39 0.104
Peritoneal metastasis
Absent 61 1 332 1
Present 21 1.22 0.71-2.08 0.467 402 1.00 0.85-1.18 0.991
Lung metastasis
Absent 61 1 694 1
Present 21 0.37 0.20-0.68 0.001 40 0.90 0.63-1.29 0.363
Bone metastasis
Absent 78 1 690 1
Present 4 2.07 0.49-8.78 0.322 44 1.35 0.97-1.89 0.076
Lymph node metastasis
Absent 36 1 518 1
Present 46 1.16 0.71-1.89 0.543 216 1.15 0.97-1.37 0.118
Abdominal lymph node
Absent 48 1 537 1
Present 34 0.92 0.57-1.50 0.737 197 1.14 0.95-1.37 0.145
Mediastinal lymph node
) Absent 65 1 712 1
fig{ a";f)egl;‘;z‘:;zgg:;‘ogf CAC Present 17 129 0.71-234 0.400 2 128  081-2.03 0.286
gastric adenocarcinoma, Cervical lymph node
N number of patients, HR Absent 75 1 704 1
hazard ratio, CT confidence Present 7232 0.98-547 0.055 30 116 0.77-173 0.480

interval

metastasis, and less peritoneal metastasis than patients with
gastric cancer are consistent with those of previous reports.

The median survival time of patients with advanced
AEGIJ was 13.0 months, and there was no significant dif-
ference in survival between the patients with AEGJ and
those with GAC (p = 0.445) in our analysis. In the patients

@ Springer

treated with the F 4+ P chemotherapy regimen, the OS was
not significantly different between AEGJ and GAC
(p = 0.352). These survival data for the patients receiving
F + P is almost the same as those for inoperable gastric
cancer patients who were enrolled and received F + P in
Japanese phase 1II trials [11-13].
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Table 3 Multivariate analysis actor Patients with AEG] Patients with GAC
HR 95 % CI p value HR 95 % CI p value
Performance status
0-1 1 1
>2 10.56 2.68-41.86 0.001 3.15 2.32-4.27 <0.001
Disease status
Inoperable 1
Recurrent NE 0.76 0.63-0.91 0.002
Pathology
Intestinal 1
Diffuse NE 1.32 1.09-1.59 0.004
Number of metastases
1 1
>2 NE 1.45 1.21-1.75 <0.001
Liver metastasis
] Absent 1
?iglfaz‘ie;‘;ﬁc;zggfogf oac Present 222 1.31-3.78 0.003 NE
gastric adenocarcinoma, Lung metastasis
N number of patients, HR Absent 1
hazard ratio, C7 confidence Present 033 0.18-0.63 0.001 NE

interval, NE not evaluated

We identified poor PS, the presence of liver metastasis,
and absence of lung metastasis as baseline prognostic
factors in patients with inoperably advanced or recurrent
AEGI. Several studies have identified prognostic factors
for patients with metastatic gastric cancer who received
first-line chemotherapy: poor PS, the presence of liver,
peritoneal, or bone metastases, microscopically scirrhous
type tumors, and number of metastatic sites [25, 26]. Chau
et al. [27] also elucidated that poor PS and the presence of
liver or peritoneal metastases was associated with poor
prognosis for patients with advanced esophageal, EGJ, and
gastric cancer. The prognostic factors in AEG]J identified in
our report are compatible with the prognostic factors
reported in EGJ and gastric cancer.

Chau et al. [8] reported that the survival curves of
patients with advanced AEGJ and GAC almost overlapped
and so it might not be necessary to distinguish patients with
advanced esophagogastric adenocarcinoma according to
primary tumor origin. Our results were consistent with this
report. We consider that the same chemotherapy can be
given to both patients with inoperably advanced or recur-
rent AEGJ and those with GAC in the clinical practice in
Japan, and Japanese future trials on gastric cancer che-
motherapy can include both subgroups.

This study had several limitations because it was a ret-
rospective, single-institution study. First, because the
selection of chemotherapy regimen in patients with AEGJ
was not standardized, the study included several chemo-
therapy regimens and tumor location itself might have

influenced regimen selection, although differences were not
statistically significant. Second, disease progression was
judged by the investigators in this study.

In conclusion, we identified that the incidence, charac-
teristics, treatment outcomes, and prognosis for patients
with AEGJ showed no significant differences compared
with those for patients with GAC. We consider that Japa-
nese future trials on gastric cancer chemotherapy can
include both subgroups.
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The choices of regimen in first and second—-line of advanced gastric cancer

K kBB BB T

gastric cancer, chemotherapy, choices of regimen, nab-paclitaxel, ramucirumab

& U &I

- BREOITERIE, BOETRBE IR
WE2M, THTEIMERoTEY, WER
BE - BE BRI T 2EEREORENFE T L
TW5, V

1990 F£481C, BB ICH 9 5 best supportive
care(BSC) & 7 v{b ¥ V) 3 UV R & TALEEDE
& QBRI BT, LEERER T4

MOEEMNK 4 LHFES N BEICHT 24k
BegeE A FMEASE S iz COELY, i

RT% L DERRBIITO N, BIEDBRRRE -
BREEICTT A EEN S —RIBEIE 7 v
U VVEEE BEEHOERETH L & 8
NTVBA, R — S N EREEIE
ELRW F72 BEOEBEALEZOLS
REEIC X o C, EEBEERIT) 28 TE L
Bebdy, EHOBRIIERICEERLOL
5. |

AIE TR, WRTE - BREBETSELE
BEREBROMERE L D L2, RAEICBT 2 EH
CHP B —YOEEB X U T RIEOBIRE -
WD 2.

1 —REE

1) VIERTEE - BHBREICH T 2EEN L
— KB :
WAEOYIBAEE - BREEEICTT 2Ty
A& LT, FRMA 613 REALZ 3% 12 & ) ECF
(epirbicin+oxaliplatin +5—fluorouracil (5-FU) )
OZFNBEAEREDS, KRED 513 V325 FERTIC &
» DCF(docetaxel+cisplatin (CDDP) +5-FU)
DOZFPFHFEPEREE LTES T 6 hTn
B, L LEMS, DCEEEICOWTIEZEDE
Bhb, BEHECPSARMAIBVWTELTL
AT TELT, 7v{bk¥ Y IV VEHIER
SHH O ZFHIPHHEE DT O T 2.
BAEICBWTIE, 1990 4E412 JCOG9205°
IZBWT, 5-FURREE L B¥REE L, FP
VL & UFT (tegafur —uracil)+mitomycin C #&3E
MENEFNLEE S s, PREEEICBLY
2EFHEOERIZED bNT, R, LD
5-FUFREESEERELZ Z b, Zh
221F, JCOG9912" Tk 5-FU HrftaiE & 12
WML L, S—1JEMk & irinotecan(CPT-11) +
CDDPEENZNENLEME S, S-1EE
@ 5-FU #fi e o § 5 JE5 HEATRER & /e,
F 7., FERERIC T b7 S-1 3 & SP(S-1+
CDDP) & 0t ss T AR CTH % SPIRITS

Takuro Mizukami, Takako Nakajima: Department of Clinical Oncology, St. Marianna University School of Medi-
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SEROTIE, SPEEE, £4FHE(0S), £
EATFEIR (PFS), 2384 (RR), WwWinlls
WTHEZFICERES Z EAMESN b
ED, RUCRTRKRROBRLY, T
BYEENCBIT AUBRAE - BEEEICIT 2 —
IR DBEEIISPEETH B LEZ LN T
%. CDDP @ dose intensity # BIZED A HRY
T, UBRAE - -BEEELISRLLTIED
YO SPEEEE 5B & o SPEE & & LERET
T % 45 I A EER (SOS 3B " s E & FASE

EFESEBLE L T/FbN7 PRSHREE 5

BEEHREHEPLIDATH o720 L, 3
BEEHEHETIRSS VB EARBICETFTHo
7= (HR=0.82, 95%CI 0.68-0.99, p=0.0418).

MST &, 3BT EH5HN 14178, 5HTE
BEHENIBIIATHY, EEEIRDLNR

Ao 72 (HR=0.99, 95%CI 0.81-1.21, p=0.907).

Grade 3V Eo&EMIZ, 5B LHEHETHD
HWA 9%, BIMI% THo/zDIZTFL, 338
T EEFTIXIFREREA39%, BIN19% &

Bhole EMESEEIZIZIEIRETCH 2 3 .

BT LD SPEENFESMEE TH A PFST
BEBEELZRLD, OSTHEEEZHDTEL

¥, MEEEOEEZEETLHE, 5HITED

SPHEIEABRET HbDOTREVEEZZR 5.
F7:—7J7T, CDDPIZBIREEREE %0 A
FLICXBEEHEOME,»LHELICL L, F7&
hydration b HMETH 0, HETEERESTDH
HREREENS. % T oxaliplatin (L—OHP)
L S-104EEETH 5 SOXEEDOHENTT
bz, TIBRARE - BEEELZNSL LT &
BRI TH 5 SPEIEICKTT 5 SOXEEDIES
& REEY 5 85 I AR B 54T i, PFS Hk
Bl SOXBETS55 7 H, SP# 5474 8L SPH&
EICx 3 5 SOXEE D IS AR E Nz (HR
=1.004, 95%CI 0.840-1.199). Grade 3 LI E®D

FEELTIE, BMEGEL, FHERED, &I,

FBMEIFR RO AE DS SOX BETHE BRI L (p
<0.0001), RMEMEEEZISOXHETHELS
o 72 (p<0.0001). OS DFERLFI2N 5D,
S5 L-OHP P BiE ot L CRBAR S h, 2
RESEICED B Z & 2HFE L
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—75, HLEEEBICB W T O TFENED
BRSERICTON, £ OB - BRE
FET T A 8 IR T O NS, —KIA
BIZBWTEREELRT Z LA TELDIT tras
tuzumab DA TH 5 (£ 2). TNETEETI,
HER2 B4 B2 25k 5-E 1 LB R T
SN EPEINT WA, ZOHOEEN
72 (JFMC44-1101) 2 BT dh, SLERE,
Lauren Z3EIC BT 2 IFEE, B IHRIC
HER2 B L OFMBREVE OMEN 2 ENT
W5, BHAEMIBIT A HER2 BHEEIE1E21.1%
T, B3 5 ToGARETO HER2 BiEEI& D
221% LRI TH oA, AREBTILEFNA
TAPEETEXT, EBIZIZ ACTS-GC #HE"
THESNIZ13.6 % FIRE b s, ToGAHR
BicBwTid, e (HC)3+ 7213 FISH
(fluorescence in situ hybridization) B CTESE
L7z HER2 OBEIFH % 320 A WRREE - BH
B, BREEEANEENSL LT, XP/FPE
EAOHHER2 LK TH 5 trastuzumab O L5
EHEH, 0S, PFS, RRUFNIZBWTHIE
BHEn BEIEPLEHFINIZERIZEM
XP#EEE% base & LTITbN TVl EdbH D,
HER2 B BB 12% L T3 XP RIS trastuzu-
mab Z AT A 2 LAMERE I NS, BIZ, HER2
BB - BREBEEZENSL LT SPE
(BB EHE) I trastuzumab ZHFET A5
483 E% (HERBIS-1) %71, RR67.9% &5
WERIPHE EhTWwA, BIE, HER2 B
BARE - RS EEICHT 2 SPREGHES L
5.) & trastuzumab OFF R O 6 T ARGHER (T-
SPACE) #* WJOG (P8 H A& ABFFE1EHE) 1o B\
THATHTdH 5 (UMIN000008389).

2) BEQEEEREZH VKRTRE - BF

BREICX T 2R

JEIERRRIERNIC BT, BEKETE, BRE
REMESCRIBERELREOAELE/-TC
ENEL, FOLOBERNRCFRERIT)
EVHELWERAD v BHAED LR
KREBERICE ) BOBIRSEE 2B, &
OB T 5 S—1 % capecitabine IZHHR - &
WHAREEERY, T2, KEEKREZRDAIE



14%i%

£1 HKPEIECET 500K

THe - BREEICHT 2 —KIEOELE DIEHER

A M TRy EEE ?};,)JD oo e TEAIERAR () CEETFEE (R
; SR i) B S e : N0 : N G
5-FU continous infusion | 234 9 2.9 10.8
CPT-11-+CDDP 236 38 4.8(p<0.001) 12.3
JCOG9912 m HR=0.85, 95%CI 0.70-1.04, p=0.05
S-1 234 28 4.2 (p=0.001) <114
HR=0.83, 95%CI 0.68-1.01, p=0.025
S—1+CDDP(SP) 148 54 6.0 13.0
S-1 150 31 4.0 11.0
SPIRITS I
p<<0.0001 HR=0.77, 95%CI 0.61-0.98
p=0.04
median TTF 12.8
S-1+CPT-11(IRI-S) 155 26.9 45 10.5
TOP-002 m S-1 160 41.5 3.6 HR=0.856, 95%CI 0.663-1.106
p=0.157 p=0.2327
S-1 88 29.5 4.0 10.3
5-FU/1-LV (RPMI) 89 23.6 3.5 8.3
ISO-5FUI0 | I HR=0.76, 95%CI 0.55-1.06 HR=0.84, 95%CI 0.60~1.18
non—inferiority
S—1+docetaxel 310 30.3 161 days 390 days
S-1 313 184 126 days 334 days
START m HR=0.74 HR=0.88, 95%CI 0.735—-1.044
p=0.0004 p=0.1416
S-1+L-0HP(SOX) 340 55.7 5.5
ASCO~-GI 2013
5— D 4 2.2 5.
Abstr#60 T S-1+CDDT(SP) 340 8 4

K Higuchi et al.

HR==1.004, 95%CI 0.840-1.199
non—inferiority

not reported
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£2 BREICHUT9FENEOELE B
R 3 i s ‘ DU e | TRNEIE |, e .
TN /ﬂ?l’ BT A v VIR BHEE o | IR A TR () £4TEHM (R)
FP/XP-+trastuzumab 584 473 6.7 13.8
(IHC 3+ or FISH+) p=0.0017 | HR=0.71, p==0.0002 | HR=0.71, p=0.0046
ToGA I Lst FP/XP-+trastuzumab 16
(IHC 2+/3+ or FISH+) HR==0.65
XPcetuximab 904 29 44 9.4
EXPAND | III 1st ) HR=1.091 HR=1.004
p=0.3158 p=0.9547
EGFR EOC=Lpanitumumab 200 46 7.4 8.8
REAL-3 | III 1st p=0.467 HR=1.22 HR=1.37
p=0.068 p=0.013
XELOX A-Iapatinib 545 53 6.0 12.2
LoGIC I 1st 40 HR=0.82 HR=0.91
p=0.0381 p=0.3492
) paclitaxel-+lapatinib 132 27 54 11.0
TyTAN il 2nd 129 9 HR=0.85 HR=0.84
p=0.2441 p=0.2088
XP=bevacizumab - 387 46 6.7 12.1
AVAGAST | IO 1st 387 | p=0.0315 HR=0.80 HR=0.87
' 0.0037 p=0.1002
VEGF ramucirumab+BSC 238 34 2.1 5.2
REGARD | III 2nd ~ placebo-+BSC 117 | p=0.756 HR=0.483 HR=0.776
: p=0.0001 p=0.0473
everolimus 656 4.5 1.68 5.39
others | GRANITE-1 | Il | 2nd-3rd placebo HR=0.66 HR=0.90
p<<0.0001 p=0.1244
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BN BVTIHE, hydration 12 X b JlEKDIEE %
BB T ENE T CDDP D538 <, =
BB CTH 5 SPEECXPHIEZ 179 & LT C
E2v, Bl LCE R (0COGY912 3
B, SPIRITS &%, ToGA #tEx) %, Zofhions
ORI BT O EE OISR RS2
OB SITEY, EEREETISNT
W7\,

JCOGO106 BB T, T I s peze 3
L VB % 835 C & 2RISR & e b
LT, 5-FU kit & MF (methotrexate-+5—
FUVBE A R & /e, 5-FU #5725t
LT MF & A ) A Yefif (MST: median
survival time) T9.4 7 HiZnf L, 10.6 7 B & &
R RTCENTE R o/ (HR=0.94, 95
%CI 0.72—-1.22, p=0.31). ZRETD, BED
JEREEER ST R E T i2ds, 5-FU Hit
HEEESED TR SNAERTH o2
DD, FOXI)BEMCEETREEE L N
5.

—75, BRI - BREEe
W& E LT, 5-FU/-LVEED S-1#EIcst
55 IEL M ISO-5FUL0 B CHE & T
WA T, ETEEUASR 2 B IR R A1,
5-FU/I-LVIEED BREO—D2E LTHEZ S
na.

B> CDDP % S—1 D137, JEBEERIER T
3, THIEROI Y P aO— VAREETH D,
CPT-11 DFEDH L. ko, 7FH 3R
BHIBIRFO—20L 209 5. BEBEKEI:
EROERREOBERER S F T 5 8L s
LT, WHEZGHE L7 FLTAX 0 &2
FESRSERDMT N, B IVHEES T, BRI
T AHEENL 47 %, PESHU{EIL 6.2 7 H, MST
957 B & BRIF BB HRESNLTHAEY. Zh
22V, BEEK T EROERUREE O B Ei
BREETLHEELNS L LT, 5-FU/LVERE
& FLTAXEE O EMEA L LB S 1T/ 1T AR B
(JCOG1108/WJOGT7312G) ASHIEHESTH TH 1,
FERIF-ND.

3) BREOYVETE EREEICHTS
— R
BEOBERZIEMLTEY, 4%

FIEGEICBIA LI v OBRITEE I,

o TL B THA). mimEE, - 5 - K
- Bl & O FEERARTEDMET L Cw» AEmIC
By, Fl-EaRIREEP PS(performance status)
PETLTWAEEDLEL L, HFEBEOBHRES
W23 d AL TE & R OFEERR T2 B v
W08 . SPIRITS #U5: O subgroup AT 1B
W, 60 BESRIBICHA, 60RELL Eo BT
W, S-S A SPEEEO AT A
EEFENEETIIZH o 7o (HR=0.75, 95%
CI0.61-0.92). & A § 5 SPHFEEIZ D W
Tid, EPRYLCHRA N & ORE DO hiRE &
NTWBH, FERE—ETR. S-1EEICH
LT, BENCBWTE5 L OB -
FHERAEZ 28 L LC, capecitabine & S—
1 A5 & N7z selection design O #E/EAALAE 1T
FSREEI1ZB W, capecitabine B, S-1HETIX
PES Fp o {lisZNEn47H B, 4.2 7% A (HR=
1.0, 95%CI0.61-1.63), MSTIx9.5% H, 82
# A (HR=0.98, 95%CI 0.62—1.55) & THEIZH
EEFEFDT, S-1FTH B BIF R iE RS
MEZN TS, Grade 3/4 DIFFERFANE S-
1#T4.8%, BRET1%, EFTFIRIZ.5%,
capecitabine # T 6.8%, 9.1%, 6.8% &, #HE
[Z2WT % capecitabine & B L THEFETE
bHHDTHoTe, ‘
BT, BREROGEY 2 SHEDERE
FEHWEFEToTBLT, BERELRET
AT EFTERWDY, BHREREPPSEEDE
EIREA T ICERICAN, SPEER S-1K
EEBREHLTWAONHIRTD 5.

2 ZRABE

1990 £ 12 CPT-11, paclitaxel, docetaxel
7% EOFEFDPFAR SN TLR, BEEICBANT
X, ZWEEE LTOBL»pRAERENREN
TwE E, WBRAEE - BEBEICHLTING
DEFEFNT X B ZUREPTThbhTwi.
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PIBEE - BREBEICH T2 REERELT,

CPT-11 & BSC & % lLBr§ A B IIARERER 25
AV TITb7=D, BEfFAY — FNE L &HF
&2, EmPEohTnihorz
CPT-11 H#CEFHHOEENZD LNTHY,
ZREEOENEETRB L TCW Tk &
BET{ThbN/, CPT-11 % L < i docetaxel #
O EERE L BSCR L 2 B L2 & 111 M
HEOT, [LEBREFRTOSOEBLLEENHR
Han, UBEFE- - BEEEICHT A ZKE
BEOBEIEPDID TRENT, A FVATH,
docetaxel B & TR A 722 JEIRE B (ASC: active
symptom control) FEH3EE T #H3E% (COUGAR-
02) " CHEFS M, docetaxel BT MSTA55.2 7
B, ASCE®» MST%%3.6 # B (HR=0.67, 95%
CI 0.49-0.92, p=0.01) & 0S DHE RIEEHH
B3Nz TITRTTRL, BRINZBWTD
ZREEOEESR I NI L i B,

—7, FEAETIE, BSC & pHETIERL,
7 v b¥ ) 3 U VEHK L AT X B —kiE
BICRIR & o IR REETT B AR E L
T, weekly paclitaxel (WPTX) #%E & CPT-11 8
& HEL L 72 5 AR 38R (W] O G4007) 0 5347
btz MSTIEwPTX#T95%H, CPT-11
BT84 mATHY, PTXIZxd 5 CPT-11
DEBMEIZR S NP o 72(HR=1.13, 95%
CI 0.86—1.49, p=0.38). 7=, PFSAIfEIZ,
wPTX &, CPT-11EETEh2h364H, 23
% B (HR=1.14, 95%CI 0.88-1.49, p=0.33) T
Holz. ZREENOBITEEIE CPT-11#0
T1% 12 LT, wPTXHTII89% L AEICH
Doz (p=0.04). ZOREBRERE,SIE, 71t
Y1) X VU VERE L HEEE OB ARRICRIR L
o l2YIRAEE - BREEEICTT 2 ZREEL
LT, &% REFDPAEM, WENEREL
DICHIFTE ALY XAV Tldd 5785 CPT-11
BED MR {AThN W AIREET
HY, TOEHEREIBES NS DOTIERWE
E2 5.

¥/ 7vi k¥ IV UER RS —IRIEE

ARG & o - BREEERES 2065 & LT,

best available 5-FU &3 (M E{LFEED A

LaL,

&Y, 5-FUEEED L IEMFEELE
) & wPTX B & % HBL L7 selection design
DENERALE ILFHRE TH 5 JCOG0407 HER™
T, MSTCREEE D77 B THY (HR
=0.877, 95%CI 0.571-1.377, p=0.298), PFS
ZWPTXKEET37H AL EEICBIFTH - 72
(HR=0.568, 95%CI 0.369-0.873, p=0.004).
wPTX X 7 v L) 3 ¥ VEFIRIR OB E
BRIEFOZRIRERE LTEMEZRL, 20
BOENHRBICBI 2 RBEOEFTH L
EPTRENT LAL, ZTOREBRIIBWTI,
wPTXIZX 5 OSOERIEFRENTE LT, 7
U A4 —=N—0367% DEFNFEDON/-T &
WEDEREZE 2z ST

iz, CIBRRE - T ERAE O ZRIBEIC
BlF % nab-paclitaxel DFZIEZREEL 725 11
AHEEE (J—-0200 8B%) ¢, PFSHRfE29 % F,
MST 924 B L D#EREZZF, 201321
nab—paclitaxel 2B HE 125 L, RBEAE SN
BIE, 7o) IV VEENIAIR & 2o 0E
Bl % X5, paclitaxel & @ HLECEE 11T AH S ER AT
ETHETHY, BRIVIFND.

HEAETIT LN TCOG GI-0801 HER® T,
S—1 2 E T LRBERICNEOWBRTEE - BHE
EENEE LT, biweekly CPT-114+CDDP %
% & CPT-11 EEM R & h, PRSHRfEIZ#
n#ns38s A, 28% H(HR=0.68 95%CI
0.47-0.98, p=0.0398), MST X% &10.7
# B, 101 %8 HR=0.98, 95%CI 0.69-0.144,
p=0982)Tdho7>. CPEETIEFEEETH
BPFSHBEBICEET A LBHFESNS B
I, S-1EERISOUBRARE - BREEREZNS
& LT, biweekly CPT-11+CDDP & & CPT
~11 A3 TRICS HEF® |2 B W T HE &, PFSH
FAEIZFNEN4.63 7 A, 4.13 % B (HR=0.86,
95%CI 0.614~1.201, p=0.372) & BEZITRD
biirod: EEFHEEE TH S 0S OB
EEIE-NAHDS HEETIE, MRS
BERLE LTS 1EEZITo TV AERAFOH
FIER, b L ES-1EEE 6 % AUNOES
FEB] 72 &, AT OHH T — k&R T CDDP A
BEENTWRWEFICET 2 ZRIEEE LT,
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biweekly CPT—11+CDDP 3 81k o —o
EN B EEZ LA,

ZUIRFIZ BT UIBRAER - RS BRI
LT O FREMZED RS ST & 7205 1
— VEGFR-2 $/K T % ramucirumab H5H %1
DE SN T BHEATH L. 7o LYy 3 Y
VB L HERENIRS & T o iR E R -
BEEEAIEL WS L LT, ramucirumab &
BSC & % Mg % 4 T AH SR (REGARD i)
AT b7z, MST 1 ramucirumab B¢ 5.2 41 1,
BSC# 3.8 A(HR=0.776, 95%CI 0.603—
0.98, p=0.0473) &, ramucirumab ¥ OS (ZH
BICIERE L7z, BAENCBW TS, EiEgEE L
L T4 o T b wPTX 35~ ramucirumab @
LSRR A& WE 9 5 RAINBOW 354 (Clini-
calTrials. gov Identifier: NCT01170663) &5
DBl -NBEZATHA.

B H WIS

nab —paclitaxel 23 B2 L TG 2 LKL,
oxaliplatin DFRBAFESEIRE S b2 &, I
REE - FE BRI T 5 b5k o #BIREL
BIZEAERbILA, 72
W, XP/FP-trastuzumab JEHEAND pertuzu-
mab @ L e & x5 & M E 3 A JACOB & Bk
(ClinicalTrials. gov Identifier: NCT01774786),
ECF/XP & E~? MET BHEH]Td 5 rilotumu-
mab O LFEER R 2 HET B RILOMET-1 3
% (ClinicalTrials. gov Identifier: NCT01697072)
R EWHEATRTH L. ZIRBEICBWTIE
trastuzumab \[ZNE & 72 o 72 HER2 B34 B L
59 A TDM-1 & paclitaxel JE 3 2 B4 2
GATSBY #E# (ClinicalTrials. gov Identifier:
NCT01641939) 3 EATH TH D, T zFTak D

—RIBEFEITH

ZWREFICOWTIEHELZ YTV 23k <,
CRBEICH W o 7B 7, BEOLEHIR
BIZAEDLETHEELTWLOPHIRTH 5.

0% OFREAVENY, BEIAEFEIE
IS hr EBBFLW.
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Randomised phase Il study of S-1/cisplatin
plus TSU-68 vs S-1/cisplatin in patients
with advanced gastric cancer

W Koizumi™', K Yamaguchiz, H Hosaka®, Y Takinishi?, N Nakayamas, T Hara®, K Muro’, H Baba®, Y Sasaki’,
T Nishina'®, N Fuse'", T Esaki’?, M Takagi13, M Gotoh' and T Sasaki'®

'Department of Gastroenterology, Kitasato University East Hospital, Sagamihara 228-8520, Japan; *Department of Gastroenter-
ology, Saitama Cancer Center, Ina-machi 362-0806, Japan; *Division of Gastroenterology, Gunma Prefectural Cancer Center, Ota
373-8550, Japan; “Department of Internal Medicine, Showa University Northern Yokohama Hospital, Yokohama
224-8503, Japan; *Department of Gastroenterology, Kanagawa Cancer Center, Kanagawa Prefectural Hospital Organization,
Yokohama 241-8515, Japan; ®Department of Surgery, Kouseiren Takaoka Hospital, Takaoka 933-8555, Japan; 'Department of
Clinical Oncology, Aichi Cancer Center Hospital, Nagoya 464-8681, Japan; ®Department of Gastroenterological Surgery,
Kumamoto University Hospital, Kumamoto 860-8556, Japan; *Department of Medical Oncology, Saitama Medical University
International Medical Center, Hidaka 350-1241, Japan; '’Department of Gastroenterology, National Hospital Organization
Shikoku Cancer Center, Matsuyama 791-0280, Japan; ''Division of Endoscopy and Gastrointestinal Oncology, National Cancer
Center Hospital East, Kashiwa 277-8577, Japan; '“Department of Gastrointestinal and Medical Oncology, National Hospital
Organization Kyushu Cancer Center, Fukuoka 811-1395, Japan; "*Department of Surgery, Shizuoka General Hospital, Shizuoka
420-8527, Japan; "Cancer Chemotherapy Center, Osaka Medical College Hospital, Takatsuki 569-8686, Japan and "*Department
of Chemotherapy, Tokyo Metropolitan Cancer and Infectious Diseases Center Komagome Hospital, Tokyo 113-8677, Japan

Background: This study aimed to determine whether combination S-1 plus cisplatin (CDDP) therapy, the most widely used
therapy for Japanese patients with advanced gastric cancer, and the novel oral antiangiogenic agent TSU-68 could contribute to
gastric cancer treatment.

Methods: Ninety-three patients with chemotherapy-naive unresectable or recurrent advanced gastric cancers were randomised
into two groups: TSU-68 plus S-1/CDDP (group A) and S-1/CDDP (group B) groups. Both patient groups received identical S-1 and
CDDP dosages. TSU-68 was orally administered for 35 consecutive days. Group B patients received S-1 orally twice daily for three
consecutive weeks, followed by intravenous CDDP on day 8. The primary endpoint was progression-free survival (PFS).

Results: Median PFS periods were 208 and 213 days in groups A and B, respectively (P=0.427). Median survival periods for groups
A and B were 497.0 and 463.5 days, respectively (P=0.219). No statistically significant differences were noted for PFS, survival or
the adverse event (AE) incidence rate. All AEs were expected according to previous reports for TSU-68, TS-1, and CDDP.

Conclusion: Combination therapy involving TSU-68, S-1, and CDDP was safe and well tolerated in patients with chemotherapy-naive
unresectable or recurrent advanced gastric cancers. However, factors related to therapeutic efficacy should be investigated further.

Gastric cancer is the second most common cause of cancer Since Macdonald et al (1980) reported the use of 5-fluorouracil
death both worldwide (Jemal et al, 2011) and in Japan (Sobue (5-FU), doxorubicin, and mitomycin-C combination chemother-
et al, 2012). apy (median survival time, 5.5 months) for the treatment of
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unresectable, advanced, or recurrent gastric cancers in 1980,
multidrug chemotherapies, particularly those that include 5-FU,
have been the most widely used therapies worldwide. Currently,
the employed regimens differ among geographic regions.
For example, epirubicin, cisplatin (CDDP), and 5-FU; epirubicin,
oxaliplatin, and capecitabine (EOX); and docetaxel, CDDP,
and 5-FU chemotherapies are primarily used in the control arms
of clinical studies in Western countries, whereas 5-FU and
CDDP chemotherapy is primarily used in non-Western
countries. Thus, no global consensus has been reached on a
standard therapy.

In Japan, the clinical development of chemotherapies for
unresectable, advanced, or recurrent gastric cancers has progressed
for many years, and many clinical studies have been conducted
using TS-1 (S-1), a fluoropyrimidine anticancer drug that is
produced in Japan. When compared with continuous intravenous
5-FU infusion, 5-FU/CDDP did not significantly increase life
expectancy (Ohtsu et al, 2003); since then, 5-FU alone has been
used as a reference arm. Nevertheless, the American Society of
Clinical Oncology reported the results from two Japanese phase 111
clinical studies (Japan Clinical Oncology Group (JCOG) 9912
(Boku et al, 2009) and S-1 Plus cisplatin vs S-1 in RCT in the
Treatment for Stomach cancer (SPIRITS) (Koizumi et al, 2008)) in
2007. Japan Clinical Oncology Group 9912 demonstrated that S-1
capsule monotherapy was not inferior to continuous intravenous
5-FU infusion in terms of overall survival (OS). In addition, the
SPIRITS trial reported a significantly prolonged OS with S-1/
CDDP therapy and a better (prolonged by > 1 year) OS than that
with S-1 alone. Therefore, a first-line standard chemotherapy was
established in Japan.

The median survival period achieved in the SPIRITS trial was
13.0 months; therefore, further improvements to the therapeutic
results are necessary. In recent years, the use of a fluoropyrimidine
anticancer drug in combination with molecular targeted agents has
been studied, and vascular endothelial growth factor (VEGF) is
assumed to be closely related to tumour proliferation in gastric
cancers (Laird et al, 2000). The use of bevacizumab, a monoclonal
antibody that targets VEGF A, was evaluated in combination with
capecitabine and cisplatin as a first-line therapy for advanced
gastric cancer (Ohtsu ef al, 2011). In that study, the progression-
free survival (PFS) and overall response rates (ORRs) were
significantly improved with bevacizumab; however, no survival
benefit related to this drug was noted. On the other hand,
ramucirumab, a monoclonal antibody that targets VEGF receptor
2, significantly prolonged OS when used as a second-line
monotherapy for advanced gastric or gastroesophageal junction
adenocarcinoma (Fuchs et al, 2013).

TSU-68 (orantinib) is a novel oral antiangiogenic agent that has
been shown to inhibit the tyrosine phosphorylation of VEGF
receptor 2, platelet-derived growth factor (PDGF) receptor 6, and
fibroblast growth factor (FGF) receptor 1 in vitro (Kim et al, 2009).
Previously, phase I and phase II studies in patients with breast
cancer, hepatocellular carcinoma (HCC), lung cancer, and color-
ectal cancer were conducted in Asia (Kanai et al, 2010; Okamoto
et al, 2012; Shin et al, 2012; Toi et al, 2012; Inaba ef al, 2013), and a
phase III study was initiated in 2010 to evaluate the survival benefit
of TSU-68 in patients with intermediate-stage HCC (Clinical-
Trials.gov Identifier: NCT01465464). As part of the clinical
development of TSU-68, a combination of S-1/CDDP therapy,
the most widely used therapy in Japan for patients with advanced
gastric cancers, and TSU-68, which has antiangiogenic effects, was
expected to be an effective gastric cancer treatment. Consequently,
we conducted a phase II randomised study to compare the effects
of a combination therapy with 3 agents—TSU-68, S-1, and
CDDP—with the effects of S-1/CDDP therapy with regard to the
PES to improve the therapeutic results of first-line standard
chemotherapies.

Patients. The patients included in the study were >20 years with
(1) histologically or cytologically confirmed adenocarcinoma,
(2) unresectable or recurrent gastric cancer, and (3) no prior
systemic treatment. Recurrent patients were eligible if the last dose
of postoperative adjuvant chemotherapy had been received at least
180 days before the start of the study. Other eligibility criteria
included an Eastern Cooperative Oncology Group performance
status of 0-1 and adequate functioning of the major organs, along
with the following laboratory values: haemoglobin, >8.0gdl ™",
neutrophil count, > 1500 mm ™, platelet count, 100000 mm ~ 3,
serum creatinine, <the reference value at the study center, and
serum bilirubin (TBIL), <1.5mgdl™ ! Other laboratory criteria
included a creatinine clearance of >60 mlmin ', serum aspartate
aminotransferase (AST) and alanine aminotransferase (ALT) levels
of <100U17", and an alkaline phosphatase (ALP) level that
was 2.5-fold less than the reference value at the study center.
For patients with liver metastases, those with AST, ALT, and ALP
values that were 5-fold less than the reference values at the study
center were eligible. In addition, patients were required to have
target tumours that were measurable by computed tomography,
magnetic resonance imaging, or radiography in accordance with
the Response Evaluation Criteria in Solid Tumours (RECIST), ver.
1.0. All patients were required to provide written consent. This
study was implemented in accordance with Good Clinical Practice
(GCP) guidelines and the Declaration of Helsinki.

Design. This was a phase II, multicenter, randomised, controlled
study to estimate the efficacy of TSU-68 plus S-1/CDDP therapy vs
S-1/CDDP therapy. Randomisation was performed according to
the minimisation method, using ‘unresectable gastric cancer’,
‘recurrent gastric cancer with. postoperative adjuvant chemother-
apy’, and ‘recurrent gastric cancer without postoperative adjuvant
chemotherapy’ as the stratification factors. Eligible patients were
randomly assigned to either the TSU-68 plus S-1/CDDP (group A)
or the S-1/CDDP (group B) groups at a ratio of 1:1 (Figure 1).

In groups A and B, S-1 was administered at a dose of
<40mgm~ % The S-1 dose was calculated according to
the patient’s body surface area as follows: <125m? 40mg;
1.25-1.5m? 50 mg; and >1.5m? 60 mg. S-1 was orally adminis-
tered twice daily for three consecutive weeks. CDDP was
administered at a dose of 60 mgm ~* by intravenous infusion on
day 8. The duration of each cycle was 5 weeks (35 days). In group
A, 400 mg of TSU-68 was orally administered twice daily (total
daily dosage, 800 mg) for five consecutive weeks. The treatments
were continued until 1 of the following occurred: progressive
disease (PD), unacceptable toxicity, withdrawal of patient consent
(regardless of toxicity), or termination of treatment at the
discretion of the attending physician.

Group A: TSU-68 + S-1/CDDP

TSU-68: 800 mg m2 b.i.d day 1-35 g5 weeks
'1S-1: 40-60 mg m=2  b.id day 1-21 g5 weeks
CDDP:60mgm== ivonday8

Group B: 8-1/CDDP
S-1: 40-60 mg m~2 b.i.d day 1-21 q5 weeks
CDDP: 60 mg m2 iv on day 8

~ Stratification factors
- Unresectable or recurrent
+ Recurrent + adjuvant chemotherapy
+ Recurrent + no adjuvant
chemotherapy

[zo-—a4r»0-200z>3 |

Figure 1. Study design. Two patients were excluded from the full
analysis set by an independent data monitoring committee.
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The protocol was approved by the Institutional Review Board of
each study center. The Independent Data Review Committee
evaluated safety throughout the study period. This study was
conducted in compliance with the Declaration of Helsinki and the
Japanese GCP Guidelines.

Endpoints and evaluation methods. The primary endpoint was
PFS, which was defined as the period from the day of enrolment to
the day on which (1) radiological or clinical progression was evident,
(2) subsequent treatment was indicated, or (3) the patient died. The
earliest day among these defined days was considered. If patients were
lost to follow-up because of second-line treatment or a transfer to
another hospital, their data were censored. Tumours were measured
every 5 weeks until the onset of PD. All measured images were
assessed by a Central Imaging Review Committee in accordance with
the RECIST (New Guideline 2000; Therasse et al, 2000).

Secondary endpoints were the antitumour effect (ORR), OS,
safety, pharmacokinetics (PK), and the relationship between
angiogenesis-related factors and efficacy. To determine safety,
blood tests, biochemical analyses, and urinalyses were performed
and subjective as well as objective findings were followed-up
throughout the study period. Adverse events (AEs) were graded in
accordance with the National Cancer Institute Common Toxicity
Criteria ver. 3.0.

In the patients who were included in the PK evaluation on
day 8, the PK of TSU-68 after repeated administration of TSU-68
(400 mg per dose) on day 8, the PK of tegafur (FI), 5-FU,
5-chloro-2,4-dihydroxypyridine (CDHP), and potassium oxonate
(Oxo) after the repeated administration of S-1 (50-60 mg per
dose), and the PK of the total and free platinum levels after the
administration of CDDP (60 mgm ~*) were investigated.

Angiogenesis-related factors were tested at baseline levels and
before the start of the next cycle. The following angiogenesis-
related factors were measured: PDGF-AA, PDGF-BB, soluble
vascular cell adhesion molecule-1, soluble endothelial-leukocyte
adhesion molecule-1 in the serum and plasma, and interleukin-8
with enzyme-linked immunosorbent assays (ELISAs; BioSource
Europe, Nivelles, Belgium); plasma tissue plasminogen activator
(t-PA) with a soluble t-PA ELISA kit (Oncogene Science,
Cambridge, MA, USA); and plasma plasminogen activator
inhibitor-1, acidic FGF, VEGF, VEGF soluble receptor type 2,
hepatocyte growth factor, VEGF-C, VEGF soluble receptor type 3,
and the lactate dehydrogenase isozyme.

Statistical analyses. The SPIRITS trial that was conducted in
Japan showed that the median PFS achieved with S-1/CDDP was
6 months. According to this result, the PFS with TSU-68 +
S-1/CDDP was estimated to be 9 months. This would have a

significant clinical impact on systemic therapy for advanced gastric
cancer. We assumed that a total of 86 patients (two groups) would
be necessary to demonstrate the superiority of TSU-68 + S-1/
CDDP at a power of 80% and a one-sided significance level of 20%
with unstratified log-rank tests at the end of the follow-up period
(Rubenstein et al, 2005). After considering possibilities such as
ineligible patients, we determined that 92 patients were required
for the study.

We used a full analysis set (FAS), defined as patients who met
the eligibility criteria, for the primary analyses of efficacy and
safety.

To compare the PK parameters of S-1 and CDDP between
groups A and B, the Wilcoxon test was performed for the
maximum drug concentration time (f,,,5), and the Student’s t-test
or Aspin-Welch test was performed for parameters other than the
[max after logarithmic transformation.

Patient background. Between December 2008 and February 2012,
a total of 93 patients (group A, n=46; group B, n=47) from a
total of 14 centres in Japan were enroled and randomised in this
study (Figure 2). One patient from group A was found to be
ineligible, and 1 patient from group B did not receive treatment.
Therefore, a total of 91 patients (group A, n=45 and group B,
n=146) were included in the FAS that was used for efficacy and
safety analyses. There were no significant imbalances in the patient
background characteristics at enrolment between the two groups
(Table 1). The percentages of patients with 1, 2, or >3 organs with
infiltration and/or metastasis were 46.7%, 40%, and 13.3%,
respectively, in group A and 41.3%, 50%, and 8.7%, respectively,
in group B. None of the patients had locally advanced disease
alone. Peritoneal metastases were noted in 15 (33.3%) group
A patients and 15 (32.6%) group B patients. Histologically,
diffuse-type and intestinal-type adenocarcinomas were noted in
23 (48.9%) and 22 (51.1%) group A patients, respectively, and in
20 (54.3%) and 25 (43.5%) group B patients, respectively.
Gastrectomies had been performed in 6 (19.6%) group A patients
and in 9 (13.3%) group B patients before enrolment. Postoperative
adjuvant chemotherapy was administered to 4 (10.9%) group A
patients and 5 (8.9%) group B patients.

Efficacy
Progression-free survival. The median PFS were not significantly

different between the two groups (group A, 208.0 days; group B,
213 days; P =0.424; Figure 3).

I 98 Patients randomized l

Assigned to group A, N=46 |

] Assigned to group B, N=47

Excluded from analysis, N=1
- No study drug treatment

Excluded from analysis, N=1
-No measurable lesion

Full analysis set of group A,

Full analysis set of group B,
N=46

N=45
I

Discontinued treatment, n=45
- Progression (n=32)
+ Adverse events (n=7)
- Investigator’s discretion (n=0)
« Surgical indication (n=5)

- Others (n=1)

Discontinued treatment, n=46
- Progression (n=37)
+ Adverse events (n=3)
- Investigator’s discretion (n=1)
+ Surgical indication (n=2)
- Others (n=5)

Figure 2. CONSORT diagram. A total of 93 patients (group A, n=46; group B, n=47) were randomised. One patient from group A did not receive
treatment, and 1 patient from group B was ineligible. Therefore, a total of 91 patients (group A, n=45; group B, n=46) were included in the FAS

used for the efficacy and safety analyses.
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Table 1. Patient characteristics

| No. of patients
Characteristics Group A Group B P-value
Full analysis set 45 46
Gender 0.360
Male 30 35
Female 15 1
Age, years 0.239
65< 26 26
65> 19 20
Median (range) 62.0 (30-74) 63.5 (44-76)
ECOG PS 0.771
0 28 30
1 17 16
2 0 0
Diagnosis 1.000
Unresectable 39 39
Recurrent 6 7
Adjuvant chemotherapy 1.000
— 41 41
+ 4 5
Histology 0.601
Intestinal 22 25
Diffuse 23 20
Unknown 0 1
No. of organs involved 0.847
1 21 19
2 18 23
>3 6 4
Metastasis of peritoneum 1.000
- 30 31
+ 15 15
Metastasis of liver 0.403
- 26 22
19 24
Abbreviation: ECOG PS = Eastern Cooperative Oncology Group performance status.

The hazard ratio (HR) was 1.23 (95% confidence interval (CI):
0.74-2.05).

Survival. All follow-up investigations were completed at the time
of data cutoff in April 2012, which was 1 year and 8 months after
the last patient enrolment. Outcomes were confirmed in all
patients (100%). Of the 91 patients in the FAS, 33 of the 45 (73.3%)
group A patients and 38 of the 46 (82.6%) group B patients died.
The median OS periods were 497.0 days in group A and 463.5 days
in group B. The 1-year survival rates were 66.7% in group A and
63.0% in group B. The 2-year survival rate was 30.4% in group A
and 22.4% in group B. The survival rates in group A were not
significantly different from those in group B (P=0.213) (Figure 3).
The HR was 0.74 (95% CI: 0.46-1.19).

Best overall response. Twenty-eight of the 45 group A patients
achieved a partial response (PR), and thus the response rate was
62.2% (95% CI: 46.5-76.2%). Twenty-six of the 46 group B patients
achieved a PR, and thus the response rate was 56.5% (95% CI:
41.1-71.1%). The response rate in group A was not significantly
different from that in group B (P=0.671).

110
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3
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Figure 3. Kaplan-Meier analysis of PFS and OS. Of the 93 total patients,
46 were placed into group A and 47 were placed into group B. The
median PFS times of the patients in group A and group B were 208.0 days
(95% Cl: 141.0-274.0 days) and 213.0 days (95% Cl: 178.0-309.0 days),
respectively. The HR for radiological progression or death in group A was
1.23 (95% Cl: 0.74-2.05). The median OS times of the patients in group
A and group B were 497.0 days (95% Cl: 371.0-635.0 days) and 463.5
days (?5% Cl: 359.0-554.0 days), respectively. The HR for death in group
A was 0.74 (95% Cl: 0.46-1.19).

Safety. The AEs that occurred in this study are shown in Table 2.
The main AEs that occurred at least 10% more frequently in group
A than in group B were as follows: changes in the ALT, AST,
and ALP levels, vomiting, diarrhoea, pigmentation abdominal pain,
oedema, and urine colour change. The main AEs that occurred
at least 10% less frequently in group A than in group B were as
follows: neutropenia, changes in the leukocyte, TBIL, and
creatinine levels, and stomatitis. The incidence rates of Grade 3
or higher AEs were the same in both groups; however, anorexia
and changes in the haemoglobin and platelet levels occurred more
frequently in group A than in group B. Specific changes observed
in group A and group B patients were as follows: haemoglobin,
48.9% and 26.1%, respectively; platelet, 24.4% and 6.5%, respec-
tively; anorexia, 17.8% and 8.5%, respectively.

In addition, no treatment-related deaths were noted in either
group. Only 1 of the 46 patients (2.2%) in group B died within
90 days after enrolment, while only 2 (4.4%) died of aspiration and
hypoxia during the study period.

Treatment continuity. The mean actual dose intensity of each
drug in groups and B was as follows: S-1, 80.3% and 83.0%,
respectively; CDDP, 89.6% and 92.0%, respectively; and TSU-68,
72.9% in group A. The median relative dose intensity (RDI) for S-1

2082

www.bjcancer.com | DOI:10.1038/bjc.2013.555

461



TSU-68 and S-1/CDDP for advanced gastric cancer

BRITISH JOURNAL OF CANCER

Table 2. Incidence of adverse events

| Group A (n— 45) U Group B (n=46) [
Grade (n) Grade (n) P-value
1 2 3 4 | Total (%) | Grade 3< (%) 1 2 3 4 | Total (%) | Grade 3< (%) |Any grade

Haemoglobin 7 8 21 1 82.2 48.9 6 117 (12 10 76.1 26.1 0.607
Neutropenia 3 9 113 1 57.8 314 4 113 |13 3 7.7 34.8 0.192
Platelets 16 7 6 | 5 75.6 24.4 25 5 2 1 71.7 6.5 0.813
Lymphocytes 8 7 8 10 51.1 17.8 4 112 6 | 0 47.8 13.0 0.835
Leukocytes 8 |12 5 0 55.6 111 12 115 5 1 7.7 13.0 0.130
AST 14 6 210 48.9 4.4 15 1 o |0 34.8 0.0 0.205
ALT 13 3 2 0 40.0 4.4 10 2 0 |0 26.1 0.0 0.185
ALP 14 5 0 1 44.4 2.2 10 0 0 |0 21.7 0.0 0.027
T-Bilirubin 9 3 1 0 28.9 2.2 14 6 1 0 45.7 2.1 0.130
Albumin 12 012 310 60.0 6.7 16 113 010 63.0 0.0 0.831
Creatinine 10 1 0 [0 24.4 0.0 16 2 0 1 41.3 2.1 0.119
Stomatitis 1 1 0 10 26.7 0.0 15 1 1 0 37.0 21 0.370
Anorexia 20 12 7 1 88.9 17.8 18 17 4 10 84.8 8.5 0.758
Nausea 23 112 0 0 77.8 0.0 21 |15 1 0 80.4 2.1 0.801
Vomiting 17 8 0o |0 55.6 0.0 10 9 010 413 0.0 0.211
Diarrhoea 16 7 5 0 62.2 1.1 15 7 2 10 52.2 4.3 0.399
Fatigue 19 14 2 1 80.0 6.7 27 8 310 82.6 6.4 0.793
Pigmentation 28 3= |- 68.9 — 24 0O |— |- 52.2 — 0.134
Abdominal pain 13 7 1 0 46.7 2.2 7 6 1 0 30.4 2.1 0.134
Oedema: All i 19 7 0 |0 57.7 0.0 1 1 0 26.1 0.0 0.003
Urine colour change 44 0 | — | — 97.8 — 3 0 |— |- 6.5 — <0.001
Abbreviations: ALP = alkaline phosphatase; ALT = alanine aminotransferase; AST = aspartate aminotransferase. Adverse events were defined by the National Cancer Institute Common.
Terminology Criteria (version 3.0). Adverse events were compared with the use of Fisher's exact test. All reported P-values are two-sided.

was 85.6% in group A and 88.7% in group B. The median RDI for
CDDP was 92.5% in group A and 92.9% in group B. Reasons for
treatment discontinuation in groups A and B were as follows:
PD, 69.6% and 78.7%, respectively; AEs (mainly bone marrow
depression), 15.2% and 6.4%, respectively; withdrawal of consent,
4.3% and 4.3%, respectively; and indications for surgery, 10.9% and
4.3%, respectively. A total of 97.8% and 91.2% of patients in groups
A and B, respectively, received second-line chemotherapy. At the
end of the study, CPT-11-containing regimens were given to 37.8%
and 42.9% of the patients in groups A and B, respectively, and
taxane-containing regimens were given to 26.7% and 28.9% of the
patients in groups A and B, respectively.

Subgroup analyses. Subgroup analyses of the patient backgrounds
revealed no prolongation of PFS in any of the subgroups (Figure 4).
In addition, neither the baseline nor the post-treatment measure-
ments of the angiogenesis-related factors correlated with efficacy
(data not shown).

Pharmacokinetics. The pharmacokinetic parameters of TSU-68,
S-1, and CDDP are shown in Table 3.

The mean maximum drug concentration (Cp,,) and the area
under the curve of the plasma concentration vs time from 0 to the
final time point (AUCq_,5) for TSU-68 were 4.46 g ml™! and
2323 ugh ™ ml ™", respectively. These values were not signifi-
cantly different from the previously reported results for TSU-68
monotherapies and combination therapies (Kanai et al, 2010;

Murakami et al, 2011; Ueda et al, 2011; Okamoto et al, 2012; Toi
et al, 2012). _

For S-1, the Ca and AUC 5 of the FT were significantly
lower in group A than in group B, and the half-life (,,,) was
significantly shorter in group A than in group B. However, no
significant difference was noted between the two groups with
regard to the Cyay or the AUCy 5 of 5-FU. The AUCq 1,5 of
CDHP and Oxo were significantly lower in group A than in
group B.

For CDDP, the Cp,x and the AUCq_j,q of free platinum were
significantly lower in group A than in group B.

The median PFS was 208.0 days (95% CI: 141.0-274.0 days) in
group A and 213.0 days (95% CI: 178.0-309.0 days) in group B.

According to the Central Imaging Review Committee, none of
the patients in either group achieved a complete response. A total
of 28 patients in group A and 26 patients in group B achieved a PR.
The response rate was 62.2% (95% Cl: 46.5-76.2%) in group A and
56.5% (95% CI: 41.1-71.1%) in group B. No additional TSU-68
effect was demonstrated.

The median survival period was 497.0 days (95% CIL: 371.0-
635.0 days) in group A and 463.5 days (95% CI: 359.0-554.0 days)
in group B. Beyond the median point, differences in the survival
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Forest plot for PFS

Factor No. of patients Hazard ratio (95% Cl)

Age (years)

<65 52 —a— 0.89 (0.46 — 1.70)
>65 39 1.95 (0.84 — 4.53)

Disease status
Unresectable 78 s 1.51 (0.86 — 2.64)
Recurrent 13 —— 0.43 (0.09 — 2.04)

Prior surgery for primary site
No 71 4 1.46 (0.81 - 2.62)

Yes 20

©.

.29)

Lymph node metastasis
No + 6.70 (0.67 — 66.72)

1 40 — . 0.89 (0.38 — 2.08)
41 - 1.84 (0.89 — 3.80)

Full analysis set (n=91 )

Figure 4. Forest plot for PFS. No prolongation of PFS was observed in any of the subgroups.

Table 3. Pharmacokinetic (PK) paré'meters

PK parameters

i-'max Cmax AUCO—Iast t"1/2
Group No. of patients (h) (ugml™") (ugh™"mi™ ") (h)
TSU-68 A 6 3.5%15 4.46£0.95 23.2+7.0 22+0.7

FT A 12 23£038 2168 +378** 13 368 £2581** 6.9 1.1%*
B 12 24%1.2 3693 £1309 29 219+£10 288 13.3+4.4
5-FU A 12 3107 202+ 65 891+315 1.6+0.3**
B 12 3.8+1.2 160+£37 976 £ 221 24+0.6
CDHP A 12 26108 22855 993 £ 229** 2.9+0.6%
B 12 27+1.1 263+94 1442 +337 3.8%0.8
Oxo A 12 3.3%1.8 44 £ 22 258 £133* 3.2+0.9
B 12 3.0+1.7 90+59 498 + 285 46+23

Free platinum A 6 1705 1277 £ 169 2813+ 360* 0.783+0.071
B 7 20+0.0 1585+284 3441+£437 0.819£0.070

Abbreviations: CDHP = 5-chloro-2,4-dihydroxypyridine; FT = 5-fluoro-1-(tetrahydrofuran-2-yljpyrimidine-2,4(1H,3H)-dione (tegafur); 5-FU = 5-flucrouracil; Oxo =monopotassium 1,2,3 4-tetra-
hydro-2,4-dioxo-1,3 5-triazine-6-carboxylate (oxonic acid). Mean ts.d. *P-value <0.05; **P-value <0.001.
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curve indicated that a small number of patients in group A tended
to have prolonged survival; however, per the stratified analyses, no
correlation with efficacy was observed.

No statistically significant differences were noted for any of the
endpoints, which included PFS, response rate, and survival.

With regard to the safety profile, no significant difference was
observed in the AE incident rates between the groups, except for
changes in ALP Jevels, oedema, and urine colour change (Table 2).
Although the incidence of changes in the ALP levels tended to be
higher in group A than in group B (44.4% and 21.7%, respectively),
most of these patients with ALP level alterations had Grade 1 or

Grade 2 AEs. OEdema and urine colour change are typical AEs of

TSU-68, and almost of them were not severe and controlled
enough. All AEs were expected according to previous reports on
AEs for TSU-68, TS-1, and CDDP. The addition of TSU-68 to TS-1
plus CDDP, a standard therapy, is unlikely to induce serious or
fatal events.

On the other hand, although the evaluation of the quality of life
(QOL) was recently determined to be important in the evaluation
of tolerability, we did not collect data on the QOL in the present
study.

From the results of the TSU-68 PK profile in group A, S-1 and
CDDP are unlikely to influence the PK of TSU-68. The induction
of FT metabolism by TSU-68 could be a reason for the decreased
AUC of FT in group A, as CYP1A2 has been reported to have a
minor role in the metabolism of FT to 5-FU (Komatsu ef al, 2000),
and TSU-68 has the potential to induce CYP1A2 (Kitamura el al,
2008). The effects of TSU-68 on plasma exposure to CDHP and
Oxo cannot be denied; however, TSU-68 had no effect on plasma
exposure to 5-FU, the active ingredient of S-1. Therefore,
combination therapy with TSU-68 was unlikely to affect the
efficacy or safety of S-1. In the CDDP PK analysis, the plasma
exposure to free platinum significantly decreased when TSU-68
was administered in combination with S-1/CDDP, but the
degree of this decrease was not remarkable (~20%). The
effect of this slight decrease in platinum exposure on the efficacy
and safety of CDDP is unknown. Therefore, further studies
are required to investigate the interaction between TSU-68 and
CDDP.

Molecular target therapies are increasingly being developed
for the treatment of gastric cancer. Trastuzumab was found to
induce a substantial increase in OS in HER-2-positive patients with
metastatic gastric cancer when combined with chemotherapy
(Bang et al, 2010). The antiangiogenic agent bevacizumab, in
combination with capecitabine and cisplatin as a first-line therapy,
significantly improved the PES rate and ORR; however, no survival
benefit related to this drug was noted (Ohtsu ef al, 2011).
Ramucirumab significantly prolonged OS when used as a second-
line monotherapy (Fuchs et al, 2013). An understanding of past
studies of molecular target agents is necessary for appropriate
patient selection.

Taken together, our results show that a combination therapy
that comprised TSU-68, TS-1, and CDDP was safe and well
tolerated in patients with unresectable or recurrent gastric cancers.
However, TSU-68 did not demonstrate the expected enhanced
efficacy. Further studies to explore all aspects that affect efficacy are
necessary.
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