
Methods: 12 patients (8 men, 4 women) with a median age of 64.5 years [range 44-83]
suffering from both liver cirrhosis B7-B9 and unresectable nonmetastatic HCC were
treated once or twice with Y-90 resin microspheres in our hospital in the years 2013-
2017. In most patients alcohol abuse was the cause of liver cirrhosis. TACE was consid-
ered not to be effective in these patients. Our exclusion criteria for selective internal
radiotherapy (SIRT) were either serum bilirubin>2.4 mg%, infiltration of the portal
vein by tumor, portal vein thrombosis, extrahepatic metastasis, significant ascites, renal
insufficiency, concurrent infection, uncontrolled bleeding or significant encephalop-
athy. Patients with bilobar HCC were scheduled for 2 separate unilobar SIRT sessions
(1 right-sided, 1 left-sided, 4-6 weeks apart).

Results: All patients adhered well to therapy and follow-up. Y-90 resin microspheres were
well tolerated by the patients. In 2 patients transient flares of AST and/or ALT and/or bilir-
ubin were noted. Epigastric discomfort for 1-2 days was reported by 5 patients. 10 patients
died due to progressive disease, 2 patients are still alive. At 3 months after 1st SIRT the dis-
ease control rate was 50%. A median overall survival of 10.0 [range 4-16] months as calcu-
lated from 1st unilobar application of Y-90 microspheres was observed at this interim
analysis; mean overall survival (after SIRT) amounts now to 9.3þ 3.7 months (11.8
months for B7 and 7.5 months for B9 patients). Due to angiographic evaluation and
ordering of Y-90 microspheres from overseas 4-6 weeks (without specific treatment)
passed by between decision making and the first SIRT.

Conclusion: SIRT therapy is safe in patients with unresectable nonmetastatic HCC and
liver cirrhosis Child Pugh B7-9, as the chosen exclusion criteria are respected. Overall
survival of our patients is better than the one reported for sorafenib treatment in HCC-
patients with liver cirrhosis B7-9 of the GIDEON trial. Thus, SIRT with Y-90 resin
microspheres should be considered for patients with unresectable nonmetastatic HCC
and liver cirrhosis B7-9, if our exclusion criteria are observed.
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Introduction: Cost considerations are increasingly becoming important in the care of
patients with HCC, and may influence treatment decision making. The objective of this
study was to describe treatment patterns and evaluate the direct medical costs of HCC
to patients and third-party payers.

Methods: This retrospective cohort study analyzed de-identified data from the Truven
MarketScan database, which contains longitudinal claims data from more than 175
million patients in the USA. Patients aged 18 or older, initially diagnosed with HCC
(identified by ICD-9 and ICD-10 codes) between 2008-2015, with continuous enrol-
ment from 6 months prior through�1 month following HCC diagnosis, received anti-
cancer systematic therapy, and had no evidence of liver sarcomas or other cancer diag-
noses were eligible for this study. Adjusted for inflation and reported in 2015 US dollars
using medical care component of the Consumer Price Index. Descriptive and logistic
regression analyses were conducted using SAS v9.2.

Results: A total of 2285 patients were eligible for inclusion: 75.8% male, median age 61
years, 23.7% with evidence of metastatic disease at diagnosis. 1190 (52.1%) patients
received first-line sorafenib; as expected, patients who received sorafenib were more
likely to be older, insured with Medicare, have metastatic disease, and without liver dis-
ease, hepatitis C or cirrhosis than those who did not (all p� 0.001). Only 18.8% of
patients treated with first-line sorafenib received second-line treatment. Concomitant
health care use after HCC diagnosis in the study cohort included supportive care
(92.5%), pain medications (84.8%), transarterial chemoembolization (52.3%), hepati-
tis treatments (51.5%), antidepressants (46.9%), and hospice care (27.8%).
Hospitalizations occurred in 74.7% of patients (average stay 14 days), and 53.2% had at
least one emergency room visit. Patient out-of-pocket costs for first-line treatment
were right-skewed (median US$478.50, range $0-$184,818.37), as were third-party
payer costs (median US$35,411.96, range $0-983,355.19). Total median costs of care
for patients after initial diagnosis through end of follow up was $4431.62 (patient out-
of-pocket costs) and $158,057.33 (third-party payer costs). Average monthly patient
out-of-pocket ($507.71 vs $618.95) and third-party payer costs ($18,822.45 vs
$26,376.53) have both significantly increased over time (patients diagnosed in 2008 vs
2015 respectively, both p< 0.0001). Factors associated with higher total all-cause
patient out-of-pocket costs included older age, longer time from diagnosis to first-line
therapy, and higher number of concomitant medications (all p< 0.0001). Factors asso-
ciated with higher total all-cause payer costs included pre-systematic therapy radiation
(p¼ 0.005) or surgery (p< 0.001) and higher number of concomitant drugs
(p< 0.0001), presence of cirrhosis (p¼ 0.0003), longer time to first-line therapy
(p¼ 0.0004), presence of hepatitis C (p¼ 0.008), male gender (p¼ 0.005), and having
commercial insurance (p¼ 0.01). Total costs of care for patients diagnosed with HCC
and for payers are increasing at an average annual rate of 2 and 3.4%, respectively.

Conclusion: Costs of care for patients diagnosed with HCC are increasing, despite the
small proportion of patients receiving additional therapy post-progression on sorafe-
nib. The majority of HCC patients receive supportive care and experience hospitaliza-
tions and emergency room care; there is a need for more effective treatments that are
better able to manage the impact of the disease on patients.
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Introduction: Recurrence rate of hepatocellular carcinoma (HCC) after surgical resec-
tion is over 10% per year, and it reaches 70-80% after 5 years. Early recurrence after
hepatectomy occurs in some patients, but its risk factors have not been clarified yet. We
carried out to clarify the risk factors of early recurrence after hepatectomy for HCC.

Methods: We reviewed 107 patients with surgically resected HCC in Saitama Medical
Center, Jichi Medical University between January 2008 and February 2018. Two
patients who did not underwent enhanced computed tomography (CT) before surgery,
12 patients who developed multiple synchronous HCC, 4 patients who took warfarin, 4
patients who died of other diseases, and 5 patients whose postoperative follow-up was
less than 12 months were excluded from this study. We reviewed these 80 patients and
compared between 17 patients who developed tumor recurrence within a year after
hepatectomy named early recurrence (ER) group, and other 63 patients named non-ER
group. Retrospectively, we calculated the tumor volume (TV) by 3DCT and greatest
tumor dimension (GTD) on enhanced abdominal CT. Then, we calculated the ratio
between preoperative serum AFP and TV (AFP/TV), and GTD (AFP/GTD), and the
ratio between preoperative PIVKA-II and TV (PIVKA-II/TV), and GTD (PIVKA-II/
GTD). We compared these two groups about the clinicopathological characteristics,
including AFP/TV, PIVKA-II/TV, AFP/GTD and PIVKA-II/GTD to investigate the risk
factors of ER of HCC after hepatectomy.

Results: Among these 80 cases, 36 patients developed tumor recurrence. Of all, 17
patients developed tumor recurrence within a year. In multivariate analysis, large GTD
(Odds ratio OR1.59 (1.09-2.32) P¼ 0.0162) and high values of PIVKA-II/TV (OR 1.01
(1.0-1.01) p¼ 0.0037) are associated with high risk of developing tumor recurrence
within a year after hepatectomy.

Conclusion: Large GTD and High PIVKA-II/TV might be a significant new predictive
factor for early recurrence after hepatectomy for HCC. We have to do closer follow-up
for patients who had large GTD or high PIVKA-II/TV after hepatectomy.
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Introduction: Tislelizumab (BGB-A317) is a humanized IgG4 monoclonal antibody
with high affinity and specificity for PD-1 that was specifically engineered to minimize
FcgR binding on macrophages, thereby abrogating antibody-dependent phagocytosis,
a potential mechanism of T-cell clearance. A first-in-human, phase 1A/1B study
(NCT02407990) demonstrated that single-agent tislelizumab was generally well toler-
ated and had preliminary antitumor effects in patients with solid tumors, including
HCC. A recommended dose of tislelizumab administered at 200 mg intravenously (IV)
every 3 weeks (Q3W) has been established.

Methods: This phase 2, multicenter study (NCT03419897) was designed to evaluate
the efficacy, safety, tolerability, and pharmacokinetics of tislelizumab in patients with
previously treated, unresectable HCC. This study will enroll patients who are�18 years
of age with histologically confirmed locally advanced or unresectable HCC. This
includes patients who are not amenable to, or who have relapsed after, locoregional
therapy and are not amenable to a curative treatment approach. To be enrolled,
patients must also have a Child-Pugh classification Grade A, ECOG performance status
�1 and must have experienced sorafenib, regorafenib, or chemotherapy in 1� 2 lines
of prior systemic therapy. Radiological assessment of tumor-response status will be per-
formed every 6 weeks in the first 18 weeks then every 9 weeks thereafter. Patients with
prior PD-1 or PD-L1 treatment or who received sorafenib or regorafenib within 14
days of the first study drug administration will be excluded. A total of 228 patients
worldwide will be treated with tislelizumab 200 mg IV Q3W. The primary endpoint of
this study is objective response rate assessed by Independent Review Committee per
RECISIT v1.1; secondary endpoints include duration of response, progression-free sur-
vival, disease control rate, clinical benefit rate, overall survival, quality-of-life
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outcomes, and assessment of the tislelizumab pharmacokinetic and safety/tolerability
profiles. Exploratory endpoints include assessment of potential biomarkers, assessment
of host immunogenicity to tislelizumab. Safety/tolerability assessments will include
monitoring of adverse events (AEs), including immune-related AEs, as well as physical
examinations, vital signs, and electrocardiograms.
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Introduction: Several studies suggest the predictive role of a high neutrophil-to-
lymphocyte ratio (NLR) leading to poor pan-cancer prognosis. We explored the pre-
dictive value of NLR in a cohort of upper GI cancer patients but also the potential addi-
tive predictive effects to NLR of platelet-lymphocyte ratio (PLR), monocyte-
lymphocyte ratio (MLR) and total protein (TPROT). We retrospectively reviewed data
from a cohort of consecutive upper GI cancer patients collected over a 9 year period
(2007 to 2016).

Methods: We reviewed our digital prescribing system across three UK based hospitals.
All the patients included were referred to oncology services after their initial diagnosis.
The data BMI, eGFR, PS, chemotherapy details, presence of metastases, sex and blood
parameters were retrieved before chemotherapy started. Overall survival (OS) was the
primary outcome. Multivariate Cox proportional hazard models were built using NLR
as either quantitative or median-split variable.

Results: Our cohort included 302 cancer patients with: 113(37.3%) of the oesophagus,
84(27.6%) of the stomach, and 105(34.5%) of the pancreas. The median age of the
patients was 66 years old (range 30-85). There was a 1:2 female:male ratio. Of these
patients; 92(30%) were categorised as metastatic (M1) and 262(86.2%) had died at the
time of analysis (March 2017). Over a nine-year period across three cancer locations
chemotherapy regimens changed so we included number of cycles of chemotherapy the
patients had received, the mean being 4.7 (0-35). Median NLR was 2.57 (a similar figure
to previous studies), and respective 25th and 75th percentiles were 1.34 and 5.29. A
higher than 2.57 NLR was significantly and robustly associated to a poor prognosis

independently of age, location of primary, eGFR, number of chemotherapy cycles, pres-
ence of metastases, sex, BMI and PS (where available) (HR: 1.445; p¼ 0.018). Thus,
median OS was 15.14 months [95% confidence limits (CL): 11.45-18.84] in the group
of patients with low NLR in comparison to 7.524 [6.02-9.02] in patients with high
NLR. The difference in outcomes according to NLR was comparable in each cancer sep-
arately: oesophagus, median OS dropping from 12.6 to 9 months; stomach, 18.0 to 8.7;
pancreas, 13.0 to 5.3 (p< 0.001). We could not identify any individual or additive
effects of PLR, MLR or TPROT either as continuous or quartile-categorized data.

Conclusion: NLR appears a reliable prognostic predictor in this cohort of upper GI
cancers. There was no apparent effect of PLR, MLR nor TPROT in our study. A high

poorer prognosis. In this study, results are similar amongst
investigated over a long-time period during which chemo-

e. The results appear independent of other commonly
indicators such as presences of metastases, BMI, eGFR and

here as a simple measure to predict prognosis in upper
to embark on chemotherapy. Additional research is war-
marker with regards to prediction of optimal therapeutic

variable, to substantiate its relevance in potentially
.
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-induced nausea and vomiting (CINV) is one of the seri-
chemotherapy. We usually administrate 5-HT3

from acute CINV, and an aprepitant, which is a NK1
substance P, to prevent from delayed CINV. There are

substance P concentration raised up after administration of
is categorized as high emetogenic chemotherapy (HEC), but

their transition in patients after receiving oxaliplatin or
as moderately emetogenic chemotherapy (MEC).

exploratory observational research in Japanese patients
gastrointestinal cancer registered as UMIN000021072. The
follows: 1) Diagnosed gastrointestinal cancer; 2) Planned to

(for up to five patients in cohort 1, for validation of measure-
ecan; 3) 20 years of age or older; 4) ECOG PS of 0, 1 or 2; 5)

an function. By sampling the patients’ blood before and 4,
HEC/MEC administration, we measured the changes in

ance P/5-HIAA after chemotherapy, and survey the rele-
of substance P/5-HIAA and CINV measured by visual

defined over 25 millimeter in 100 millimeter by patients-
oriented VAS as positive nausea, and recorded the number of vomiting. Plasma 5-
HIAA concentration was measured by SRL Inc. and plasma substance P concentration
was measured by Kyowa Medex Co., Ltd.

Results: We could measure plasma concentration of both plasma 5-HIAA and
Substance P concentration in all 3 consecutive HEC cases, and 36 patients were enrolled
who received MEC for gastric cancer or colorectal cancer. 5 patients were excluded
(one was violated exclusion criteria, 4 did not write VAS), and 31 patients were fully
analyzed. Delayed CINV was occurred in 15 of 31 patients. The change ratio (%) of
plasma concentration of 5-HIAA in 4, 24, 48, 72 and 96 hours after MEC administra-
tion compared with the baseline in patients "without" vs "with" delayed CINV were
131.04 vs 63.33 (p¼ 0.0086), -2.17 vs 7.14 (p¼ 0.46), -10.17 vs 9.30 (p¼ 0.12), 5.17 vs
0.00 (p¼ 1.00), 5.26 vs 2.29 (p¼ 0.56), respectively. Those of substance P were 9.46 vs
21.83 (p¼ 0.61), -0.01 vs -0.30 (p¼ 0.97), -2.74 vs -2.83 (p¼ 0.99), 2.83 vs 2.78
(p¼ 1.00), 4.59 vs -1.30 (p¼ 0.59), respectively.

Conclusion: Small ratio between 5-HIAA 4 hours after MEC administration and before
might be an early predictive marker of delayed CINV. Plasma concentration of SP may
not reflect CINV due to substance P.
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