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Table 1 Patient characteristics (N =50)

Patients
Characteristics E———
No. (%)
Sex
Male 39 (78)
Female 11 (22)
Age (years)
Median 62.8
Range 48-77
Histologic subtype
Epithelioid 44 (88)
Sarcomatoid 3 (6)
Biphagic 3 (6)
IMIG stage
I 14 (28)
I 10 (20
111 11 (22)
v 15 (30)
Chemotherapy regimen
CDDP +PEM 47 (94)
CBDCA +PEM 3 (6)
CT evaluation
(modified RECIST)
PR/SD/PD 7/38/5

IMIG : International Mesothelioma Interest Group.

(SUVmax 2%Hifli & 1V 25% L Eo¥ghn) 7213t
WCERFERmPHE L IREE 2L

AERHRAT © M8 AR (time to progression @ TTP) I&
Kaplan-Meier #:0C X ) fi#HT L, oz &R L7z 28
Mo I — At Wilcoxon i€ 2 H vy, fERR 5% 4
WEHEED D LK L7

s R

MPM 44561 50 iE B O b5 3 2 — AR ORI E
% Table 2 127173, WO CTIZ & B30 %¥HE (modified
RECIST #t#) <i, PR7 %1, SD38 %I, PD5BITH -
72. TOCTIZX B3R HAET, SDELTH—7 V=7
L &7z 38 JERNE, PET 12 & % BRI 2 (metabolic
response : MR) 12X b, PET-PR9 %I, PET-SD 16 #1,
PET-PD 13 #liZfg i b & 41, 8= (PET-PR +SD)
1% 658% Cdh -7z (Table3). €h 50, PET-PR #i,
PET-PDBIOREMN IER 23R 3 5 (Fig. 1, 2). FEK
O TTPHfiilx, PET-PR 1534 H, PET-SD 1764 H,
PET-PD 107 HT&® VD, #eH#miZ, PET-PDARZ, %
B S 7z PET-PR+SD # (TTP fryefli - 17.6
H) LB L CTHEBIZED? -7z (p=00161) (Fig. 3).

£z =

MPM (&, #WifkE kO ELL MYl (median sur-

Table 2 Discrepancies between CT response and
PET response

Metabolic response

Total
PR SD PD
Radiologic PR 7 7 (14%)
response SD 9 16 13 38 (76%)
PD 5 5 (10%)
Total 16 16 18 50

(32%) (32%)  (36%)

Table 3 DCR of CT-SD cases by FDG-PET response

Metabolic response
PR +SD PD

Total

Radiologic response (SD) 25 (65.8%) 13 (342%) 38

DCR : disease-control rate.

vival time : MST) 2512 HRLF, 5 4EAAFED 1% LT
LENDEDLDODTTFHRARLEREL THOY, T
e LTy, RUBEERIHETSHL Z LR, WEZITE
WERIREDEL. SN TV AR WZ EPERE LTHITS
N5, ZOZWIZBWT, MPM Tl&, PET I3ERET
H B M2 OB FFHIZ W, =R OB B L O
WMHEFHEORMNER R EWCEHTH L T LGS NT
WA EZEICERA S, MPM ORBERISUV @ 102+54 -

FERNERISUV : 46+39 B L ' IMIG 44 (Stage : SUV)
T 15+22, TIHH:35+34, I : 63x28, IV :

7649 L9 K HIT, MMERRHHNC X > T SUVmax
ECTHBAEIREINZZEERE LTS (EhEhp=
001, p<001)”. L2L7%&Ad S, MPM 2§ H1ba
FOHEFER R ZIZBIT 5 PET OFHMEICOWTIE, —
EDRBEPHZESNL TR W, 2T E TMPM & modified
RECIST {2 & D iGHERI R O EAITh N T & 7205, Mk
WEMBCIRIC T F AR 2 ARJES OFEE2 5 CT
AR A RS T L OB D 2 5k L i3 v 27,

modified RECIST {2 & 2 %54 % 1 156 22 T2 % S L
BZWENMEE SNTWwBY. YTt Ceresoli Y28
CT & PET # K L, PET OBFERRHEDOFHH
FHREMET L EEREL TS, BoFEEICBWT
X PET €D b D& RRHEIIEHEDTWE DI HKT
HDHA, T2l ZATEW Y O ETILBERHL TR ORI
EOZWICPET #4HE LTHBY, 2~4% 1 7 VOR
FCTPET B L L Twilid 81~100% 25iGH# £ 1 4E 1
TS T R GRS RS RSN DI L, Btk
BICIER 20% A3 TAELANICHSR T 5 2 LG s hhTw
59 L2 L MPMIZBWT, PETHIZ@DO T EH
M35 L Zn Db A S s RET, A
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SUVmax 6.03 — 3.5

Fig. 1 A case of PET-PR in CT-SD cases. Patient classified as stable by CT and
responder by PET. CT and PET monitoring prior to chemotherapy (A) and
after the chemotherapy (B). SUVmax dropped from 6.03 at baseline to 3.5 af-
ter three cycles of chemotherapy.

SUVmax 7.01 — 9.7

Fig. 2 A case of PET-PD in CT-SD cases. Patient classified as stable by CT and
nonresponder by PET. CT and PET monitoring prior to chemotherapy (A)
and after chemotherapy (B). SUVmax increased from 7.01 at baseline to 9.7 af-
ter three cycles of chemotherapy.
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Fig. 3 TTP of CT-SD cases by metabolic response. A significant difference was
observed between PET-PR +SD and PET-PD (p=0.0161).
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Ll 3k & OWGET T, CTIC X BAbRE O B £
HETIESD & LTCR—Z7 NV —7 & Zi7z 38 GERAS,
PETIC X A BRI EICX D, PET-PR 9 %I, PET-SD
16 1, PET-PD 13 #liZ@hlfbs i, wmEH#H=E (PET-
PR+SD) 12658%T&» Y, TTPIZBL Tix, PET-PD
T10.7% HTPET-PR+SD® 176 Al L THEIC
vy (p=0.0001) LWV HEREZRZ. 5%, SOHRDIE
BIBDOERELIELE T 5705, {60 MPM IZx§ 51k
LD CTIZ X B RE AT E TIEMmIE L 2 2w, CT-
SD/PET-PD ® X %) % poor response JEB) %, PET % H
V172 metabolic response (2 & 2 ¥ E TRl HE$ 5 2 & T,
BRGSO UEME L LTHISE % 5 REMEAS, 4l
e OB L DRI S LT,

Pk X0, BURTIZPET I X % metabolic response ¥
FENL, EHEBIOEEARFE AL D TIE R L, FER
FRELTHITSNEZRETHL, EEZLNSL. B
Bl % FEAIRT. B S ToO MPM OREHEREHRE L L
T, ME—iEmoOW REMEZ b 72 &35 BI6 (TINOMO)
& TYRTREREGICIZ, WrETBE AL — IR
5e4:)Bs (macroscopic complete resection : MCR) —
YR (radiation therapy : RT) ZHlad b7 tri-
modality therapy £ Z 2 5N TWABY., Z¥% 5, P
HIMTOFEPARTH SH7-012, TiREZHiE T
, FPHRUEDOIALFAHES RT 2N 2 7285500
BPDLEL R ENTVWENSTH S, £ L OFIEE
B L WRRIS, RIEZE HIET ) 2 THFilAR b AR 2 GH
BThbEHEZoNLD, JEE TR, ZEWRTREL
ZE2HND MPM I LThH, HEHAEZ DD DOIEIC
FiThHoENE) DI ZHEEEOB YT ¥ AHHF
ELZVOPEFETH LY, ToHHO—2L LT, [

TEHERGH M D IEAR DRI ENN A5 VR~ — 2 v %4
PRLUTYIBR9 % RO VIR CRBEFIWmEY:) <bh oo
W2 LT, MPM TIZEERIEL & v 9 & Do TRl
WEIBRT A 2% 5720, WL DY~ — Y ¥ HJE
HMICHELZ W ERHIToNiY. 200, &
WKL - filfi - AP - 2 —3 e UCHi 3%, M
HHIZAT b D EARM N T H 2 BB R (ex-
trapleural pneumonectomy : EPP) T& %, MCR %R
W&, WEPIEENMELI R 5720, WIRN
TR T 2ERT LY A7 2§52 L
WTELWD FEEIZ, EPP ORTHIZEE 7 B2 1M
24T LB TR LR W &R (RLYIER) T
Hotl, LOWMELHBY. Dk BIEHEFEOHLIR
BT, trimodality ®#FE TirhH N5 MCR % 1%5 )
FEE LTIE, BROEPP &, RN % AF X & 2 sy
B - AT (pleurectomy/decortication : P/D) & 2%
»5H. EPPIXIEKRMATH D, MCRIEZERENF L, i
BICRT 2FEhE LT WHED D 5 i, &b TRIE
T, MEREHENS <, HHAMIEIE0~12% T,
MARS study TIZ%EI2 1568%TH 5. —F, /il
DP/DIL, fithGHHE, HHRBIEIED A 2\ SH (4%),
MCREKFIZEPPIZH Y, MiERTIIHNEETHZY.
el BGRER ClE a8, mifli N o wi H L RER T,
MST 2 4F - 5 AR, PRI EPP L) P/D DK
VRIFTH 72", 0L ks, 4%, EPPL
P/D & O GEIRA, MPM DEHRDIC BT 5 ik EER
HEZZONTWBEY,

¥ 72, FAK (focal adhesion kinase) 3 & U PyK2
(proline-rich tyrosine kiase 2) 1ZxF L ATP Bi& M)
N HEHTH 5 defactinib 1d, Fi o THER iEHE
L LT, MPM %M5IC L7245 2 I L B iR
AV AN SHIE A S A EE N VA (S INE T o¥ (I
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5. RRERTFA  OBEEIX, pemetrexed/cisplatin ¥
7213 pemetrexed/carboplatin {2 & 21L& % 494 &
WL ERiAT%, AT Stk wv (CT-PR 7213 CT-
SD) MPM JEf % %512 maintenance i{G# 2 Ji s b O T
5.

4%, trimodality 128 X, maintenance 28 X, MPM
DIBFRIZB T, HiRD & 9 AR,
Wz BIEHREEZE L 2R S5 2RI LIEL
THEBTLZEDVEZIITEINS. ZOKIZ, MPM
DAL FRE DRI RR E B VT, CT-SD & LCFH—
LENDIEBIRED S, PETICL ) PHRARBEZMML D
B W) HELE, MPM OWFE#F S OTEIC K E < 'k
THEEZOND., T4bE, trimodality 2B\ TIid,
EPP vs P/D &5 5 O & BT R E B3 5 B,
maintenance I ICB W TIXIEFBIROBIZ, LT
PET 252D Tid7% <, CT-SD & SN pHICHE
LCTTdH, PETICLBHEZMINT 52 & THREH ED
L%y, BEMELEE L PET-PR/SD 2 LTl
EPP, PET-PDIZH LTIZP/D%E, SHOIGHEIED
PP ER L 9 2 WHREMEAVRIZ S 7z,
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Abstract

Clinical utility of FDG-PET for chemotherapy response evaluation in
patients with malignant pleural mesothelioma

Takayuki Terada?, Kozo Kuribayashi?, Koji Mikami? Taiichiro Otsuki? Yoshitaka Nogi?
Chiharu Tabata?® Ryuji Ieki® Norihiko Funaguchi® and Takashi Nakano®
?Department of Respiratory Medicine, Hyogo College of Medicine
"Department of Respiratory Medicine, Murakami Memorial Hospital, Asahi University

The aim of this study was to assess the feasibility of PET/CT for chemotherapy response evaluation in pa-
tients with malignant pleural mesothelioma (MPM). Among the 50 patients with MPM who had been treated
from January 2007 through May 2010, we compared the response evaluation between conventional CT (modified
RECIST-based evaluation) and FDG-PET (metabolic response: MR), before and after three cycles of therapy. Of
these 50 patients, 38 were classified as stable disease by CT evaluation (modified RECIST). Moreover, in addi-
tion to evaluation of metabolic response with FDG-PET for them of CT-SD, they can be classified into 3 groups
(PET-PR: 9, PET-SD: 16, and PET-PD: 13). Metabolic response (MR) was significantly correlated to median time-
to-tumor progression (TTP) with a median TTP for metabolic responders (PET-PR+ SD) of 17.6 months versus
10.7 months for nonresponders (PET-PD) (p<0.0161). Patients with an MR had a trend toward longer overall
survival. FDG-PET is showing promise as an additional evaluation method. The use of FDG-PET in the assess-
ment of chemotherapy response evaluation in MPM is highly predictive of patient outcome and may be useful for
the decision of surgical procedure whether EPP or P/D. Our observations need to be validated in a larger pro-
spective series.



