
Abstract. Aim: The current phase II clinical study was
conducted to evaluate the efficacy and safety of weekly
docetaxel alone, and weekly docetaxel-plus-oxaliplatin, as a
second-line chemotherapy in patients with cisplatin-refractory
advanced gastric cancer. Patients and Methods: We enrolled
patients with histologically confirmed gastric adenocarcinoma
whose disease had progressed after cisplatin-based regimens.
Patients were randomly assigned to receive docetaxel alone
(36 mg/m2, days 1 and 8) or docetaxel (36 mg/m2, days 1 and
8) and oxaliplatin (80 mg/m2, day 1) combination therapy
every three weeks. Results: This trial was terminated early due
to poor patient accrual rate. From January 2009 to January
2012, a total of 52 patients were enrolled in the current study
from six centers: 27 patients in the docetaxel monotherapy
arm and 25 patients in the docetaxel/oxaliplatin combination
arm. Fifty-two patients were assessable for efficacy, and

response rates as follows (response rate: 14.8% in the
monotherapy arm, 24.0% in the combination arm; disease
control rate: 48.1% in the monotherapy arm, 76.0% in the
combination arm. The median progression-free survival was
2.0 (95% confidence interval=1.2-2.9) months in the
monotherapy arm and 4.9 (95% confidence interval=3.6-6.6)
months in the combination arm (p=0.002). The most common
grade 3 or 4 adverse event was neutropenia (14% for
monotherapy versus 32% for combination). No treatment-
related mortality was observed. Conclusion: Weekly docetaxel
and weekly docetaxel-plus-oxalipaltin regimens were found to
be well-tolerated and effective as a second-line chemotherapy
for patients with advanced gastric cancer. 

Despite improvements in survival achieved by early detection
and curative surgery, gastric cancer remains one of the most
common causes of cancer deaths in Korea (1). Although the
prognosis for advanced gastric cancer (AGC) is poor,
combination chemotherapy improved the quality of life and
overall survival compared to best supportive care in several
randomized studies (2-4). Among the various active
chemotherapeutic agents, platinum-based combination
chemotherapy has been most commonly used, with a high
response rate (5, 6). For AGC, many targeted-agents have
also been evaluated in international randomized studies, and
trastuzumab, an anti-human epidermal growth factor receptor
2 (HER2) monoclonal antibody, has been shown to improve
survival in patients with HER-2-positive AGC (7). Although
a larger proportion of patients with metastatic or recurrent
gastric cancer initially respond to chemotherapy, their disease
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ultimately progresses. In addition, a significant proportion of
patients have primary refractory disease. For these patients,
taxanes or irinotecan monotherapy has been most commonly
used as second-line chemotherapy. However, there is
currently no standard second-line treatment regimen (8).

Docetaxel has demonstrated promising activity as a
monotherapy (9), and its combination regimen with
oxaliplatin led to a higher response rate with favorable
toxicity profile for the treatment of AGC in our previous
study (10). However, standard 3-weekly administration of
docetaxel in combination with platinum has been associated
with a significant incidence of severe myelosuppression,
which is more prominent in Asian populations. In addition,
previous studies on non-small-cell lung cancer and breast
cancer have suggested that weekly administration of
docetaxel could reduce hematological toxicity compared to
3-weekly infusion, but retain therapeutic efficacy (11, 12).
However, there exist no published data on the efficacy of a
combination of weekly docetaxel/oxaliplatin as a second-line
treatment for AGC. 

Accordingly, the current randomized phase II clinical
study was conducted to evaluate the efficacy and safety of
weekly docetaxel alone, and of weekly docetaxel-plus-
oxaliplatin as a second-line chemotherapy in patients with
cisplatin-refractory AGC.

Patients and Methods

Study population. Patients with histologically confirmed metastatic or
recurrent gastric adenocarcinoma with at least one measurable lesion
were enrolled in the current study. The patients were 19-75 years of
age with a performance status of 0-2 on the Eastern Cooperative
Oncology Group (ECOG) scale and a life expectancy of more than
12 weeks. In addition, patients were required to have experienced
documented, objective radiographic disease progression either during
first-line chemotherapy or within six months after the last dose of a
cisplatin-based adjuvant chemotherapy regimen. Patients previously
exposed to docetaxel or oxaliplatin were excluded. Patients were also
required to have adequate organ function. Patients with symptomatic
peripheral neuropathy of grade 2 or more, brain metastasis or a
history of any other tumor type (except basal skin cell carcinoma or
successfully treated in situ cervical carcinoma) and patients with
another serious medical condition, known hypersensitivity to atropine,
or who were pregnant or breast-feeding were excluded. The
Institutional Review Board of each author’s institution approved the
protocol (KNUH2008047), and written informed consent was
obtained from all patients before enrollment.

Study design and treatment. The primary end-point was to evaluate
the objective response rate (ORR) of each arm; secondary end-
points included determination of progression-free survival (PFS) and
overall survival (OS). Patients were stratified by EOCG performance
status (0-1 vs. 2) and then randomly assigned to receive weekly
monotherapy of docetaxel at 36 mg/m2, or its combination with
oxaliplatin at 80 mg/m2. Docetaxel was administered intravenously
on days 1 and 8, and oxaliplatin on day 1 every three weeks up to a

maximum of nine cycles. Patients whose disease progressed during
or after treatment were treated according to physicians’ discretion.
Docetaxel administration was preceded with 10 mg dexamethasone
and antihistamine intravenously to prevent hypersensitivity.
Serotonin antagonist or other antiemetics were given as antiemetic
prophylaxis before commencing chemotherapy. The prophylactic
use of a granulocyte-colony stimulating factor (G-CSF) was not
allowed in the first cycle.

Dose modification. The next cycle of treatment was only begun
when the absolute neutrophil count was above 1.5×109/l, the platelet
count was above 100×109/l, and any other treatment-related
toxicities were of grade 1 or less: otherwise, treatment was withheld
for up to three weeks. If adverse events did not improve to grade 0
or 1 after two weeks, the patients were excluded from the study.
Dose reductions of chemotherapy were made according to pre-
specified guidelines based on episodes of febrile neutropenia, grade
4 thrombocytopenia or bleeding episode. In cases of grade 3 or 4
non-hematological toxicity, study drug doses were reduced.
Treatment delays of up to three weeks were allowed. Any patient
who required a dose reduction continued to receive a reduced dose
for the remainder of the study. The drug dose was allowed to be
reduced up to 40% of the initially planned dose due to toxicity.

Study assessments. A screening assessment, including a medical
history, physical examination, ECG, chest X-ray, and tumor
assessment, was conducted within two weeks before starting
treatment. Further assessments conducted within seven days before
starting treatment included vital signs, ECOG performance status,
and laboratory tests. Complete blood counts were performed weekly
during the first cycle and every cycle thereafter, and biochemical
tests performed before each cycle. Response and progression were
evaluated using RECIST criteria (1.1) in this study, which take into
account changes only in the largest diameter of the tumor lesions
(13). Tumor response assessments were carried out at baseline and
every two cycles. Patients were follow-up every three months after
the last cycle of chemotherapy until death or loss to follow-up.
Safety was assessed by recording adverse events during treatment,
and these events were graded according to the National Cancer
Institute-Common Toxicity Criteria Version 3.0.

Statistical analysis. Sample size was calculated using Simon’s
optimum two-stage method with a 80% power to accept the
hypothesis and 5% significance to reject the hypothesis. An
observed ORR of less than 5% was considered as futile, whereas
the study regimen would be regarded as a promising candidate for
further evaluation if an ORR of 20% was achieved. Allowing for a
follow-up loss rate of 10%, the total sample size of 42 patients per
treatment was required. Interim analysis was not planned. All
enrolled patients were included in the intention-to-treat analysis of
efficacy. Descriptive statistics are reported as proportions and
medians. The PFS was calculated from the day of randomization
until disease progression, last day of follow-up or death. OS was
measured from the first day of randomization until death or the last
day of follow-up. Kaplan–Meier estimates were used in the analysis
of all time-event variables, and differences between curves were
analyzed using the log-rank test. Statistical significance was
accepted for p-values of less than 0.05. The statistical data were
obtained using an SPSS software package (SPSS 15.0; SPSS Inc.,
Chicago, IL, USA).
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Results

Patients’ characteristics. This trial was terminated early due
to poor patient accrual rate. From January 2009 to January
2012, a total of 52 patients were enrolled in the study, from
six Centers: 27 patients in the docetaxel monotherapy arm
and 25 patients in the docetaxel–oxaliplatin combination arm.
The median age was 54.0 and 59.0 (range=29-70) years in the
monotherapy and combination arms, respectively. Males were
dominant in both arms. All patients had received cisplatin-
based treatment as first-line chemotherapy. Capecitabine-plus-
cisplatin chemotherapy was the most common first-line
regimen (55.6% in the monotherapy arm 52.0% in the
combination arm). There were no significant differences in
patient’s characteristics between the two arms (Table I).

Efficacy. Fifty-two patients were evaluated for response. The
results of the response rate, as assessed on an intention-to-
treat basis, are shown in Table II. The ORR and disease
control rate (DCR) of the monotherapy arm was lower than
those of the combination arm (ORR=14.8% vs. 24.0%,
p=0.40; DCR=48.1% vs. 76.0%, p=0.02). Tumor response
and time to progression (TTP) from first-line chemotherapy
had no effect on the ORR for the study treatment. At the time
of analysis, all patients had died in the monotherapy arm,

while three patients (12.0%) were still alive in the
combination arm. There was a significant difference in the
median PFS between the two arms (2.0 months, 95%
confidence interval [CI]=1.2-2.9 months for the monotherapy
arm; 4.9 months, 95% CI=3.6-6.6 months for the
combination arm; p=0.002) (Figure 1), while the median OS
was not different (7.2 months, 95% CI=6.0-8.4 months for
the monotherapy arm vs. 8.1 months, 95% CI=7.6-8.6
months for the combination arm; p=0.353) (Figure 2).
Eleven patients (40.7%) in the monotherapy arm and 10
(40.0%) in the combination arm received third-line
chemotherapy after progression, and the FOLFIRI regimen
(infusional 5-fluorouracil  plus leucovorin with irinotecan)
was commonly used. 
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Table I. Patient characteristic.

Docetaxel Docetaxel/
Oxaliplatin 

Gender (M/F) 27 (24/3) 25 (18/7) 
Median age (years) 54 59 
ECOG  

0 5 (18.5%) 3 (12.0%)
1 21 (77.8%) 21 (84.0%)
2 1 (3.7%) 1 (4.0%)

Palliative operation 14 (51.9%) 10 (40%)
Metastatic site 

Lymph node 12 (44.4%) 8 (32.0%)
Peritoneum 11 (40.7%) 9 (36.0%)
Hepatobiliary 10 (37.0%) 11 (44.0%)
Bladder/ureter 4 (14.8%) 1 (4.0%)
Others (bone, lung, or adrenal gland) 9 (33.3%) 6 (24%)

Prior chemotherapy
Capecitabine/cisplatin 15 (55.6%) 13 (52.0%)
Paclitaxel/S1/cisplatin 6 (22.2%) 8 (32.0%)
S1/cisplatin 5 (18.5%) 3 (12.0%)
Paclitaxel/cisplatin 1 (3.7%) 1 (4.0%)
5-Fluorouracil/cisplatin

Best response to first-line chemotherapy
Partial response 6 (22.2%) 5 (20.0)
Stable disease 17 (63.0%) 18 (72.0%)
Progressive disease 4 (14.8%) 2 (8.0%)

Table II. Tumor response (intention-to-treat analysis) to therapy for
advanced gastric cancer.

Response Docetaxel Docetaxel/ p-Value
oxaliplatin

Complete 0 1 (4.0%)
Partial 4 (14.8%) 5 (20.0%)
Stable disease 9 (33.3%) 13 (52.0%)
Progressive disease 14 (51.9%) 6 (24.0%)
Response rate 4/27 (14.8%) 6/25 (24.0%) 0.40
Disease control rate 13/27 (48.1%) 19/25 (76.0%) 0.02

Table III. Adverse events on therapy for advanced gastric cancer.

Adverse event Docetaxel Docetaxel/oxaliplatin 

N=27, n (%) N=25, n (%)

All Grade3 All Grade 
grades or 4 grades 3 or 4

Anemia 2 (7.4) 0 3 (12.0) 0
Neutropenia 4 (14.8) 0 10 (40.0) 8 (32.0)
Febrile neutropenia 0 0 5 (20.0)
Anorexia 2 (7.4) 0 0 0
Nausea 5 (18.5) 0 4 (16.0) 1 (4.0)
Vomiting 3 (11.1) 0 1 (4.0) 1 (4.0)
Stomatitis 2 (7.4) 0 1 (4.0) 0
Fatigue 4 (14.8) 0 3 (12.0) 0
Myalgia 4 (14.8) 0 0 0
Alopecia 2 (7.4) 0 0 0
Pulmonary thromboembolism 1 (3.7) 0 0 0
Diarrhea 3 (11.1) 0 4 (16.0) 1 (4.0)
General weakness 1 (3.7) 0 3 (12.0) 1 (4.0)
Abdominal pain 3 (11.1) 2 (7.4) 1 (4.0) 0
Pneumonia 3 (11.1) 0 0 0
Fever 0 0 4 (16.0) 0



Drug delivery and toxicities. The hematological and non-
hematological adverse events that occurred during the study
are summarized in Table II. A total 81 cycles (median=3,
range=1-9) were administered in the docetaxel arm and 103
cycles (median=4, range=2-9) in the combination arm.
Treatment delay (10.3% vs. 11.7%) and dose reduction
(3.7% vs. 2.2%) were recorded in both arms. Grade 3 or 4
neutropenia occurred in eight patients (32.0%) in the
combination arm, while there were more none in the
monotherapy arm. Febrile neutropenia developed in five
patients (20.0%) in the combination arm. However, all cases
were successfully treated with antibiotics and G-CSF. Non-
hematological toxicities were generally mild and manageable
in both arms. No grade 4 non-hematological toxicity or
treatment-related death occurred in this study.

Discussion

In the current study, the weekly docetaxel and docetaxel plus
oxaliplatin combination regimen, which can be administered
on an outpatient basis, produced meaningful antitumor
activity and had safe toxicity profiles in patients with AGC,
although this trial was terminated early due to the poor patient
accrual rate of 52 patients over a period of three years.

Despite the lack of evidence for any benefit associated with
administering second-line chemotherapy, it has been common

practice to offer further chemotherapy for patients with AGC
after first-line therapy failure. However, three recent randomized
clinical trials have demonstrated an OS prolongation with
docetaxel or irinotecan as second-line chemotherapy when
compared to best supportive care-alone (14-16). Moreover,
ramucirumab (a monoclonal antibody against vascular
endothelial growth factor receptor 2) also led to a marginal
improvement in median OS in the REGARD trial (17).

The ORR (14.8%), median PFS (2.0 months), and median
OS (7.2 months) following the weekly docetaxel regimen in
the present study were comparable with previous results
reported for 3-weekly docetaxel or docetaxel-plus-cisplatin
regimen as a second-line treatment, where 3-weekly
docetaxel chemotherapy achieved a response rate of 16.3%
and median TTP of 2.5 months (18), while the combination
regimen achieved a response rate and median PFS of 17.1%
and 2.2 months, respectively (19). One of the major toxicities
related to docetaxel therapy is myelosuppression. Severe
chemotherapy-induced neutropenia can also result in
treatment-related hospitalization or mortality, thereby
compromising the quality of life and increasing medical
expenditure. In a previous study by Lee et al. (docetaxel at
75 mg/m2 at 3-week intervals), grade 3 or 4 neutropenia was
observed in 18.4% of patients and febrile neutropenia in
18.4% of patients with AGC after failure of fluorouracil and
platinum (18). However, in the current study with a weekly
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Figure 1. Kaplan–Meier curves for progression-free survival (PFS). The
median PFS was 2.0 (95% confidence interval=1.2-2.9) months in
docetaxel monotherapy arm and 4.9 (95%  confidence interval=3.6-6.6)
months in the docetaxel–oxaliplatin combination arm (p=0.002).

Figure 2. Kaplan-Meier curves for overall survival (OS). The median
OS was 7.2 (95% confidence interval=6.0-8.4) months in the docetaxel
monotherapy arm and 8.1 (95% confidence interval=7.6-8.6) months in
the docetaxel–oxaliplatin combination arm (p=0.353).



dose of docetaxel (36 mg/m2 on days 1 and 8 every three
weeks), grade 3 or 4 neutropenia or febrile neutropenia was
not documented. Furthermore, no grade 4 non-hematological
toxicity or treatment-related death occurred in this study.

Oxaliplatin, which is commonly used in the treatment of
colorectal cancer, has also been shown to be active and safe in
the treatment of locally advanced or metastatic gastric cancer
(6, 10, 20). Our previous phase II study reported that a
docetaxel and oxaliplatin regimen produced a high response
rate of 45.2% and median PFS of 5.7 months as a first-line
chemotherapy for AGC (10). Furthermore, oxaliplatin was
found not to be inferior to cisplatin in a randomized phase III
study comparing capecitabine with fluorouracil and
oxaliplatin with cisplatin (6). However, cross-resistance is
major concern of oxaliplatin administration after failure of
cisplatin in the salvage setting for AGC. In a previous in vitro
study by Tozawa et al., a cisplatin-resistant cell line showed
susceptibility to oxaliplatin, the new-generation platinum
agent, and they suggested that this anticancer agent could be
used in second-line treatment of patients with cisplatin-
resistant gastric cancer (21). Moreover, Kim et al. reported
that 5-fluorouracil, leucovorin, and oxaliplatin regimen
produced a 21% response rate and TTP of 2.5 months for
patients with AGC pretreated with fluoropyrimidine and
cisplatin (22). In the current study, the weekly docetaxel plus
oxaliplatin combination achieved an ORR of 24.0% and PFS
of 4.9 months, which were relatively better than those of
weekly docetaxel monotherapy, although the median OS was
not statistically different between the two arms (8.1 months
vs. 7.2 months). Furthermore, in a previous study by Zhong et
al. that employed 3-week docetaxel (60 mg/m2) and
oxaliplatin (130 mg/m2) for the second-line treatment of 48
patients with AGC, similar results were recorded (response
rate=22.9%, median PFS=4.4 months, median OS=7.2
months) (23). The most common hematological toxicity was
neutropenia in the combination arm. Eight patients (32.0%)
experienced grade 3 or 4 neutropenia and five patients (20%)
were hospitalized due to febrile neutropenia. However, all
patients were successfully treated with antibiotics and G-CSF.

In conclusion, the weekly docetaxel and weekly docetaxel-
plus-oxalipatin regimens were found to be well-tolerated and
effective as a second-line chemotherapy for patients with AGC.

Conflicts of Interest

The Authors declare that they have no conflicts of interest with
regard to this study.

References

1 Jung KW, Won YJ, Kong HJ, Oh CM, Seo HG and Lee JS:
Cancer statistics in Korea: incidence, mortality, survival and
prevalence in 2010. Cancer Res Treat 45: 1-14, 2013.

2 Glimelius B, Ekstrom K, Hoffman K, Graf W, Sjoden PO,
Haglund U, Svensson C, Enander LK, Linné T, Sellström H and
Heuman R: Randomized comparison between chemotherapy plus
best supportive care with best supportive care in advanced gastric
cancer. Ann Oncol 8: 163-168, 1997.

3 Pyrhonen S, Kuitunen T, Nyandoto P and Kouri M: Randomised
comparison of fluorouracil, epidoxorubicin and methotrexate
(FEMTX) plus supportive care with supportive care alone in patients
with non-resectable gastric cancer. Br J Cancer 71: 587-591, 1995.

4 Murad AM, Santiago FF, Petroianu A, Rocha PR, Rodrigues MA
and Rausch M: Modified therapy with 5-fluorouracil,
doxorubicin, and methotrexate in advanced gastric cancer.
Cancer 72: 37-41, 1993.

5 Ajani JA, Rodriguez W, Bodoky G, Moiseyenko V, Lichinitser
M, Gorbunova V, Vynnychenko I, Garin A, Lang I and Falcon
S: Multicenter phase III comparison of cisplatin/S-1 with
cisplatin/infusional fluorouracil in advanced gastric or
gastroesophageal adenocarcinoma study: the FLAGS trial. J
Clin Oncol 28: 1547-1553, 2010.

6 Cunningham D, Starling N, Rao S, Iveson T, Nicolson M, Coxon
F, Middleton G, Daniel F, Oates J and Norman AR; Upper
Gastrointestinal Clinical Studies Group of the National Cancer
Research Institute of the United Kingdom: Capecitabine and
oxaliplatin for advanced esophagogastric cancer. N Engl J Med
358: 36-46, 2008.

7 Bang YJ, Van Cutsem E, Feyereislova A, Chung HC, Shen L,
Sawaki A, , Lordick F, Ohtsu A, Omuro Y, Satoh T, Aprile G,
Kulikov E, Hill J, Lehle M, Rüschoff J and Kang YK; ToGA Trial
Investigators: Trastuzumab in combination with chemotherapy versus
chemotherapy alone for treatment of HER2-positive advanced gastric
or gastro-oesophageal junction cancer (ToGA): a phase III, open-
label, randomised controlled trial. Lancet 376: 687-697, 2010.

8 Baek SK, Kim SY, Jeong JH, Cho KS and Yoon HJ: Second-line
chemotherapy for advanced gastric cancer in Korea. Gastric
Cancer 15: 345-354, 2012.

9 Nishiyama M and Wada S. Docetaxel: its role in current and
future treatments for advanced gastric cancer. Gastric Cancer 12:
132-141, 2009.

10 Kim JG, Sohn SK, Chae YS, Song HS, Kwon KY, Do YR, Kim
MK, Lee KH, Hyun MS, Ryoo HM, Bae SH, Park KU, Lee WS,
Baek JH, Chung HY and Yu W: Multicenter phase II study of
docetaxel plus oxaliplatin combination chemotherapy in patients
with advanced gastric cancer: Daegu Gyeongbuk Oncology
Group. Br J Cancer 98: 542-546, 2008.

11 Chen YM, Shih JF, Perng RP, Tsai CM and Whang-Peng J: A
randomized trial of different docetaxel schedules in non-small
cell lung cancer patients who failed previous platinum-based
chemotherapy. Chest 129: 1031-1038, 2006.

12 Tabernero J, Climent MA, Lluch A, Albanell J, Vermorken JB,
Barnadas A, Antón A, Laurent C, Mayordomo JI, Estaun N, Losa I,
Guillem V, Garcia-Conde J, Tisaire JL and Baselga J: A multicentre,
randomised phase II study of weekly or 3-weekly docetaxel in patients
with metastatic breast cancer. Ann Oncol 15: 1358-1365, 2004.

13 Therasse P, Arbuck SG, Eisenhauer EA, Wanders J, Kaplan RS,
Rubinstein L, Verweij J, Van Glabbeke M, van Oosterom AT,
Christian MC and Gwyther SG: New guidelines to evaluate the
response to treatment in solid tumors. European Organization for
Research and Treatment of Cancer, National Cancer Institute of
the United States, National Cancer Institute of Canada. J Natl
Cancer Inst 92: 205-216, 2000.

Kim et al: Weekly Docetaxel With or Without Oxaliplatin for AGC

3535



14 Thuss-Patience PC, Kretzschmar A, Bichev D, Deist T, Hinke A,
Breithaupt K, Dogan Y, Gebauer B, Schumacher G and Reichardt
P: Survival advantage for irinotecan versus best supportive care
as second-line chemotherapy in gastric cancer–a randomised
phase III study of the Arbeitsgemeinschaft Internistische
Onkologie (AIO). Eur J Cancer 47: 2306-2314, 2011.

15 Cook N, Marshall A, Blazeby JM, Bridgewater JA, Wadsley J
and Coxon FY. Cougar-02: A randomized phase III study of
docetaxel versus active symptom control in patients with
relapsed esophago-gastric adenocarcinoma. ASCO Meeting
Abstracts 31: 4023, 2013.

16 Kang JH, Lee SI, Lim do H, Park KW, Oh SY, Kwon HC,
Hwang IG, Lee SC, Nam E, Shin DB, Lee J, Park JO, Park YS,
Lim HY, Kang WK and Park SH: Salvage chemotherapy for
pretreated gastric cancer: a randomized phase III trial comparing
chemotherapy plus best supportive care with best supportive care
alone. J Clin Oncol 30: 1513-1518, 2012.

17 Fuchs CS, Tomasek J, Yong CJ, Dumitru F, Passalacqua R,
Goswami C, Safran H, dos Santos LV, Aprile G, Ferry DR,
Melichar B, Tehfe M, Topuzov E, Zalcberg JR, Chau I,
Campbell W, Sivanandan C, Pikiel J, Koshiji M, Hsu Y, Liepa
AM, Gao L, Schwartz JD and Tabernero J; REGARD Trial
Investigators: Ramucirumab monotherapy for previously treated
advanced gastric or gastro-oesophageal junction adenocarcinoma
(REGARD): an international, randomised, multicentre, placebo-
controlled, phase 3 trial. Lancet 383: 31-39, 2014.

18 Lee JL, Ryu MH, Chang HM, Kim TW, Yook JH, Oh ST, Kim
BS, Kim M, Chun YJ, Lee JS and Kang YK: A phase II study
of docetaxel as salvage chemotherapy in advanced gastric cancer
after failure of fluoropyrimidine and platinum combination
chemotherapy. Cancer Chemother Pharmacol 61: 631-637, 2008.

19 Park SH, Kang WK, Lee HR, Park J, Lee KE, Lee SH, Park JO,
Kim K, Kim WS, Chung CW, Im YH, Lee MH, Park CH and
Park K: Docetaxel plus cisplatin as second-line therapy in
metastatic or recurrent advanced gastric cancer progressing on
5-fluorouracilbased regimen. Am J Clin Oncol 27: 477-480,
2004.

20 Park YH, Kim BS, Ryoo BY and Yang SH: A phase II study of
capecitabine plus 3-weekly oxaliplatin as first-line therapy for
patients with advanced gastric cancer. Br J Cancer 94: 959-963,
2006.

21 Tozawa K, Oshima T, Kobayashi T, Yamamoto N, Hayashi C,
Matsumoto T and Miwa H: Oxaliplatin in treatment of the
cisplatin-resistant MKN45 cell line of gastric cancer. Anticancer
Res 28: 2087-2092, 2008.

22 Kim DY, Kim JH, Lee SH, Kim TY, Heo DS, Bang YJ and Kim
NK: Phase II study of oxaliplatin, 5-fluorouracil and leucovorin
in previously platinum-treated patients with advanced gastric
cancer. Ann Oncol 14: 383-387, 2003.

23 Zhong H, Zhang Y, Ma S, Ying JE, Yang Y, Yong D, Hang X, Sun
Q, Zhong B and Wang D: Docetaxel plus oxaliplatin (DOCOX)
as a second-line treatment after failure of fluoropyrimidine and
platinum in Chinese patients with advanced gastric cancer.
Anticancer Res 19: 1013-1018, 2008.

Received March 5, 2015
Revised March 13, 2015

Accepted March 16, 2015

ANTICANCER RESEARCH 35: 3531-3536 (2015)

3536


