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Re:  Expediente No. 13-101.095
Solicitud de patente a nombre de ONCOTHERAPY SCIENCE, INC.

Yo, SILVANA MARJIA LOPEZ DIAZ identificada como aparece al pie de mi
firma, domiciliada en la Carrera 11 No. 86-53, piso 6, obrando como apoderada
sustituta de la Sociedad ONCOTHERAPY SCIENCE, INC, domiciliada en
Singapur, Singapur, en respuesta al oficio No. 13444 notificado por fijacidén en
lista el 21 de octubte de 2014, relacionado con concepto técnico de fondo, para
cuya respuesta fue necesatio solicitar un plazo de 30 dfas habiles, mediante
memorial'dell dia 15 de enero de 2015. De ésta manera, me permito manifestar
ahora los siguientes argumentos:

1. Con fundamento en la facultad que confiere el articulo 34 de la Decision
486 al solicitante para modificar la solicitud de patente en cualquier momento del
tramite, presento junto con este memorial un nuevo pliego reivindicatorio, que
comprende las mismas dos reivindicaciones, las cuales han sido modificadas por
concepto de clatidad y concisién de las mismas, en un esfuerzo por acelerar el
trdmite. |

2. Claridad

El articulo 30 de la Dec. 486 de la Comunidad Andina establece:

Articulo 30.- Las reivindicaciones definiran la materia gue se desea proteger mediante
" la patente. Deben ser claras y concisas y estar enteramente sustentadas por la

descripcion.

2.1 . Su Despacho indica que la composiciéon farmacéutica y la vacuna
reclamada no estan debidamente definidas y adicionalmente sefiala, que en el
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capitulo descriptivo de la presente solicitud, no hay sustento alguno para la
realizacién de estas composiciones, en donde se evidencia su actividad o efecto
técnico proporcionado, ni de estudios clinicos de dichas composiciones que se
desean reclamar. En dicho respecto manifestamos nuestro completo desacuerdo,
dado que tanto la composicién farmacéutica como la vacuna, estin definidas a
partir de la plena identificacién de su ingrediente activo, en conjunto con la
cantidad especifica en la que se encuentran dentro del sistema. Por tanto, por el
simple hecho que no se especifique al portador farmacéutico, no es razédn
suficiente para objetar a las reivindicaciones 1 y 2, ya que como bien lo puede
saber el sefior Examinador, dicho portador no representa una caracteristica
esencial que vaya a diferenciar a estas composiciones de aquellas encontradas en
el estado previo de la técnica, por lo contratio, su caracteristica diferenciadora, es
comprender un péptido sintetizado con una secuencia de aminoacidos SEQ ID
NO: 271, 272 y 288, que se derivan de URLC10.

En lo que respecta a la falta de sustento del efecto técnico o actividad de la
composicion, de la cual el sefior Examinador indica que solo hay referencia a la
habilidad de inducir células-T in-vitro, mi representada anexa a esta respuesta el
documento de Kono et al,, Journal of Translational Medicine, 2012, 10:141, el
cual fue citado en el primer examen de patentabilidad de la solicitud
estadounidense US 13/464,831 y la cual, fue posteriormente concedida bajo el
nimero de patente US 8,623,829, en donde es posible apreciar la relacién
existente entre la induccion in-vitro de CTL y el tratamiento de cancer in-vivo.

Dicho documento revela datos de un ensayo clinico en la fase II de vacunacién
contra el cancer para un cancer avanzado de esé6fago, empleando una vacuna que
comprende un péptido derivado de LY6K (URCL10") que tene una
inductibilidad CTL restringida HLA-A24. En el ensayo clinico, todos los
pacientes reciben la vacunacién sin tener conocimiento del tipo de HLA-A y los
HLA fueron indiscutiblemente abiertos para su analisis. Por tanto, la eficiencia de
Ja vacuna fue evaluada, comparando los resultados de los grupos de HLA-A24
positiva y el HLA-A24 negativa (ver resumen).

Como se muestra en Ja ﬁgﬁra 2 de ese documento, ambos sobrevivientes (OS) y
los sobrevivientes de libre progreso (PES), pot sus siglas en inglés, tendieron a ser
mejores en pacientes con HILA-A24 positiva que en los pacientes con HLA-A24
negativa. Se observé la respuesta de CTL (URLC)-especifico LY6K, después de
la vacunacion del 63% de los pacientes con HLA-A24 positiva y los pacientes
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que tenfan la fespuesta al CTL (URLC)-especifico LY6K, revelaron el mejor (OS)
que aquellos que no presentaban induccién de CTL (ver figura 4).

Los resultados alli obtenidos sﬁgieren que el péptido derivado de (URCL10) que
tiene inductibilidad de CTL restringida HLLA-A24, es efectivo en el tratamiento
de cancer in-vivo.

Es asi, como los péptidos que se reportan en la presente solicitud, ser HLA-A2
restringidos, se diferencian de aquellos péptidos divulgados en el estudio de
Kono, sin embatgo se detivan de la misma proteina LY6K (URLC10), por lo que
se considera que el contenido de este estudio es un soporte util para defender
nuestro atgumento de que los péptidos reivindicados en esta solitud, son
efectivos para tratar el cincer que especificamente expresa URLC10 y HLA-A2

- Por dltimo este Despacho sefiala que ninguna de las reivindicaciones 1y 2, no
es clara con respecto a si se debe seleccionar un péptido de cada uno de los
numerales (1) y (i1), o solo uno de alguno de estos. En dicho respecto se informa,

que a partir de las modificaciones hechas al actual pliego reivindicatorio, se
elimina dicha ambigiiedad. -

De ésta manera y mediante las modificaciones introducidas al nuevo pliego
reivindicatorio y los zirgumentt)s dados, se considera que se ha respondido a cada
una de las objeciones por falta de claridad establecidas por el sefior Examinador y
pot tanto, se.considera que todas ellas han sido superadas y el nuevo pliego
reivindicatotio cumple a cabalidad con éste requisito.

3. Observaciones con respecto a la falta de Unidad de Invencién
El articulo 25 de la Dec. 486 establece:

Articulo 25.- La solicitud de'patem‘e $6lo podrd comprender una invencidn o un grupo
de invenciones relacionadas entre si, de manera que comformen un idinico concepto
nyentivo. . '

Su Despacho ha indicado que' la presente invencién posee cuatro grupos
inventivos, por el hecho de reclamar péptidos de 4 genes diferentes, ante lo cual
se le recuerda al sefior Examinador que mediante la restriccién hecha a la materia
que se pretende proteget, Unicamente se estan reclamando aquellos péptidos que
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se derivan de un mismo gen, siendo este el URCL10, con lo que se asegura que la
invencién consta de un unico concepto comiin inventivo.

4.  Observaciones con respecto a la falta de Nivel Inventivo

El articulo 18 de la Decisidén 486 sefiala lo siguiente:

7 . , . ., . . . . .
Articulo 18.- Se considerard gue nna invencion tiene nivel inventivo, si para una
- persona del oficio normalmente versada en la materia técnica correspondiente, esa
invencion no hubiese resultado obvia ni se hubiese derivado de manera evidente del estado

de la técnica.

Una invencion se considerara inventiva si la misma no hubiese resultado obvia a
partir del arte previo para. una persona del oficio normalmente versada en la
materia. Esto a su vez implica que el Examinador a cargo de esta evaluacién debe
colocarse en el momento exacto en el que el inventor buscaba resolver el
problema técnico contemplado en la solicitud y para el cual poseia la literatura y

el conocimiento disponibles en dicho momento.

De acuerdo con lo establecidd en la accidén oficial pendiente, se tiene que las
retvindicaciones 1y 2, carecen de nivel inventivo, en vista de la combinacién de
las ensefianzas de los documentos D1: “Identification of tumor associated T-cell epitopes
Jor vaccine development”, Stevanovic, 2002 y D2: “HIL.A peptide binding predictions”,
Parker et al, 1994. Ante dicha afirmacién, mi representada presenta a

continuacién los siguientes argumentos, que desvirtuaran dicha objecion.

Con base en lo anterior y enlos argumentos dados por el sefior Examinador, se
tiene que para €l, una persona del oficio versada en la materia, puede identificar
con facilidad péptidos epitopos, empleando el programa BIMAS que se divulga
en D2, en las composiciones ‘de D1, en donde se analiza las secuencias de
aminoacidos.de HIG2, INHBB, TKK y URCL10.

Contrario a las afirmaciones del seflor Examinador, se encontré que en la pagina
2, lineas 5-10 de D1, un antigeno de tumor tiene una inmunogenicidad baja, por
el hecho de tener un origen autdlogo (auto-antigeno), por tanto una persona del
oficio vetsada en la matetia, no estaria motivada a emplear un antigeno objetivo

S=
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para obtener péptidos que inducen CTL, sencillamente porque el antigeno, tiene
una expresion mejorada.

Adicionalmente se ﬁene,"‘hipotétjcamente hablando, que a pesar de que una
persona del oficio versada en la matetia, utilizara el programa BIMAS para
predecir péptidos epitopos de las secuencias de aminodcidos HIG2, INHBB,
TTK y URCLI10, esa persona igualmente no estarfa en la capacidad de obtener
péptidos con habilidad de induccién de CTL.

Como bien se sabe en el campo de la técnica, el programa BIMAS es una
herramienta utll para identiﬁc‘ar epitopos CTL, pero una persona del oficio
versada en la materia NO estd en capacidad de hacerlo, simplemente con base en
los resultados obtenidos de BIMAS. Por tanto, se desea dejar claro, que no todos
los péptidos que predice BIMAS van a ser epitopos CTL. Es asi como los
resultados del andlisis del gen HIG2, que cita el sefior Examinador como un
ejemplo ilustrativo, éste se debe considerar un analisis del tipo retrospectivo o
hindsight y por tanto, las conclusiones que de ahi se derivan, carecen de toda
valides para afectar el nivel inventivo de la materia que reclama la presente
solicitud. o

Adicionalmente y como se describe en el segundo pirrafo del resumen del
documento D1 (ver pag. 2), existe un numero limitado de de epitopos conocidos
y asi mismo, existen muchos tumotes que no pueden ser tratados con
inmunoterapia, lo que indica que la presente invencién que consiste en
suministrar novedosos epitopos que inducen CTL, presentan efectos
sorprendentes no antes vistos en el estado previo de la técnica y por consiguiente

se debe reconocer el nivel inventivo que dicho avance representa, ya que como

bien lo sabe este Despacho, toda nueva creacién que lleve consigo un efecto
técnico sorprendente o inesperado, debe ser reconocido como un avance al
desarrollo tecnolégico y pot consiguiente, es evidencia suficiente del nivel
inventivo que dicha nueva creacién posee.

Con base en lo antetior, mi . representada ha demostrado que los péptidos
epitopos que se reclaman en la presente solicitud, si cumplen con todos los
requisitos exigidos de patentabilidad, por tanto se le solicita amablemente a este
Despacho, tener en consideracién el nuevo pliego reivindicatotio que se presenta
junto con esta respuesta y los atgumentos que se plasman en la misma, para que
asi confirme por si mismo lo anteriormente concluido, y se proceda con la
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concesion de la presente solicitud de patente.

6. ' Concesién de solicitudes equivalentes

Si bien entendemos y aceptamos que cada pais es auténomo en la concesién o
negacién de los privilegios de patente, quetemos resaltar el hecho que el anilisis
de los requisitos para el otorgamiento de esos detechos es pricticamente
universal. La presente invencién fue concedida por la Oficina de Patentes de
Australia: AU2008218463 (B2), de China: CN101663315 (B), CN102863514 (B),
de Dinamarca: DK2121731 (T3), DK2465864 (T3), DK2476694 (T3), de Europa
(EPO): EP2121731 (B1), 'EP2465864 (B1), EP2476693 (B1), de Espaiia:
52435194 (13), ES2527397 (I3), de Japén: JP5239103 (B2), JP5239104 (B2), de
Portugal: PT2121731 (E), PT2465864 (E), de Rusia: RU2464275 (C2), de Taiwan:
TWI438207 (B), y en los Estados Unidos (USPTO): US8383590 (B2),
US8623829 (B2), US8759481 (B2).

Si bien es cierto que cada pafs es auténomo en conceder o negar el privilegio de
patente para una solicitud, también es cierto que los requisitos de concesién
~ de dichos privilegios son universales, esto es, novedad, nivel inventivo y
aplicacion Vi'ndustrial, como también la forma de evaluarlos. Asi las cosas, el
hecho de que la misma solicitud cumpla con los mencionados requisitos en
diferentes paises, como se mencioné anteriormente, es un claro indicio del
merecimiento de la patente en Colombiua.

7. Conclusiones

Habiendo atendido cabalmente las objeciones presentadas por ese despacho,
atentamente solicitamos se conceda el privilegio de patente de invencién a la
solicitud en estudio o si el sefior examinador considera que subsisten razones
para objetar la presente invencién, rogamos expedir otro examen de fondo con
los debidos motivos y razones que sustenten su objecidén con el fin de que
nuestro mandante tenga la posiBilidad de exponer sus argumentos con base en la
interpretacién de los articulos 45 de la Decision 486 -el cual otorga la facultad al
examinadot para emitir los exdmenes de fondo-, 35y 59 del Codigo Contencioso
Administrativo que seflala que:. “habiéndose dado oportunidad a los interesados para

excpresar sus opiniones, y con base en las pruebas e informes disponibles, se tomard la decision
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que serd motivada al menos en forma sumaria si afecta a particulares”y ‘(..) deberd proferirse
la decision definitiva. Esta se motivard en sus aspectos de hecho y de derecho, y en los de

conventencia s es el caso”, respectivamente (El subrayado es nuestro).

En consecuencia, solicitamos a ese despacho pronunciarse en relacién con todos
los argumentos presentados en este memotial dando estricta aplicacidén al
principio del debido proceso consagrado en el articulo 29 de la Constitucién
Nacional

Sefior Superintendente,

SILVANAMARIA LOPEZ Di

C.C. 22468787 de Barranquilla
T.P 147463 del CS]J

notiﬁcacidnes(azclarkemodet.com.co
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ANEXO

e Nuevo capitulo reivindicatorio compuesto por 2 reivindicaciones

e Copia del articulo “Multicenter, phase II clinical trial of cancer vaccination
for advanced esophageal cancer with three peptides detived from novel
cancer-testis antigens”, Kono. K et al,, Journal of Translational Medicine,
2012. |
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- REIVINDICACIONES

1. Una composicion farmacélutica que comprende entre 0,1 mg a 10 mg de un
péptido sintetizado que consiste de las secuencias de aminoacidos SEQ ID NO:

271,272 0288, y

un portador.

2. Una vacuna que comprende entre 0,1 mg a 10 mg del péptido sintetizado
gue consiste de las secuencias de aminoacidos SEQ ID NO: 271, 272 0 288, como

un ingrediente activo y un bonador farmacéuticamente aceptable.
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Multicenter, phase Il clinical trial of cancer
vaccination for advanced esophageal cancer with
three peptides derived from novel cancer-testis
antigens

Koji Kono™'%", Hisae linuma?, Yasunori Akutsu®, Hiroaki Tanaka®, Naoko Hayashi®, Yasuto Uchikado®,
Tsuyoshi Noguchi”, Hideki Fujii', Kota Okinaka?, Ryoji Fukushima?, Hisahiro Matsubara®, Masaichi Ohira®,
Hideo Baba®, Shoji Natsugoe®, Seigou Kitano’, Kazuyoshi Takeda®, Koji Yoshida®, Takuya Tsunoda® and
Yusuke Nakamura®

Abstract

Background: Since a phase | clinical trial using three HLA-A24-binding peptides from TTK protein kinase (TTK),
fymphocyte antigen-6 complex locus K (LY6K), and insulin-like growth factor-Il mRNA binding protein-3 (IMP3} had
been shown to be promising for esophageal squamous cell carcinoma (ESCC), we further performed a multicenter,
non-randomized phase Il clinical trial.

Patients and methods: Sixty ESCC patients were enrolled to evaluate OS, PFS, immunological response employing
ELISPOT and pentamer assays. Each of the three peptides was administered with IFA weekly. All patients received
the vaccination without knowing an HLA-A type, and the HLA types were key-opened at the analysis point. Hence,
the endpoints were set to evaluate differences between HLA-A*2402-positive (24(+)) and -negative (24(-)) groups.

Results: The OS in the 24 (+) group (n=35) tended to be better than that in the 24(=) group (n=25) (MST 4.6 vs.
2.6 month, respectively, p=0.121), although the difference was not statistically significant. However, the PFS in the
24(+) group was significantly better than that in the 24(-) group {p=0.032). In the 24(+) group, ELISPOT assay
indicated that the LY6K-, TTK-, and IMP3-specific CTL responses were observed after the vaccination in 63%, 45%,
and 60% of the 24(+) group, respectively. The patients having LY6K-, TTK-, and IMP3-specific CTL responses revealed
the better OS than those not having CTL induction, respectively. The patients showing the CTL induction for
multiple peptides have better clinical responses.

Conclusions: The immune response induced by the vaccination could make the prognosis better for advanced
ESCC patients.

Trial registration: ClinicalTrials.gov, number NCT00995358

Keywords: Cancer vaccine, Esophageal cancer, Phase Il clinical trial, CTL, Peptide vaccine
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reproduction in any mediurn, provided the original work is properly cited.
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Background

Recent approval of Sipuluecel-T, which is cancer vaccine
with an activated antigen presenting cells and lymphocyte
mixture for hormone refractory prostate cancer and anti-
CTLA4 mAb (Ipilimimab) for melanoma implicate a new
era of the immunotherapy in the anti-cancer strategy
[1,2]. Therapeutic cancer vaccines against tumor-specific
antigens have suggested the improvement of patient's sur-
vivals [1-4]. Moreover, several phase III randomized trials
of cancer vaccination with various tumor antigens against
different types of tumor are on-going [5].

We previously reported that three novel HLA-A24-
restricted immunodominant peptides, which were
derived from three different Cancer-Testis antigens,
TTK protein kinase (TTK), lymphocyte antigen 6 com-
plex locus K (LY6K), and insulin-like growth factor
(IGF)-II mRNA binding protein 3 (IMP-3), were promis-
ing targets for cancer vaccination for ESCC patients (6]
because of their specific and frequent expression in
tumor tissues [6-12]. Since these three genes were also
shown to be essential for cancer cell growth/survival, a
possibility of immune escape of cancer cells by losing
protein expression is very low. Moreover, it has shown
that these three peptides could stimulate CTLs that
recognized and killed ESCC cells endogenously expres-
sing these antigens [7] and that pre-existence of specific
T cells, which could respond to the peptides derived
from TTK, LY6K, and IMP3, were present in tumor-
infiltrating lymphocytes (TIL), regional lymph node lym-
phocytes (RLNL), and PBLs obtained from HLA-A*2402
positive patients with ESCC [12]. Therefore, we had per-
formed a phase I clinical cancer vaccination trials with a
combination of multiple peptides that were derived from
TTK, LY6K, and IMP3 for the HLA-A*2402 (+) patients
with advanced ESCC who had been refractory to stand-
ard ESCC therapy, and the evidence in the phase I trial
encouraged us to further develop this therapy as a phase
II trial [6].

In the present report, we evaluated the survival benefit
of the cancer vaccination and immunological monitoring
in the phase II study for the patients with advanced
ESCC who had been refractory to standard therapy.

Materials and methods

Study design

The present study is phase II, open-label, non-
randomized, multicenter (7 centers in Japan) cancer vac-
cine trial as an exploratory setting. All enrolled patients
had received the vaccination without knowing HLA-A
status, and the HLA-A genotypes were used for key-
open at analysis point. The endpoints were evaluated by
differences between HLA-A*2402-positive (24(+)) and -
negative (24{(-)) groups as a biological marker for the
sub-group analysis. Vaccination with a mixture of
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multiple peptides, that were derived from TTK, LY6K,
and IMP3, and incomplete Freund’s adjuvant (IFA; Mon-
tanide ISA51, SEPPIC) was performed to the ESCC
patients (n =60) with locally advanced, recurrent, or/and
metastatic tumors who had been resistant to standard
therapy. HLA-A genotyping in all enrolled patients was
performed by middle resolution genotyping method at
HLA Laboratory (Kyoto, Japan).

The primary endpoint for evaluation in this study was
overall survivals (OS). The secondary endpoint was pro-
gression free survivals (PFS), immunological responses,
and adverse effects. Toxicities caused by the vaccination
therapy were assessed by Common Terminology Criteria
for Adverse Events version 3 (CTCAE). Immunological
monitoring was performed at the central laboratory by
both enzyme-linked immunospot (ELISPOT) assay and
a pentamer assay using in vitro culturing lymphocytes
derived from PBLs at pre- and post-vaccination periods,
as described below. The OS, which was measured in
days from the 1% vaccination to death, was analyzed by
the Kaplan-Meier method, and the PFS was measured in
days from thel*" vaccination to disease progression.

We estimated that 29 patients in the 24 (+) group and
20 patients in the 24(~) group would be required by the
assumption of a survival rate at 6 months of 30% in the
24(-) group and 45% in the 24(+) groups with overall
alpha levels of 0.2 and beta levels of 0.5 as an explora-
tory setting. Considering the distribution (about 60%) of
HLA-A*2402 in the Japanese population [13] and some
drop-out cases, we decided to enroll a total of 60
patients.

The evaluation of endpoints was performed by
intention-to-treat analysis. This study was approved by
the institutional review board at each University (Ap-
proval Number at University of Yamanashi of Principal
Investigator, No.484) and was registered with Clinical-
Trials.gov, number NCT00995358. Weritten informed
consent was obtained from all participants. The trial was
carried out in accordance with the Helsinki declaration
on experimentation on human subjects.

Patient eligibility

The eligibility criteria of patients participating in the
clinical trial were as follows. A) ESCC patients with lo-
cally advanced, recurrent, or/and metastatic tumors who
had failed to respond to the standard therapy; B); Ad-
equate bone-marrow, cardiac, pulmonary, hepatic, and
renal functions including WBC of 22,000/mm?®, platelet
count of 275,000/mm®, total bilirubin of <2.0 of the in-
stitutional normal upper limit, AST, ALT, ALP of less
than 2.5 times of the institutional normal upper limits,
creatinine of 1.5 of the institutional normal upper limit;
C) No therapy in 4 weeks prior to the initiation of the
trial: D) ECOG performance status of 0-2; and E) age of

\
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20-80 years old. The exclusion criteria of patients par-
ticipating in the clinical trial were as follows. A) Preg-
nancy (women of childbearing potential: refusal or
inability to use effective means of contraception); B)
Breastfeeding; C) Serious bleeding disorder; D) Serious
infections requiring antibiotics; E} Concomitant treat-
ment with steroids or immunosuppressing agent; and F)
Decision of unsuitableness by principal investigator or
physician-in-charge.

Treatment protocol

Each of the three peptides (1 mg each) was emulsified in
1 ml IFA, and injected into bilateral sites of the neck or
inguinal at three separate regions. The vaccination was
given subcutaneously once a week for five weeks as a 1
cycle and, after the 2 week interval, the next cycle was
performed and continued as a monotherapy until the
judgment of PD or doctor’s assessment. For the im-
munological evaluation, PBLs were obtained from the
patients at the pre-vaccination period as well as after the
5" and 10" vaccinations. For the imaging analysis, CT
scan was performed at pre-vaccination period (within
1 month before vaccination) and every 2 months after
the vaccination.

Peptides

Peptides derived from TTK-567 (SYRNEIAYL), LY6K-
177 (RYCNLEGPPI), and JMP3-508 (KTVNELQNL) that
bound to an HLA-A24 molecule were synthesized as
described elsewhere [6]. The purity (>97%) of the pep-
tides were determined by analytical high-performance li-
quid chromatography (HPLC) and mass spectrometry
analysis, respectively. The endotoxin levels and biobur-
den of these peptides were tested and determined to be
within acceptable levels as GMP grade for the vaccines
(NeoMPS, Inc., San Diego).

Lymphocyte preparation for immunologic monitoring
The performance of the immunological assay at the
center laboratory was periodically standardized and vali-
dated by Clinical Laboratory Improvements Amend-
ments (CLIA) and the International Conference on
Harmonization of Technical Requirements for Registra-
tion of Pharmaceuticals for Human use (ICH) guide-
line [14,15].

PBLs were obtained from the patients at the pre-
vaccination period and after the 5" and 10" vaccina-
tions. Peripheral blood was taken by venipuncture,
collected in EDTA tube and transferred to the center
laboratory within 24 hrs at room temperature. Within
24 hrs from blood collection, PBLs were isolated with
Ficoll-Paque Plus (GE Healthcare Bio-sciences, Piscat-
away, NJ) density gradient solution and were stored at
-80 °C in cell stock media {Juji field) without serum at 5
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x 10° cells/ml. After thawing, cell viability was confirmed
to be more than 90% by trypan-blue dye.

For the in vitro culture, PBLs were thawed simultan-
eously and 5x10° cells per well were incubated in
medium with 100 units/ml of recombinant IL-2 (rIL-2;
Novartis) with the peptide stimulation (10 pg/ml) twice
on day 1 and day 8 in combination with HIV-specific
peptide (ILKEPVHGYV, 10 pg/ml) as a negative control
and CMV-specific peptide (RYLRDQQLL, 10 ug/ml) as
a positive control. On day 15, the cultured lymphocytes
were subjected to ELISPOT assay after depletion of CD4
cells by magnetic beads (Invitrogen, Grand Island, NY).
For the 24(+) group, the conventional ELISPOT assay
with TISI cells, which is human B-lymphoblastoid cells
expressing HLA-A24 on their surface, pulsed with the
relevant peptide as targets in combination with irrele-
vant HIV-specific peptide were performed, and followed
by the HLA-A24 Pentamer assay. For the 24(-) group,
modified ELISPOT with dump assay in the absence of
APC as described below.

ELISPOT assay

To monitor antigen-specific immune response, ELI-
SPOT assay was performed with the human IFN-y ELI-
SPOT PLUS kit (Mabtech, Nacka Strand, Sweden). 96-
well plates with nitrocellulose membranes (Millipore,
Molshelm, France) were pre-coated with primary anti-
IEN-y antibody (1-D1K) at 4 °C overnight. The plates
were then pre-reacted with RPMI medium containing
10% EBS (Invitrogen). For the 24 (+) group, each vaccine
peptide (10 pg/ml)-, HIV-specific peptide (ILKEPVHGYV,
10 pg/ml)- or CMV-specific peptide (RYLRDQQLL,
10 pg/ml)-pulsed TISI cells (2 x 10*well) as stimulators
were incubated for 24 hrs in triplicate with responder
cells (from 2x10%well to 2.5x10%well) in a total of
200 pl/well in different responder/stimulator ratios as
indicated. The stimulation with phorbol 12-myristate
13-acetate (PMA, 25 ng/mL, Sigma-Aldrich, St. Louis
MO) +ionomycin (500 pM, Sigma-Aldrich) was used as
a positive control for T cell activity. For the 24(-) group,
responder cells (2 x 10%/well) and each peptide (10 pg/
ml) or HIV-specific peptide (10 pg/ml) in a total of
200 pl/well were cultured without APC for 24 hrs in
triplicate in combination with PMA +ionomycin as a
positive control. These cell mixtures were treated with
biotinylated secondary anti-IFN-y antibody (7-B6-1) and
incubated for 2 h. Then the plates were incubated with
HRP-reagent and stained with TMB (Mabtech). The
spots were quantified with an auto-analyzing system,
ImmunoSPOT S4 (Cellular Technology Ltd). Positivity
of antigen-specific T cell response was quantitatively
defined according to our original evaluation tree algo-
rithm (Additional file 1: Figure S1). In brief, the peptide-
specific spots were the average of triplicates by
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subtracting the HIV peptide-pulsed stimulator well from
the immunized peptide-pulsed stimulator well. The posi-
tivity of antigen-specific T cell response were classified
into four grades (-, +, ++, and +++) depending on the
amounts of peptide-specific spots and invariability of
peptide-specific spots at different responder/stimulator
ratios. When the algorithm indicated +, ++, or +++ at ei-
ther 5™ or 10" vaccination point, we judged to be posi-
tive case.

Pentamer assay

For the 24(+) group, the in vitro cultured T cells were
subjected to the pentamer assay to confirm the peptide-
specificity. HLA-A24/TTK-, HLA-A24/LY6K-, or HLA-
A24/IMP3-peptide pentamer (Prolmmune) staining in
the combination with CD8 and CD3 mAbs were per-
formed and analyzed with flow cytometry.

Statistical analysis

OS and PES were analyzed by the Kaplan-Meier method,
and the statistical differences were analyzed by Log-rank
method. All statistical analyses were performed with
SPSS statistics 17.0 (SPSS Inc.).

Results

Patient background

We recruited 60 eligible patients between October 1st,
2008 and April 3rd, 2010. The study database was locked
on May 25, 2011. Expectedly, 58% of the enrolled
patients possessed HLA-A*2402 (n=35) and 42% of
them were negative for HLA-A*2402 (n=25) (Table 1)
as similar to the reported allelic frequency in the Japa-
nese population {13]. The backgrounds of the patients
were not statistically different between the 24(+) and 24
(-) groups as shown in Table 1. The analysis for all en-
rolled patients (n=60) was performed by Intention-to-
treat (ITT), although one patient in the A24 (+) group
and one patient in the A24(-) group did not follow the
treatment protocol perfectly.

Table 1 Patient background

Total HLA-A24 HLA A24

(n=60) {+) (n=35) (-} (n=25)
Agelyear) 61.8+7.6 62.3£7.1 61.1+82 NS
Male: Female 53/7 32/3 21/4 NS
Prior therapy
Operation 29(48%) 19(54%) 10(40%) NS
Radiation 48(80%) 26(74%) 22(88%) NS
Chemotheraphy
SFU 59(98%) 35(100%) 24{96%) NS
coop 58(97%) 33(94%) 23(92%) NS
Docetaxel 54(90%) 31(91%) 23(92%) NS

NS not significant between the HLA-A24(+) and HLA-A24(-) group.
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0S and PFS

The OS and PFS in all enrolled patients after the vaccin-
ation were shown in Figure 1A and 1B. When the
patients were classified into the 24(+) and 24 (-) groups,
the OS in the 24(+) group tended to be better than that
in the 24(-) group (4.6 vs. 2.6 month at MST, respect-
ively, p=0.121, Figure 2A), although the difference of
OS was not statistically significant. However, the PES in
the 24(+) group was significantly better than that in the
24(-) group {(p =0.024, Figure 2B).

OS in A24 (+) group related to Immunological monitoring
For the A24 (+) group, in vitro cultured T cells were
subjected to the ELISPOT and pentamer assays. Repre-
sentative ELISPOT and pentamer assays specific to the
LY6K peptide were shown in Figure 3. The ELISPOT
assay indicated substantial T cell responses specific to
the LY6K peptide in comparison to the irrelevant pep-
tide (Figure 3A) according to the criteria described in
Materials and Methods. This LY6K-specific T cell re-
sponse was further confirmed by the LY6K-pentamer
assay as shown in Figure 3C with the value of 17.95% of
pentamer (+) + CD8(+) among CD3(+) cells.

In the 24(+) group, the positive CTL responses specific
for the LY6K-, TTK-, and IMP3-peptide after the vaccin-
ation were observed in 63%, 45%, and 60% of the

%
100 9 (A)

Overall survival (n=60)

50

%0
%
1007 (B)
Progression free survival {n=60)
50"
Months
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Figure 1 Overall survival (OS) and progression free survival

(PFS) in all enrolled patients. The OS (A) and PFS (B) were

analyzed by the Kaplan-Meier method. OS was measured in days

from the 1st vaccination to death and the PFS were measured in

L days from the1st vaccination to disease progression. J
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Figure 2 Overall survival and progression free survival of the
A24(+) and A24(-) groups. All enrolled patients had received the
vaccination without knowing HLA-A status, and the HLA-A
genotypes were used for the key-open at analysis point. The OS (A)
and PFS (B) were evaluated for each of the HLA-A*2402-positive (24
(+)) and -negative (24(-)) groups for the sub-group analysis. MST,
median survival time.

patients, respectively. Moreover, these peptide-specific T
cells in the cultured T cells were all confirmed by the
pentamer assays for the LY6K-, TTK-, and IMP3-peptide
as 9.5-17.8%, 6.0-20.1%, and 5.1-15.5% of the positive
cells, respectively in the value of pentamer (+) + CD8(+)
among CD3(+) cells.

When the OS was compared between the patients with
CTL response (+) and (-} in the A24(+) group, the
patients having CTL response specific to the LY6K pep-
tide revealed significantly better OS than those without
LY6K-specific CTL responses (Figure 4A). Similarly, the
patients showing positive responses specific to the TTK
peptide revealed significantly better OS than those with-
out CTL responses (Figure 4B). OS of the patients with
IMP3-specific CTL responses tended to be better than
those without CTL responses, although the difference
was not statistically significant (Figure 4C). Interestingly,
when the patients were divided into 4 groups according
to the number of antigens that they showed the positive
responses, OS seemed to be better in the patient groups
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that showed the positive reaction to a larger number of
the peptides (Figure 5); MST of the patients having CTL
responses to all of three peptide was better (7.5 month)
than those of other patient groups (Figure 5). Thus,
these observations indicated that the immunological re-
sponse induced by the peptide vaccination contribute to
the improvement of prognosis of the patients.

Immunological evaluation in the A24(-) group

In vitro cultured T cells from all patients of the A24 (~)
group were subjected to the modified ELISPOT assay by
applying the dump assay (the ELISPOT assay was per-
formed without antigen presenting cells). A representa-
tive ELISPOT assay detected a presence of LY6K-
peptide-specific T cells in in vitro cultured T cells (Add-
itional file 2: Figure S2A) and their quantification experi-
ment indicated positive CTL induction according to the
criteria (Additional file 2: Figure S2B).

Through the modified ELISPOT assay, 3 (12%) of the
25 A24(-) patients were considered to have the peptide-
specific CTL response against any of three antigens.
Three patients with HLA-A*0201/-A*0301, HLA-A
*0201/-A*0201 or HLA-A*0206/-A*3303 responded to
the LY6K-peptide. This observation might reflect the
cross-reactivity to a different HLA allele(s) against the
vaccinated peptides in the present study. It might be
notable that these three patients showed better OS in
comparison to the patients with the ELISPOT-negative
result in the 24(-) group (data not shown). Moreover,
when the patients having the peptide-specific CTL re-
sponse in the 24(-) group were excluded from the 24(-)
group in the OS analysis, the OS in the 24(+) group
(n=35) were significantly better than those of the 22
patients in the 24(-) group (Additional file 2: Figure
2C).

Adverse reactions

The vaccination therapy was well-tolerated without any
treatment-associated adverse events of grade 3 or higher.
Thirty-two of the 60 patients developed grade 1 or 2
local skin reactions with redness and swelling in the in-
jection sites. High grade fever, fatigue, diarrhea, head-
ache, rash, and itching were not observed in any
patients. No hematologic, cardiovascular, hepatic, or
renal toxicity was observed during or after the
vaccination.

Discussion

The present phase II clinical study demonstrated that
vaccination-induced immune response positively corre-
lated with the better prognosis in advanced ESCC
patients, implying that the cancer vaccine treatment
with multi-epitope peptides as a monotherapy might
provide the clinical benefit to the patients. To our
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Figure 3 Representative immunological monitoring assays detecting antigen-specific CTL response in a patient belonging to the 24(+)
group. PBLs obtained from case 2 patient (HLA-A*2402 positive) after the 10™ vaccination were cultured in rL-2 for 14 days with 2 times of LY6K-
peptide stimulation. (A) The cultured lymphocytes were subjected to the ELISPOT assay after depletion of CD4-positive cells by magnetic beads.
TiSI cells were incubated with responder cells in the presence of LYEK peptide or HIV peptide as an irrelevant control, and the spot counts were
quantified (B). (C) The cultured lymphocytes were analyzed with HLA-A2402/LY6K-pentamer in the combination with CD8 and CD3 mAbs with

L flow cytometry. The value of pentamer (+)/CD8(+) among CD3(+) cells was shown. R/S, responder/stimulator.

Post 2 course

knowledge, this study is the first to show a promising re-
sult indicating that therapeutic cancer vaccination with
multiple peptides may improve the prognosis of patients
with advanced solid tumors who had failed to standard
therapy.

Several phase II and III clinical trials have recently
demonstrated the promising and the therapeutic poten-
tials of cancer vaccination {1-5,16-19]. However, most of
them are performed with single antigen-based vaccin-
ation with several modifications and the clinical benefit
seems to be very limited. In order to further improve the
clinical responses of cancer vaccination treatment, it is
necessary to consider the application of a combination
of multiple vaccines derived from the different target
molecules, because it may overcome the issue of hetero-
geneity of tumor cells and also avoid the escape of
tumor cells from peptide-specific immune response by
loss of antigen expression [5,20]. In general, the prefer-
able characteristic of the target molecules for develop-
ment of cancer vaccines are (1) high immunogenicity,
(2) very common expression in cancer cells, (3) specific
expression in cancer cells and (4) essential molecules for
cell survival (to avoid loss of expression) [5,20]. In this
regard, TTK, LY6K, and IMP3 molecules used in the

present trials are considered to be most appropriate be-
cause they were expressed in the great majority (> 95%)
of esophageal cancers, were expressed specifically in
cancer cells and testis (cancer-testis antigens), were
shown to be essential for survival of cancer cells, and
most importantly revealed very strong immunogenicity
[6-12].

In the present phase II clinical trial, we compared the
OS and PFS between the A24(+) and A24(-) groups
classified by the HLA-A*2402 positivity as a biological
marker. The PFS and, less significantly, OS in the A24
(+) group were better than those in the A24(-) group,
suggesting that the therapeutic cancer vaccine treatment
using the HLA-A24-restricted peptides could induce
some survival benefits for advanced ESCC patients. Fur-
thermore, in the A24 (+) group, the specific CTL
responses to multiple peptides may improve OS in com-
parison with the cases with the CTL induction to no or
a single peptide. Although treatment with cancer vac-
cines had been shown to cause an increase of circulating
tumor antigen-specific T cells [21], we have here demon-
strated the direct evidence of positive correlation be-
tween the extent of peptide-specific CTL responses and
better OS. Hence, our present study supports the
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Figure 4 OS in the A24 (+) group related to immunological
monitoring specific to each of the LY6K, TTK, and IMP3
peptides. In the 24(+) group, the in vitro cultured T cells were
subjected to ELISPOT assays. The positive CTL responses specific to
each of LY6K-, TTK-, and IMP3-peptides after the vaccination were
observed in 63%, 45%, and 60% of the patients, respectively. The QS
was compared between the patients with positive CTL response (+)
and those with negative CTL response {~) for each peptide, the
patients with positive CTL response specific to the LY6K-peptide
revealed significantly better OS than those without CTL response (A).
Similarly, the patients with positive CTL response specific to the TTK-
peptide showed significantly better OS than those without CTL
response (B). For IMP3, the patients with positive CTL response
specific to the peptide tended to have better OS than those without
CTL response, although the difference was not statistically significant
().

concept that vaccination-induced immune response
could contribute to the improvement of prognosis of
advanced ESCC patients.

According to the recommendation from the iSBSTc-
SITC/FDA/NCI Workshop on Immunotherapy Biomar-
kers [22-24], we have performed the immunological
monitoring in the A24 (+) group by two different assays,
ELISPOT and pentamer assays, at three different time
points and at the center laboratory. Since the peptides
used in the present study had strong immunogenicity,
the in vitro immunological monitoring in the A24 (+)
group was successfully performed in a reliable way.

In the 24(-) group, the modified ELISPOT assay with-
out APC suggested that the cross-reactivity with the

Three patients with positive ELISPOT assays did not
have a common HLA-A allele genotype, but two of them
had HLA-A*0201 and the other had HLA-A*0206 that is
known to structurally similar to HLA-A*0201. Although
the LY6K-peptide used in the present clinical trial is pre-
dicted to have a weak-binding affinity to HLA-A0201 by
BIMAS and NetMHC programs, the peptide might
cross-react to HLA-AQ201 and their structurally similar
HLA. Further study to clarify whether the LY6K-peptide
could actually bind to HLA-A0201 and the other HLA
molecules, and whether the immunogenicity in context
with HLA-A0201 is confirmed by CTLs will be needed.
Since available cancer vaccines probably are likely to
be applied as adjuvant treatment for the patients who
are at high risk of relapse following surgical resection of
primary tumor [5,20], and we are planning to develop
these cancer vaccine as an adjuvant setting for ESCC
patients with a lymph node metastasis after curative eso-
phagectomy. However, even if the patients are at an
advanced stage and have been intensively treated with
chemotherapy and/or radiotherapy, the present study
indicated that cancer vaccine may provide some clinical
benefit as a monotherapy without any severe side effects.
In general, there is no curative therapy for ESCC
patients with in-operable tumor or those with recur-
rence after surgery. Platinum-based regimens including
5FU, CDDP and Taxans have been used as the first line
chemotherapy for these patients, but the median survival
time of such patients was as short as 7-8 months
[25,26]. However, there is no effective treatment

N
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available for patients with ESCC that are refractory to
the first line chemotherapy. Hence, we are confident that
our protocol should be promising for improvement of
the prognosis and quality of life even for advanced ESCC
patients.

Conclusions

To our knowledge, this study is the first to show the
proof of concept that vaccination-induced immune re-
sponse could provide the better prognosis in advanced
ESCC patients and has implied that cancer vaccine treat-
ment with multiple peptides as monotherapy can be a
hope to patients with advanced solid tumors who had
failed to standard therapy.

Additional files

-

Additional file 1: Figure S1. Positivity of antigen-specific T cell
response was quantitatively defined according to the evaluation tree
algorithm. In brief, the peptide-specific spots (SS) were the average of
triplicates by subtracting the HIV peptide-pulsed stimulator well from the
immunized peptide-pulsed stimulator well. The %SS means the
percentage of SS among the average spots of the immunized peptide-
pulsed stimulator well. The positivity of antigen-specific T cell response
were classified into four grades (-, +, -++, and +++) depending on the
amounts of peptide-specific spots and invariability of peptide-specific
spots at different responder/stimulator ratios. For example, the ELISPOT
data from Figure 3 (5SS =480 at ratio 1, SS=404 at ratio 0.5, SS=292 at
ratio 0.25, and %SS =74 at ratio 1, %55 =88 at ratio 0.5) matched to the
criteria (1) and (2} in the first step and then, the data matched to criteria
(1) in the second step. Thus, the ELISPOT data was finally evaluated as (+
++). SS, peptide-specific spots; R1, responder/stimulator ratio= 1; R2,
responder/stimulator ratio = 0.5; R3, responder/stimulator ratio=0.25; R4,
responder/stimulator ratio=0.125.

Additional file 2: Figure S2. Immunological evaluation in the A24(-)
group. The in vitro cultured T cells from all patients of the A24 () group
were subjected to the modified ELISPOT assay by applying the dump
assay (the ELISPOT assay was performed without antigen presenting
cells). A representative ELISPOT assay detected a presence of LY6K-
peptide-specific T cells in in vitro cultured T cells (Additional file 2: Figure
S2A) and their quantification experiment indicated positive CTL induction
according to the criteria (Additional file 2: Figure S2B). Through the
modified ELISPOT assay, 3 (12%) of the 25 A24(~) patients were
considered to have the peptide-specific CTL response against any of
three antigens. When the patients having the peptide-specific CTL
response in the 24(-) group were excluded from the 24(-) group in the
OS analysis, the OS in the 24(+) group (n=35) were significantly better
than those of the 22 patients in the 24(~) group (Additional file 2: Figure
$20).
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