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> A %5/,% Holistic medicine

A form of healing that considers the whole
person -- body, mind, spirit, and emotions -- in
the quest for optimal health and wellness.

Curtesy of Dr. #3 #
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Many aspects of supportive care

I

Nutrition Pulmonary Tox.
i Diarrhoe/Obstipation
Anaemia P Infections
Cardiotoxicity Neutropenia _
. Antiemesis Paravasation
Fertility _ Tumorlysis
Fatigue Pain

Neurotoxicit
Y Thrombocytopenia

Psychological support
Supportive measures in radiation therapy

Bone complications Lymphedema

New Toxicities (Targeted drugs) Venous Thromboembolism

Renal toxicity

Curtesy of Dr. #3 #



Palliative care

e an interdisciplinary approach to specialized
medical and nursing care for people with life-
limiting illnesses

e |t focuses on providing relief from the
symptoms, pain, physical stress, and mental
stress at any stage of illness. The goal is to
improve quality of life for both the person and
their family

Curtesy of Dr . &=k (&
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1983 1995 5-HT3/ dex

Being sick (vomiting)
Feeling sick (nausea)
Loss of hair

Thought of coming for

Feeling sick (nausea)
Loss of hair

Being sick (vomiting)
Constantly tired

treatment

e Length of time treatment takes
at the clinic

e Having to have an injection
e Shortness of breath

e Constantly tired

e Difficulty sleeping

e Affects family or partner

Having to have an injection
Constipation

Thought of coming for
treatment

Affects family or partner

Feeling low, miserable
(depression)

Feeling anxious

Curtesy of Dr. #3 #
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52.1% - . .
Palliative Care Interventions (PCls)
Definable interventions as part of the specialist PC «package»
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From the US Mass General RCT: documented PCls!
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Palliative medicine in cancer care

80s: Beginning (Mental & Psycho)

90s: Developing (Mental & F

2000s: Caring system (Nursing) I

Curtesy of Dr . =k {E
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Early Palliative care
Improve QOL and Save Life

y of Dr. 3#33 #



2013 & 4 #F

The NEW ENGLAND JOURNAL of MEDICINE

SOUNDING BOARD

Early Specialty Palliative Care — Translating Data

in Oncology into Practice
Ravi B. Parikh, A.B., Rebecca A. Kirch, ).D., Thomas J. Smith, M.D., ana Jennifer S. Temel, M.D.

N Engl J Med 369;24 December 12, 2013
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N Engl J Med 369;24 December 12, 2013

| Table 1. Randomized Trials of Early Specialty Palliative Care Interventions in Patients with Cancaer.

Trial Pariilabznn Inferddn Ferrs Bzl

5 (or, really, 7) RCTS now show...
v No harm in any trial

v’ Better satisfaction

v Usually better Quality of life

v’ Sometimes better symptom control

v' LESS depression and anxiety

v’ 2 show better survival, one significant 2.7 months in
NSCLC

v" No increased cost in any trial

v" Usually markedly lower costs per day — at least
S300/day

v" 10-fold increase in hospice referrals

Curtesy of Dr. 3z 3
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Patient Satisfaction and QOL

Gade et al

Bakitas et al

Temel et al

Zimmerman et al

517 people
“surprise ?”
31% cancer

322 people
~1yr
prognosis
100% cancer

151 people
100% newly
dx metastatic
NSCLC

442 people
100% cancer
6mo-2yr
prognosis

Inpatient PC
MDT consult

Phone based
PC by APN

Outpatient PC
>=monthly

MD or APN and
Inpatient PC
consult

Outpatient PC
>=monthly

Increased
satisfaction

Increased
satisfaction

No difference

Improved QOL
Improved
mood

Improved QOL
Improved
mood

Improved QOL

Curtesy of Dr. #{3 #
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Traditional Palliative Care

Palliative care

to manage
Life-prolonging or curative treatment symptoms and

improve quality
of life

Diagnosis Death

Early Palliative Care

Life-prolonging or curative treatment

Palliative care to manage symptoms and improve quality of life

Diagnosis Death

Curtesy of Dr . =&



Quality of life is improved by early palliative
care compared with standard care

Figure 8. Forest plot of comparison: | Early palliative care vs standard oncological care, outcome: 1.5
Health-related quality of life (sensitivity analysis for study design including RCTs only).

EPC TAU Std, Mean Difference Std, Mean Difference
Study or Subgroup  Std. Mean Difference  SE Total Total Weight IV, Random, 95% Cl IV, Random, 95% CI
Bakitas 2009 027 012 145 134 406% 0.27[0.03,051] ——
Bakitas 2015 019 016 72 83 229% 0.19}0.12, 0.50] —_T
Waltoni 2016 033 018 64 65 181% 0.33F0.02, 0.68] *
Tattersall 2014 006 039 13 13 38% 0.06[0.70,082)
Temel 2010 052 02 60 47 146% 052013, 091] .
Total (95% CI) 354 342 100.0% 0.29[0.14, 0.44] S
Heterogenely, Tau*=0.00, Chi*= 214 df=4(P=071), F=0% t |

L !
-1 05 0 05 1

Testfor overall effect 7= 3.81 (P = 0.0001) Treatmentas usual Early palliative care

Cochrane Database Syst Rev. 2017 Jun 12;6:CD011129.
Curtesy of Dr. #3 #



Project ENABLE

Outcome Measures

Patient-reported OQutcomes

322 patients within

ENABLE intervention 1. FACIT Palliative Care
8-12 weeks of a new L ; 2. ESAS (symptom intensity)
diagnosis of Gl, lung, ‘ 3. CES-D (depression)

GU or breast cancer

. . Health Service Utilization
with a prognosis of

1. Number of days in hospital,

approximately one _ intensive care unit and
year emergency department
] 2. Use of advanced directives
Usual Care __ 3. Referral to palliative care or
hospice

Early advance care planning

' Curative o life-prolonging treatment

Curtesy of Dr. {7 3

Cancer diagnosis



Nature of the Intervention

e (Case management, educational approach to encourage
patient activation, self-management and empowerment.

e Delivered in a manualized, telephone-based format (to
administer to a rural population).

e Administered by advanced practice nurses with palliative care
training.

* Included 4 initial structured educational and problem-solving
sessions and at least monthly telephone follow up.

Early advance care planning

Curative or life- prolonging treatment

Curtesy of Dr. #3 #

Cancer diagnosis



Palliative care nursing education in addition to usual oncology
care —in RCT — allowed improved quality of life, fewer
symptoms, and less depression. Bakitas M, et al. Project

ENABLE. JAMA. 2009 Aug 19;302(7):741-9.

Functional Assessment of Chronic
lliness Therapy for Palliative Care

120

110

400+

360-
_____ E o B © 320
__________ g

@ 260
2404 2

T T
Baseline 1

Patients, No.
Intervention 143 108
Usual care 130 97

200

10 13 Baseline 1

48 27
o 31

Edmonton Symptom
Assessment Scale

Center for Epidemiological
Studies Depression Scale

’ — Intervention --- Usual care

Baseline 1 4 7 10 13

Time, mo

140 102 72 60 47 26
128 98 76 54 R 31



Palliative care in addition to usual oncology care led to a

trend for improved lifespan. Bakitas M, et al. Project ENABLE.
JAMA. 2009 Aug 19;302(7):741-9.

1.0+

— Intervention
D -——- |
% 0.8- Usual care
g
o 0.6-
-
O
t 0.4
o
S
a 027 Log-rank P =.14
0 12 24 36
Time, mo
No. at risk
Intervention 161 83 35 16

Usual care 161 62 33 16



Randomized Trial in Patients with Lung Cancer

Outcome Measures

Patient-reported Outcomes

Integrated care ; L’ZCDTSL(U”E 0
. . . 5 Mmoo
150 patlentsj Wlthll"I 8 3. PHQ-9 (depression)
weeks of diagnosis 4. Prognostic awareness
of metastatic NSCLC
with an ECOG PS 0-2 Health Service Utilization

1. Hospice referrals
2. Chemotherapy administration

3. Documentation of
Standard care resuscitation preferences

Early advance care planning

Curative or life-prolonging treatment

Curtesy of Dr. #3 #

Cancer diagnosis



Nature of the Intervention

e Palliative care visits within 3 weeks of enrollment and at
least monthly.

e Visits performed by physicians or advanced practice nurses
within the Cancer Center (medical oncology or
chemotherapy visits).

e Palliative care visits were not scripted or manualized but
followed general guidelines for as per the national
consensus project.

 |f patients were admitted to the hospital, they were also
followed by the palliative care team.

Curtesy of Dr. #3 #



Palliative care in addition to usual oncology care allowed
lung cancer patients to have much better quality of life (FACT)

and less anxiety and depression.
Temel J, et al. NEJM 2010; Temel J, et al, JCO 2011

A FACT-L 307 [ Standard care [ Early palliative care
7.54 &
5.0 E =
i * =
—— £
o o5 & 304
| -
g , — ¢
aE, 3
: 8
i 1 T 104
-5,0 '-E
o
Standard ; 0
— o i HADS-D HADS-A PHQ-9
Quality of life Better Mood Better, LESS depression
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Proportion of Patients (%)

Final Chemotherapy at the EOL
Tk o Hp A% 1L B AR enie * B E R D

IV Chemotherapy Oral Chemotherapy
B
607 B Standard care E‘E 607 B Standard care
50 Early palliative care E 504 Early palliative care
=
[ik]
404 = 401
[ie]
304 * & 30
[=]
201 S 20
104 g 104 .
e
0 ; e 9 ; ;
Within 60 Within 30 Within 14 Within 60 Within 30 Within 14
Time Before Death (days) Time Before Death (days)

IV chemo within 60 DOD
46% v 24% p=0.01

Greer, JCO 30 (4) 2012



Palliative care in addition to usual oncology care allowed
lung cancer patients to live almost 3 months longer than

those who got usual oncology care.
Temel J, et al. NEJM 2010; Greer J, et al. JCO 2011

mh‘h Longer and better survival
‘F v’ Better understanding of

G prognosis —
Hﬁ v' Less IV chemo in last 60 days
‘Laf‘“*‘al v’ Less aggressive end of life
n care

ﬂ\ﬂ_: / v" More and longer use of
&, hospice

B0

_+.

40~ I‘H by VN v' $2000 per person savings to

: Early palliat|ve care, .
ﬁ\l insurers and society (Greer, et

al. J Clin Oncol 30, 2012
(suppl; abstr 6004))

Patients Surviving (%)

| 58
L

20+ J_T

-
¥ T

Standard care “

0 I I I I
0 10 20 30 40

Curative or life-prolonging treatment

Early advance care planning

Months

Cancer diagnosis



What do these studies tell us?

e Palliative care improves patients’ QOL, mood
and other aspects of care including prognostic
awareness, satisfaction and quality of EOL
care.

 Many palliative care delivery models work.

* A more “intensive” palliative care model may
be needed to impact EOL care measures.



In summary

* Clinicians should routinely and periodically
screen adult caregivers for practical and
emotional needs while caring for a patient
near the end of life.

e Periodic screening by caregivers for the
patient’s supportive needs should be a routine
part of care for patients with serious chronic
ilIness.



Integrating Palliative Care Into Oncology: A Way
Forward

Simutaneous
Palliative care and Acute Oncology Care

Curtesy of Dr. {7 3
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Cancer Care Ragl BTSN
Chemotherapy, radiation, R
surgery, transplantation o
¢ i
amn ..  Palliative Care
Lo - - & y F
,° “eo +7 Symptom management,
o’ "==""  prognostic understanding,

communication, coping

Time =—

Fig 1. Palliative care integration In modem cancer care.

Curtesy of Dr. {7 3



To cancer treatment

Traditional Palliative Care

Palliative care

to manage
Life-prolonging or curative treatment

symptoms and
improve guality

of life

Diagnosis Death

Early Palliative Care

Life-prolonging or curative treatment

Palliative care to manage symptoms and improve quality of life

Diagnosis Death

Curtesy of Dr . =&



And to hospice care
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Curtesy of Dr . =&



Palliative Care Is

v Excellent, evidence-
based
medical treatment

v Vigorous care of
pain and symptoms
throughout illness

v' Care that patients
want at the same time
as efforts to cure or
prolong life

Palliative Care Is NOT

XNot “givingup” on a
patient

XNot in place of
curative or life-

prolonging care

XNot the same as
hospice or end-of-
life care

Curtesy of Dr. {7 3



Who should deliver Supportive & Palliative
Care Interventions ?

 Role of Medical Oncologist
e Evidence for specialized PC teams

e Medical Oncology Curriculum includes many
palliative topics

Primary Palliative Care by Oncologists:
Bickel KE et al. JOP 2016;12:e828-38



The World Health Organization (WHO)

e palliative care as services designed to prevent
and relieve suffering for patients and families
facing life-threatening illness, through early
management of pain and other physical,
psychosocial, and spiritual problems.



Palliative Care — WHO

e Uses a team approach to address the needs of patients
and their families, including bereavement counseling, if
indicated;

e Will enhance quality of life, and may also positively
influence the course of illness;

e jsapplicable early in the course of illness, in
conjunction with other therapies that are intended to
prolong life, such as chemotherapy or radiation
therapy, and includes those investigations needed to
better understand and manage distressing clinical
complications.



ASCO Guidelines 2016

e “Palliative care means patient and family-
centered care that optimizes quality of life by
anticipating, preventing, and treating
suffering.

e Palliative care throughout the continuum of
IlIness involves addressing physical,
intellectual, emotional, social, and spiritual
needs and to facilitate patient autonomy,
access to information, and choice.”



The American Society for Clinical
Oncology (ASCO) recommends

* Considering the combination of palliative care
with standard oncology care early in the
course of treatment for patients with
metastatic cancer and/or a high symptom
burden



The National Comprehensive Cancer
Network (NCCN)

e All cancer patients should be repeatedly
screened for palliative care needs, beginning
with their initial diagnosis and thereafter at
intervals as clinically indicated

e Palliative care should be initiated by the
primary oncology team and then augmented
by collaboration with palliative care experts



The National Comprehensive Cancer
Network (NCCN)

e All health care professionals should
receive education and training to develop
palliative care knowledge, skills, and
attitudes



NCI| — Palliative care

e Palliative care is care given to improve the
quality of life of patients who have a serious
or life-threatening disease, such as cancer.

e Patients may receive palliative care in the
hospital, an outpatient clinic, a long-term care
facility, or at home under the direction of a
physician.
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58.4%

52.1% - . .
Palliative Care Interventions (PCls)
Definable interventions as part of the specialist PC «package»
21.7%
18.1%  16.6%
12.7%  11.0% 10.1%

From the US Mass General RCT: documented PCls!

7.1%
1.6% .
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1. NCCN. NCCN Clinical Practice Guidelines in Oncology: Cancer-Related Fatigue, Version 2.2017; 2017.
https://www.nccn.org/professionals/physician_gls/PDF/fatigue.pdf
2. Yeh ET et al. BMC Cancer 2011; 11:387.
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1. NCCN. NCCN Clinical Practice Guidelines in Oncology: Cancer-Related Fatigue, Version 2.2017; 2017.
https://www.nccn.org/professionals/physician_gls/PDF/fatigue.pdf
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Cachexia

Autonomic Muscular/neuromuscular
failure abnormalities

Pain/drug Anemia

side effects \ /

Psychological _5, EATIGUE <«——— Hypogonadism

distress

Cytokines / \ Infection

Dehydration Chemotherapy/
Metabolic radiotherapy

problems

51



Comorbid medical conditions
* Anemia
« Malnutrtion
¢ Thyroid dysfunction
s [nfection

/

Direct effects of cancer
and tumour burden

Cancer related fatigue

Exacerbating comorbid
symptoms
e Chronic pain

« Deconditioning

e Sleep disturbances

Treatment side effects
« Chemotherapy
* Hadiotherapy
» Surgery
« Medication side effects

T~

Psychosocial factors

Coping with chronic
liness

Anxiety

Depression

British Journal of Cancer (2004) 91, 822—-828

52



Treat underlying causes

‘Cachexia

-Anemia (transfusion/
erythropolectic therapy)

‘Depression/anxiety

‘Infection

‘Hypoxia

-Autonomic dysfunction

‘Ilmmobility (deconditioning)

‘Hypogonadism

‘Other

Fatigue

Treat symptoms

e e

Pharmacologic means Nonpharmacologic means
‘Corticosteroids ‘Exercise

‘Megestrol Cognitive
‘Methylphenidate Behavioral therapy
‘Modafanil Physical therapy
‘Emerging drugs ‘Occupational therapy

(thalidomide, fish oil)

‘Ginseng

53
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NCCN. NCCN Clinical Practice Guidelines in Oncology: Cancer-Related Fatigue, Version 2.2017; 2017.
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Astragalus polysaccharides exerts immunomodulatory effects via TL R4-mediated MyD88-
dependent signaling_pathway in vitro and in vivo.
Zhou L etal SciRep. (2017)

Astragalus polysaccharide restores autophagic flux and improves cardiomyocyte function in
doxorubicin-induced cardictoxicity.

Cao Y et al. Oncotarget. (2017)
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stress through autophagy inhibition via PI3K/AKT activation.
Liu D et al. Int J Biol Macromol. (2015)
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_|  Anti-tumor potential of astragalus polysaccharides on breast cancer cell line mediated by
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Wu et al Cancer Cell int (2017} 17:115
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Immunomodulatory effects of herbal formula of astragalus
polysaccharide (APS) and polysaccharopeptide (PSP) in
mice with lung cancer

Xing Zhou 2, Zijing Liu ®, Tingting Long 2, Lijng Zhou 2 Yixi Bao 2 2 &
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The Fatigue Improvement Rate Between Cycle in PP
Population (Baseline: Visit 1 of Cycle 1)
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5 e 58.06 Group by McNemar’s test)
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Cycle 1 Cycle 2
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PG2 Phase IV Trial

Center

50, Bfe, RAEAFAPRE, =8, §5
%iﬁp%’ 6%5—", ke £ R, BEEA

Trial Objective

To evaluate the efficacy and safety of different doses
of PG2 for relieving fatigue among advanced cancer

patients who are under standard palliative care (SPC).

Blinding/ Randomization

Double-blinded/Randomized

Treatment Regimens

Two parallel arms:

1. PG2 500 mg by IV infusion for 3 days per week
2. PG2 250 mg by IV infusion for 3 days per week

Study Period

8 weeks

Primary Endpoint

Fatigue Improvement Response Rate (FIRR)

Sample Size

Enrolled Patient No.: 323
Evaluable Patient No.: 214
(1:1 ratio)

64



FIRR by Week during the Whole Study Period

FIRR (%)
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Cut-off Point of FIR: 10 %

PG2 500 mg (n=111)
61.11
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50.00
vd
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/_
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Clwil | Clw?2 | C1w3 | Clw4a | C2W1 | C2W?2 | C2W3 | C2w4a

Cycle No. Week No.

2018 ASCO Annual Meeting, Poster Presentation. PhytoHealth In-house Data



Mean BFIl Score Change

Cycle No. Week No.

Baseline Ciwi Ciw2 Ciw3 Ciw4 c2w1 C2wW2 C2wW3 c2w4

0.0

-0.5
()
lE
@ -10
(1]
Y m
S E
w O
—
L L
0 o
Y)
c
(1°]
<
O o
2.5

-1.5 4

PG2 500 mg (n=111)

P=0.0028

Score \l/ Fatigue \l/
Decreasing scores means “Improvement”

*P<0.05 between baseline and each post-treatment time point

v PG2 treatment showed efficacy in relieving fatigue as early as the first week
of treatment.
v PG2is more effective at the end of cycle 2 compared to cycle 1.

2018 ASCO Annual Mesting, Poster Presentation



Global Health Status: EORTC-
QLQ-C30 Change

——PG2 500 mg (N=111)

20

18 -

16 -

14 -

10 - Score ’]‘ Global Health Status 'I‘

Increasing scores means “improvement

”

*P<0.05 between baseline and each post-treatment time point

EORTC QoL Score
Change from Baseline

Baseline Ciwil ciwz2 Ci1w3 ciw4 C2wW1 c2w2 C2W3 cz2w4

Cycle No. Week No.

2018 MASCC/ASOO Annual Meeting, e-Poster Presentation & PhytoHealth In-house Data 67



Global Health Status: domains with
significant improvement

Cycle No. Week No.

Baseline Clwl Cilw2 C1W3 Cilw4 C2W1 C2wW2 C2W3 C2w4
5 .
Appetite Loss
0 - ' : ' ' ' Fatigue B
—#—Insomnia
v -5 -
| o=
E =
o 4
O @ -10 -
1 oo
-
o £
(@] O .5 - -16.00
& * -
In_: - Score {/ Symptom {, x -16.00
O <€ -20 | Decreasing scores means “improvement” *
w @ 19.55
L
® ) X *
25 - * *
. . . -24.15
*P<0.05 between baseline and each post-treatment time point
=30 -

2018 MASCC/ASCO Annual Meeting, e-Poster Presentation & PhytoHealth In-house Data



Article

Karnofsky Performance Status as A Predictive Factor
for Cancer-Related Fatigue Treatment with Astragalus
Polysaccharides (PG2) Injection—A Double Blind,
Multi-Center, Randomized Phase IV Study

Cheng-Hsu Wang !, Cheng-Yao Lin 2, Jen-Shi Chen 3-*(9, Ching-Liang Ho °, Kun-Ming Rau %78,
Jo-Ting Tsai °1%, Cheng-Shyong Chang ', Su-Peng Yeh '?, Chieh-Fang Cheng * and

Yuen-Liang Lai 1415*

check for
Received: 22 October 2018; Accepted: 15 January 2019; Published: 22 January 2019 updates
Cancers 2019, 11, 128; doi:10.3390/ cancers11020128 www.mdpi.com/journal /cancers

Cancers (Basel). 2019 Jan 22;11(2).



M u Itivariate analysis for responders ;l;;l(l;l; i.‘jebcvt[il'lal::variate analysis for responders and non-responders to Astragalus Polysaccharides
and non-responders to PG2

All Subjects

 Patients with higher KPS responded better to PG2.
 Identified KPS as a promising predictive factor for the
therapeutic efficacy of PG2.

Cut-off Points = 10% Multivariate Analysis

Univariate
Analysis Odds Ratio (95% CI)  p-value **
p-value *

Responder Non-Responder

Variable/Status (N = 140) (N =74)

Baseline KPS score

30-50 22 (15.71%) 31 (41.89%) <(.0001 © (1.253 (0126, 0.504) <0001
6040 118 (84.29%) 43 (58.11%)

16 72 (51.43%) 41 (55.41%) 0.5794 C 0.885 (0.475, 1.647)  0.6998

7-10 68 (48.57%) 33 (44.59%)
Cancer Type: three categories

Lung cancer 22 (15.71%) 12 (16.22%) 0.2876 €

Breast cancer 22 (15.71%) 6 (8.11%) 1.207 (0.343, 4.905) 0.7020

other 96 (68.57%) 56 (75.68%) 0.957 (0.414, 2.208) 09173

H 0,

Baseline KPS  Responder % Albumin 4D

<3.0 20 (14.29%) 11 (14.86%) 0.9088 © 1.272 (0.518, 3.124) 0.5997
score =30 120 (85.71%) 63 (83.14%)

Hemoglobin (g/dL)

30-50 ( N=5 3) 22 (42%) <10 48 (34.20%) 30 (40.54%) 0.3659 C 0767 (0.405,1.452)  0.4148

=10 92 (65.71%) 44 (59.46%)
Peripheral blood TLC (/uL)

60'90 ( N = 16 1) 1 18 (73%) <700 46 (32.86%) 18 (24.32%) 01947 C 1.700 (0.846, 3.452) 0.1353

=700 94 (67.14%) 56 (75.68%)

* The Wilcoxon rank-sum test W was used to compare the difference between responders and non-responders
for continuous variables; the Chi-squared test € was used to compare the difference between responders and
non-responders for categorical variables. ** A logistic regression model was used to compare the differences
between responders and non-responders.

Cancers 2019, 11, 128; doi:10.3390/cancers11020128 70



Summary of PG2" Phase IV Study

* Fatigue improvement

v PG2°® treatment showed efficacy in relieving
fatigue as early as the first week of treatment.

v Clinically meaningful fatigue improvement (> 10%)
was observed in more than 65% of subjects
receiving PG2° after the cycle 1 treatment when
compared to baseline.

v’ Patients with higher KPS showed better chance to
respond to PG2 treatment in BFI-T score.

2018 ASCO Annual Meeting, Poster Presentation
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Bruera E

A Double-Blind, Randomized, Placebo-Controlled
Trial of Panax Ginseng for Cancer-Related Fatigue
in Patients With Advanced Cancer.

Yennurajalingam S, Tannir NM?, Williams JL2, Lu Z%, Hess KR?, Frisbee-Hume S?, House HL?, Lim ZD?, Lim KH%, Lopez
G?, Reddy AT, Azhar A%, Wong Al, Patel SM?, Kuban DAY, Kaseb AO?, Cohen L?, Bruera E™.

e Conclusions:
 Panax Ginseng was

not significantly superior to placebo after 4 weeks
of treatment.

* There is NO justification to recommend the use of
Panax Ginseng for CRF.

J Natl Compr Canc Netw. 2017 Sep;15(9):1111-1120
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“Cure sometimes, treat often,
comfort always”

Hippocrates
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