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Advances in medical treatment of esophageal carcinoma: highlights from ESMO congress 2023
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Abstract: The 2023 congress of the European Society for Medical Oncology (ESMO) took place in Madrid, Spain, from October 20" to

24™ 2023. This event featured several cutting—edge researches in the field of esophageal carcinoma. This article presents and interprets

significant advances in the perioperative treatment of esophageal carcinoma and the medical treatment of advanced esophageal cancer re—

ported during this conference.
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FERIERE BB T oo TR (MLERAERE ) 5. 2023
AR A N EL2# 2 ( European Society for Medical
Oncology, ESMO) 3 A Z W58t LA | 0]
BT . SO BT R R A
1 EEEBFAREETHE
“RIBE” BREBRB
X5 R M B A, BT BT (neoad-
juvant chemoradiotherapy, nCRT ) Bt& EE ARG
ARUIRIEARUERNRI A (H T ARIFAEAR S I KAE
(59% ). BET- (19%~5% ) MR JG AL F T WA

1.1

HEE£WAB : WA HRRARE S B E (222300420557 )

TSN . £ CROSS #F5TH nCRT J& 29% WY&
i A IR B PR 5 2 22 % ( pathologically complete
response, pCR) 70 3 ¥4 B 1A AE R A
FEATHEVE? SANO IKE — TR R AR A . BEAL.
FEH R G RATSE , 5 1L A nCRT Ji5 £ 50 I
StmifE T AR T R A A AL " A4
Jai ’ #4552 CROSS J5 22 89 nCRT, ik B R 5E 4
Z% fi# (clinically complete response, CCR) 4%
(B nCRT J& 6 JAN 12 oM sk i ) H252 Fahili
W Ry ERAE A FAT R TR ) BARET AR, £
B AR (overall survival, 0S) ik FIdE
HRME (2AEI R <15% ), REL SN ICRAATF
W (disease—free survival, DFS ). TR FliHlLE )5

ARJG I RAE . mAb e ¥ R DL KA e, bR
15 JoT 1 VPR 56 T g Bl A 5G4 17 31 5 ( Health—Related
Quality of Life, HRQOL ) F1ER I i g ©F 5% 53697
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ZH AU A 3% T i M) 45 ( European Organization for
Research and Treatment of Cancer Quality of Life
Questionnaire, EORTC QLQ-C30), I 198 fi & &
FeZ Eah W (FESURMA ), 111 FlEZ iR ET
AR (hRfEFARLA ). #E 202347 H 6 H, dfik
Vi38 A, OS KR AR (HR=1.14, 95%
CI : 0.74~1.78, P=0.55) ; gl i I 41 AR v T A
L DFS 73530 2 35 > H #1149 A~ A (HR=1.35,
95% CI : 0.89~2.03, P=0.15), 7 &= 30 W5 ] /i) ,
69 il (35% ) 4+ CCR, 96 1 (48% ) % J&H
S0, 3361 (17%) KA A ¥ . nCRT J& 30
AN T3l I R TR R AR A R R Y
SR AR5 5 R 43% F1 34% (OR=1.45, 95% CI :
0.85~2.48, P=0.18), M4l R1 &A%k 2%, *
ST AR HETFARLARIG 90 d SET 7510 4%
5%, 3% 4 HRQOL £ 6 41~ 7 (P=0.002)
MO H (P=0.007) B EIULTARMET RAL %
FEF W], nCRT 53k %] CCR M 8 3 4 52 3 sh Wl
12 4F 0S RAEE THZ R IE T RIEH, T3k
N TR B Jy o 5 O 1) AR T AT RO TR, B
A =35% (B E L 3 R B IR R
ARG R RUGE, HXR fREET KX
FI e 2 7 R B K BE D A TR R
1.2 EARBRERTRZRWMANME

AR, BEAZT I RERER T
B PE K A 25 3 5] (immune checkpoint inhibitor,
ICL) S8 B IG 7 A &S 5 B B Y 7 A X Y
T A, A FE pCR % EZH B (major
pathological response, MPR) % & [ F R A R
BB T A A v PRI A VAT T R LR
pCR & IIff R AT K M Rk 36 R0 2 A A7 55 1 1) 7L AT)
KRR, AW ESMO R2sh, g k6 57 4l Bl i
T BIRRMIR R B BRI AR
1.2.1 nCRT+ #EiAY7  ESMO 1529P WFSE4REK T
R Bk BT (tislelizumab, TIS) JF 5 nCRT E
Ay Jey e I B R AN IR ( esophageal squamous
cell carcinoma, ESCC) A9 42 #4816 J7 (total
neoadjuvant therapy, TNT) #xl " A5 A
32 i M~IVA ] ESCC £ #, nCRT ( ¥ 2B + K
B+ FAETOT ) SR, TIS 200 mg #IKIST,
3Rk, 2 AW, 4~6 BT FARIBIT. 24
B H sz FARUIER , RO DIERFN 100% . 13 il 54.2% )
iK% pCR, 16 #] (66.7% ) i5%] MPR. AJ5 30d N,
449 (16.7% ) KEWEG N, HARRAIET .,

e 7 .

) 2~3 GUEITAH A B W (treatment—related
adverse event, TRAE ) iy H 41 ffd s /b . H R Bt 2h
AE IR b L 40 s /b o ST R T TIS J B
nCRT 697 R R 0] ESCC B 1028 4 P Ry 7 2%,
PRt T — bl B R A 1) R TR IR AR
1.2.2  HdiBbIT + G yr Keystone-001 W%
S JHTBETE bl TR Y T,
B FEVEAL R R  ESCC R AT 451 A R 2R 2
UK B A2 BERUTE IR 7 J5 A7 38 25 A s ARG
ARBTF RN G AV, IR WA B "
WP H 2020 4F 7 A 8 HZE 2022 4E2 A 10 HYY
A 49 R ER IS ESCC /B . Hirr, 47 423258
HWENRYF IF A B M IRYF (intent—to—treat, ITT)
NBEG T A #2528 il R o7 0 B8 3 oKk R A
=3 % TRAE, dEATTr0 T 45 i #H MPR %
H 73.3%, pCR FHN 42.2%, BIEF (objective
response rate, ORR ) N 95.6% , Bl F ((disease
control rate, DCR) & 100%, 1 {iBti)7 23.3 ™ H
(95% CI : 20.6~24.9 ™ H 5 KV 34 MH) )&,
1AEH1 2 4 08 #5935 2 95.6% F1 90.5%, 1 4FF
2 4 DFS 43 5l 2k 95.6% Fl 86.3%. Ff. 41l il ] /7
RN, SN RS T A A 2 A A i
(1 4SR5 T 4148 (natural killer T cell, NKT ) Fi
F 9k 345 (natural killer, NK) 408V EE, JITRCERE
B E SN R T A0 SZ K y-2 8 C X (T—cell
receptor gamma—-2 chain C region, TRGC2) +
NKT FIRGET HE A A K N 7455 3 1 2 (fibroblast
growth factor-binding protein 2, FGFBP2) + NK 4
M S . T Keystone—001 5T 45 5,
IEFETFRER Z bl BUBEYE . BEAL. X BRI i
JRIFSE ( Keystone—002 fF5% ) 1[I &0y PR B e
WA S A2 B MR 1038 B 6 7 AR U HR 1 nCRT
TEAEAF AN PR T

123 B 5 B AL 97 + o R T vs R AP AL
J7  REVO #F5ie —MZhL . BEHL, JFlhe%E
ML 5E, SR AR 95 R0k Bt I SR e 17
( immunochemotherapy, ICT) 5 nCRT 1E & 1] 4]
BRI BE ESCC B Bl Bhinr moscR . A 2021
R 9 HZE 202343 H, B ILAA 85 Bl i,
ICT 41 (n=41) FInCRT 41 (n=44) 43514 32 f
128 {5l 4% %2 F- Ao 1CT 41 pCR Hl MPR 2 43 Jji]
40.6% 1 62.5%, nCRT 453510 35.7% F1 71.4%.
ICT 2 F1 nCRT £H ORR 4} %l 1y 84.4% Fil 85.0%,
=3 KA R FE (adverse event, AE) &4 405)
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H22.0% F131.8% . nCRT 2 1 1] A S5 P 348 Je e
FET-. ZMFFE SRR, X TR ESCC B,
HHTEN ICT A4 F nCRT, HZeetEl, ksl
AN A AR o

2 BHAREEAMETHE

PrFE P I T 3Z 4K 1 (programmed death-1,
PD-1) HUREK G AT O M & B — 2R 97
AR BRI . SR, SEdR T A7 A Bk = SRR AT 18 |
AR NBEA R AT AT S 25 LS 25 B
AR 24 J5 Al ia y 7 Bk Z BIFFE S5 (R, SRR A i Ak
IR FE A IR G 07 AR A o i B 48 o A 2 2k i M i
2R MG HAE AT AR ESMO 218 Z 35 IR F
FEANTE RPEREAN AR k™ A gk IRER
HEE RN =AU
2.1 GEEME ML MIRE

A ESMO 23 W 22 T F 5 1k AT 4 % kAl
bR RRE, BLE T A0 S BRE A
B Y5 32 M T 4 TR 0 ) PR A5 M AR (T cell
immunoglobulin and immunoreceptor tyrosine—based
inhibitory motif domain, TIGIT ) fl5] . ML4F N E
Az AP i 2 R I T 1) 77 (vascular endothelial
growth factor tyrosine kinase inhibitor, VEGF-TKI )
FEF 4 40 s A= 324K (fibroblast growth factor
receptor, FGFR ) 5548,
2.1 SRPEHE AP TIGIT HL ik TIGIT J& —Ff T
2406 R N 40 i A 0 4 A2 A, i A A R s PR
Wrger, SLEIBHLIET TIGIT A PD-1/ F P PS8 T2 %2
& Tig /& -1 ( programmed death ligand—1, PD-LI )
]34 R B PD-1/PD-L1 HT 4K (9 3t b g8 )z i 10
AdvanTIG-203 P72 TIREHL  XUE 2250 I
ZHOoiksR, B VEAE BT TIGIT HUiK ociperlimab
(OCT) Mk 45 TIS X L %25 TIS — £k if J7 PD-L1
Jib J83 IX 385 BH 4 PF 43 (tumor area positivity, TAP )
=10%. A YIER. R, 2% 8% 5 1
ESCC [ 4 My oM ok V. 3% 2023 452 A
1 H, 125 523038 BEYL B 2 OCI+TIS 26 5 2
I +TIS 41, MRAEHETEH BIITAL, OCIHTIS 415 %
B +TIS 4lLb4E, ORR AFtmmy ks, A5
Gt m X (30.6% vs 20.6%, P=0.2114), i
PFS A 24 (3.4 4~ H vs 3.5 4 A, HR=0.93, 95%
CI:0.61~1.43), OS %ot A, BATH Z 1% KL
b, SERTE R [=3 9 TRAE : 41.9% vs 41.3%] .

AR OCLER & TIS 7 M 1] ESCC 40 R 12
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7 B PR 24 TIS A9 AL, (TR — P25k G 1k
I7 S B I 45 . AdvanTIG-105 #F 57 & — T
I'b R 5%, WP R % OCI+TIS Bk & 1k
7 —RIGIT M ESCC M4 195 (esophageal
adenocarcinoma, EAC) & 0Y7 RO 4 41k [22]G
A 202342 H 2 H, 44 A 21 ] ESCC Fil 6
EAC. Hrp 19 il ESCC 1 5 6] EAC (457 8553 BT
7%, ORR 43 %I H 84.2% F1 80.0% ; ESCC & %,
TIGIT TAP ¥ 43 =5% (n=10) 1 <5% (n=8) ¥
3 ORR 4 4l & 80.0% #1 87.5% ; ESCC A1 EAC
BHE AL PFS 439 8.1 M AR 6.2 N H, Wi g
iRt 22 [B] ( median duration of response, mDoR )
R 6.7 A4 A f 3.4 4 A, 27 BlEFE T, 20 B4
(74.1% ) K "HE=3% AE, 13 4 (48.1% ) K 4™
AR 3 (serious adverse event, SAE ; 8 il 5
BITAOE), 16 (3.7%) EESEIET-M AE, It
11 ] (52.4% ) ESCC 12 ] (33.3% ) EAC H &
KAEREMHFEANRF M (immune—related adverse
event, irAE ), WFFREEREMH, OCIH+TIS+LIFEIV
B ESCC Fl EAC B35 b Wby A | 5 A e Mg 0%
PR, RRTAZ B, TIGIT 36518 &4t PD-1 it
RIS ik B RE A5 ECIE N ] ESCC
B RA AR R IO TR . BEPL. X5 BRI A0
I RAIF 5 10 LA 3G E
2,12 HIEEA VEGF-TKI G RRTHIIE &I, 11
il A JRa B i 2k 3t 0 0 i Ak Jed i A A i EL A P AR
Mo ICLERG P8 A 2 e & 8 i — 2R 7
MRE B R ETEE ZEE, B ik
ES

LEAP-014 B2 —TFichn s . BEFL. T
G RBFSE, WAL — LB E + WA R 2R T +
TP IR IR ESCC BT f 2 4k = 45—
Bt R A A et R Z v, AUE 2023 4F
2H2H, LAH 13HIEE, SHEEE + R
PR +FP )75 (AA +5- FURMENE ) 1697 7 B
(FP4), B + MR ERAHT +TP 75 (i
o+ B8 IBIT 64 (TP ). FPZ4HF TP 4H
WS YR T RS E] 43 00 o 13.5 S (1.5~17.2 4
H) frasAH (1.0~5.74H ). FPALHEL 1 4] 3
G 2k B Dy Re i s B DU A v 1% 550 o B B
( dose-limiting toxicity, DLT), 1 {5 Hi 8 3 g ik 41
IMAE DLT 5 TP 417G DLT i il 8L, FP 411 TP 41
ORR 43514 86% #1 33%, mDoR 4351k 11.7 4 H
(2.3~13.8 1 H ) f142 4 H (22~421H ). %
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—BrBegi R o, M A R LGRSk TT — 4
IGIT T A I G o e = A AT i 32 11
o W52 2 LB AT R PR i R . X B 1CT+ fRT
A P AE A B TKT 259010 s A58 =X 7 i 1A
ESCC —Z&IA 77 HRE 75 88 A A 1 1) e TR 2R BT +
A7 3K — ] A 75 S5 F5 58 B Be B BEAIL . JF bR
21 AR FEAE AR

ESMO 1542P fiff 58 j& — 347, Bl IF
JCFRZE W TG RIESE, RIFE223E ICT+ fRITP B &
PUIMLAE A= B TKI 259000 “hmik” 8K, PPAG &2
AR RIS PD-1 30 50 e B 8 Je — SR )7
e ESCC BT RO 2 bk ™0 BB pEpL =
AW (BEER+ P PD-1Fiik +1kI7 ). B
4 (L PD-1 9tk +fby7 ) F1C 4 (fby7 ). W=E
202348 H 30 H, LA 90 flEE. A, BFIC
ZH ORR 43910 90.0% . 43.3% 1 26.7%, i PFS
Sk 13.4, 7.2 F14.8 N H 5 A 0S Kik#|, =
20 TRAE % 4 R 100%, 3 9% TRAE K& %
39k 30.0% . 23.3% M 13.3%., WF5845 % Wow,
FE 1CI+ AR T 3L AL L 22 % 8 Je — £ 3R Y7 1
ESCC H on 3 = 0 ORR AT KA PFS, %4
PERT
2.1.3  GPEHLA FGFR MIHIF 72 R AR /N LA
Airfr, ICIERG FGFR HHI 5 4 5m b i S e R
HIERAAE >, I, FGFR M4 101 vl R
i ESCC B3 BIRYT B Sk % . Futibatinib f2—Fji5i
R R BRI FGFR1~4 3R] 2, ©
PAH TIRIT FGFR2 il 55 HE ) I 01 9 04
B . ESMO 1532P W55 J2 — T Filthr s . £
O AEBEHL. ZBAFIE Th MBS, 45l 4T PEpy
BERY B BE . ASURARGE 3 ANBAAIY R B BL4h
f34 futibatinib B4 A PRI ZR L bTiRyTT 20t — & R
GUMEIR YT B M B B E L futibatinib BXA AT
FIER BT R ST — 23R 7 W S £ 45 i Y it A2 PR N
AT R P BABI A (=2 ZkHIHR ) ORR
} 42.4%, DCR H 75.8%, Hh FGFR mRNA i %
ik 8 %% ORR & 38.5% (10/26 ), FGFR B 1% & &
J57.1% (4/7) 5 BAFI B (=2 2k, ICI IS ) ORR
1 6.1%, DCR H 53.1%, H.th FGFR mRNA i} %
ik H % ORR N 6.8% (3/44), FGFR BHYE B & K
0% (0/5); BAFI D (14, {byr M ICI#I4G ) ORR
4 76.9%, DCR } 92.3% ; H:H FGFR mRNA i %
IKH % ORR N 81.8% (9/11), FGFR BAYEH # N
50.0% (1/2). BRI D A, 1 4 B DLT (3 ¢ 1

+0Q .

fER ), =3 % AEWIE KR (6.3%). BT
(6.3% ). %> (6.3% ). YR (25.0% ).
A D> (6.3% ) FIFIML (6.3% )o ZMFE BN,
JCi FGFR mRNA J2& 751 &3k, futibatinib BEA A
MR BRSPS E— 2. MR B
BE TR w2 PR I M . Futibatinib BE
A ICL= fbI7A B ICLPNA . Mo B as
FRE T PR R
2.2 GEEMLE “BEE HNIRE
BARDUZGECA J7 280 5k 12 3 ORR il PFS 3k
25, AR H B0 R T i AN B AR AR B 3R 9T
SERUE  BERIRITI (WL T R RAERE
“$i PD-1 ik +VEGF-TKI” #3078 M ] ESCC
TRIBYTF TPIE R HAE ORR . OS FI22 41 5 T B4R
# Bt PD-1 HUik +VEGF-TKI” i “ 2
BI7" 7 FAEMI ESCC 1) — L1677 Fh (15 ik —
HAHRE . ALTER-E003 B 7% J& — il B | Z2Hpuy |
FEbRZ B TG IRIF 9, IR LS B RGN
BN FEBAHT ( benmelstobart, TQB2450, PD-L1 ij
7)) —LVRIT M ESCC By F R Ze 4, T
IR 450 ORR, IREWFFEL S & 4% . PFS,
DCR. DoR 1 0S™, M 2022 4 3 H Z 2022 4
9 A 3tgh A 46 ] i ] ESCC & . ¥4 ORR N
69.6% (95% CI : 54.2%~82.3% ), DCR N 93.5%
(95% CI : 82.1%~98.6% ). #1125 H il PFS “h 9.92
A (95% CI - 8.26~11.58 4~ ), 1E224VET7 I,
=3 %% TRAE AEILE (7% ). RANMCEE (4% ).
MO > (2% ). PRI (2% ). /R
W (2% ) JHtERE (2% ) W&l (2% ) FAR (2% ).
ST B A 1ICL BES VEGF-TKI i £4ky7 7 %,
VIR AR, 2B e A N B i —
LIRIT IR ESCC HA S T RUR R 4P 2e 4k

3 & 18

BEo6F SR R e I 45088, 7E CCR B E & Ul s
WPl RESCILE e CIRASE RME, I ICT KA 8T
HEEATT 4R pCR R, WA T “fREsE
(R ANRE T BeE— 209 K. BEIRYT IR B
B B T T R RS A i AT, BoR
KU A T 300 RO Ane bk, A e R TR
i NAE RG240 4k 3R s biF 9% 29 Sk k. Bk, IEAE
AT Z TS . 2o o BEALG IR A T
I PR A 55 [ 25 G 088 3l Bl R o7 ) e AR . 7
Wil ESCC FRUEIRYT LabAT k™ sl “wlik” 2
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