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Abstract

Key Points
Question Can plinabulin, a selective

IMPORTANCE Prevention of chemotherapy-induced neutropenia (CIN) and its clinical
consequences is an unmet need for which plinabulin, a selective immunomodulating microtubulebinding agent, is being tested.

immunomodulating microtubulebinding agent, perform as well as
pegfilgrastim to prevent chemotherapy-

OBJECTIVE To demonstrate noninferiority between plinabulin and pegfilgrastim for days of severe
neutropenia in cycle 1 in patients with solid tumors treated with docetaxel.

induced neutropenia and its clinical
consequences?
Findings In this randomized clinical trial

DESIGN, SETTING, AND PARTICIPANTS The Plinabulin vs Pegfilgrastim for the Prevention of

of 105 patients, plinabulin had

Docetaxel-Induced Neutropenia in Patients With Solid Tumors (PROTECTIVE-1) double-blind phase 3

comparable efficacy to pegfilgrastim for

randomized clinical trial was performed in multiple centers in China, Russia, Ukraine, and the US.

the prevention of chemotherapy-

Participants included patients with breast, prostate, or non–small cell lung cancer treated with single-

induced neutropenia with better safety

agent docetaxel chemotherapy. Data were collected from June 1, 2018, to January 31, 2019. The

findings, less bone pain, and a lower

database was locked on February 18, 2021. Data analysis was based on intention to treat and safety

immunosuppressive profile.

and performed from October 5, 2018, to February 23, 2021.

Meaning The findings of this study
suggest that plinabulin’s same-day

INTERVENTIONS Plinabulin, 40 mg, plus placebo or pegfilgrastim, 6 mg, plus placebo.

dosing compared with pegfilgrastim’s
next-day dosing offers distinct

MAIN OUTCOMES AND MEASURES The primary end point was day of severe neutropenia in cycle
1. Additional end points included clinical consequences of CIN (febrile neutropenia, hospitalizations,

advantages including reducing use of
health care services.

infections, antibiotic use, and modifications of chemotherapy dose), patient-reported outcomes for
bone pain score, markers for immune suppression (neutrophil-to-lymphocyte ratio [NLR] of >5),
immature neutrophils (band, promyelocyte, and myelocyte counts >0), and safety.
RESULTS Among the 105 patients included in the analysis (65 [6.19%] women; median age, 59
[range, 31-81] years), the primary end point was met within a noninferiority margin of 0.65 days, with
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a mean difference of 0.52 days (98.52% CI, 0.40-0.65 days). Grade 4 neutropenia frequency in cycle
1 was not significantly different. Plinabulin had earlier onset of action with less grade 4 neutropenia
in week 1 of cycle 1. Plinabulin had fewer adverse clinical consequences with rates of febrile
neutropenia (0 of 52 vs 1 of 53 [1.9%]), infections (4 of 52 [7.7%] vs 8 of 53 [15.1%]), chemotherapy
dose delay of more than 7 days (2 of 52 [3.8%] vs 3 of 53 [5.7%]), and permanent chemotherapy
discontinuation (7 of 52 [13.5%] vs 14 of 53 [26.4%]). Patients receiving plinabulin had significantly
less bone pain (difference, −0.67 [95% CI, −1.17 to −0.16]; P = .01) and a better immunosuppressive
profile (NLR >5 at day 8, 2 of 52 [3.8%] vs 24 of 51 [46.0%]; P < .001). Plinabulin was well tolerated,
with comparable safety to pegfilgrastim.
(continued)
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Abstract (continued)

CONCLUSIONS AND RELEVANCE Plinabulin has comparable efficacy to pegfilgrastim for the
prevention of CIN, with better safety and a better immunosuppressive profile. Plinabulin’s same-day
dosing compared with pegfilgrastim’s next-day dosing offers distinct advantages, including reducing
use of health care services.
TRIAL REGISTRATION ClinicalTrials.gov Identifier: NCT03102606
JAMA Network Open. 2022;5(1):e2145446. doi:10.1001/jamanetworkopen.2021.45446

Introduction
Myelosuppression is the primary toxic effect of many chemotherapy regimens. Both the duration of
severe neutropenia and the depth of the neutrophil level nadir have been correlated with severe and
life-threatening infections and unplanned hospitalizations.1-3 Severe neutropenia often necessitates
modification of the chemotherapy regimen and may compromise anticancer efficacy.4 Neutropenia
prevention is a major patient benefit for safety, treatment efficacy, and cost efficiency reasons.2,5,6
The risk of developing febrile neutropenia and grades 3 to 4 neutropenia is mitigated by
reducing chemotherapy dosages or prolonging the chemotherapy interval, which reduces survival
rates because of a reduction in chemotherapy dose intensity.7 Granulocyte colony–stimulating
factors (G-CSFs) such as filgrastim and pegfilgrastim constitute a standard of care to reduce
chemotherapy-induced neutropenia (CIN) and to facilitate optimum chemotherapy administration.
Febrile neutropenia risk–based National Comprehensive Cancer Network guidelines recommend
prophylactic G-CSF administration8-11 for patients at significant risk of febrile neutropenia.12
However, prophylactic G-CSF use has several efficacy limitations, predominantly its reduced
neutropenia protection in the first week of the cycle.
Plinabulin is a novel non–G-CSF selective immunomodulating microtubule-binding agent that
has hematopoietic stem cell–protective properties and anticancer benefits. In animals, plinabulin
ameliorates neutropenia induced by various chemotherapies, including docetaxel, doxorubicin
hydrochloride, and cyclophosphamide, through a mechanism distinct from G-CSF.13 Plinabulin has
beneficial effects in week 1 after chemotherapy, which is the area of severe unmet medical need.13
Furthermore, plinabulin acts at the bone marrow level, increasing numbers of peripheral CD34+
progenitor stem cells.14 This phase 3 study compared plinabulin vs pegfilgrastim to prevent severe
neutropenia in patients receiving docetaxel myelosuppressive chemotherapy.

Methods
Participants
The phase 3 portion of the Plinabulin vs Pegfilgrastim for the Prevention of Docetaxel-Induced
Neutropenia in Patients With Solid Tumors (PROTECTIVE-1) study was a multicenter, double-blind
randomized clinical trial. The trial protocol is provided in Supplement 1. The trial was conducted in
accordance with Good Clinical Practice guidelines and the ethical principles of the Declaration of
Helsinki.15 This report follows the Consolidated Standards of Reporting Trials (CONSORT) reporting
guideline for randomized studies and was approved by the relevant independent ethics committee
or institutional review board at each site. Each participant provided written informed consent.
Key eligibility criteria included adults with breast, prostate, or lung cancer who could benefit
from single-agent docetaxel chemotherapy and had 1 or more of the following risk factors for febrile
neutropenia: prior chemotherapy or radiotherapy, bone marrow involvement by tumor, surgery
and/or open wounds within 4 weeks of the first administration of study drug, being older than 65
years, and receiving a full-intensity dose of chemotherapy.16 Patients with advanced or metastatic
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breast cancer who underwent less than 5 prior lines of failed chemotherapy with non–small cell lung
cancer after platinum therapy failure or with hormone-refractory prostate cancer were eligible.
Adequate organ function and a negative pregnancy test result at screening were required. Key
exclusion criteria consisted of active wound infections, other anticancer treatment, and the current
use of strong cytochrome P450 3A4 inhibitors.
All patients received docetaxel, 75 mg/m2, on day 1 and were randomized 1:1 to receive either
plinabulin, 40 mg, on day 1 and placebo-matching pegfilgrastim on day 2, or pegfilgrastim, 6 mg, on
day 2 and placebo-matching plinabulin on day 2. Once either treatment group reached at least
one-third of total patients with a cancer type, that group was closed to that cancer type, and
enrollment continued for patients with other cancer types until the planned maximum number of
patients was reached.
Docetaxel premedication with corticosteroids and dose reductions were specified for cycles 2
to 4. Samples for complete blood counts and absolute neutrophil counts (ANCs) were drawn at the
same time each day and measured at a central laboratory at a pretreatment screening visit; on days 1,
2, 6 to 10, and 15 of cycle 1; on days 1 and 8 of cycles 2 to 4; at the end of treatment; and a day 30
end-of-treatment follow-up. Cycle 1, day 1 preinfusion and postinfusion blood pressure was measured
with an automated device every 15 minutes for 4 hours. Blood pressure was measured before and
after plinabulin infusion in each subsequent cycle. The planned treatment was 4 cycles.
Patients were randomized using an interactive web response system. Randomization schedule
files were created by Statogen Consulting LLC and provided to Suvoda LLC, who assigned and
maintained the randomization. An independent data safety monitoring board oversaw
study conduct.

Study Objectives
The primary end point was days of severe neutropenia (DSN) during cycle 1. Days of severe
neutropenia consists of the number of consecutive days (1, 2, 6, 7, 8, 9, 10, and 15) from the first day
when a patient’s ANC was less than 500/μL until the patient reached an ANC of greater than 500/μL
in cycle 1 (to convert to ×109/L, multiply by 0.001). For patients who did not experience any severe
neutropenia in cycle 1, DSN was 0. Secondary end points included assessment of maximum platelet
count decrease from baseline in cycle 1, the proportion of patients with a neutrophil-tolymphocyte ratio (NLR) of greater than 5 (cycle 1, days 7-15), and change in estimated mean bone pain
score. Exploratory end points included clinical consequences of CIN (febrile neutropenia,
hospitalizations, rate of infections, antibiotic use, and chemotherapy dose modifications), and band,
promyelocyte, and myelocyte counts of greater than 0 (cycle 1, days 7-15).

Safety and Compliance
All patients were included in both the intention to treat population and the safety population. Safety
data are presented descriptively by study groups. All treatment-emergent adverse effects (TEAEs)
and abnormal laboratory variables were summarized by the Medical Dictionary for Regulatory
Activities System Organ Class and Preferred Term and assessed according to the National Cancer
Institute Common Terminology Criteria for Adverse Events, version 4.03. Safety end points included
incidence, occurrence, and severity of adverse events and serious adverse events (SAEs), physical
examination results, and safety laboratory assessments.

Validated Questionnaires
Bone pain was evaluated with the Brief Pain Inventory before study drug infusion on day 1 and on
days 2, 3, 5, 7, 9, and 21 of cycle 1.17,18 Health-related quality of life was evaluated using the European
Organisation for Research and Treatment of Cancer (EORTC) QLQ-C30 and EQ-5D-5L questionnaires
collected before docetaxel infusion on day 1 of each cycle.19-22
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Statistical Analysis
The database was locked on February 18, 2021, and data analysis was performed from October 5,
2018, through February 23, 2021. A copy of the statistical analysis plan is found in Supplement 1. Data
were tabulated by treatment group, with listings provided for all data captured in the electronic case
report forms. Data during treatment were assessed descriptively as both observed values and
changes from pretreatment. When tabulated, data were presented using descriptive statistics (eg,
mean [SD], median [range], and percentage for categorically scaled parameters). The negative
binomial regression model was used to analyze the DSN end point during the fixed time window of
analysis, with the treatment group as the only covariate.
Inferential assessment of treatment effects was performed for efficacy outcomes. For
continuously scaled parameters, methods of longitudinal assessment using mixed models were
applied. Overall treatment effects were estimated, as were pairwise effects at individual points. For
categorically scaled parameters, χ2 test was applied as appropriate.
Approximately 150 patients were planned to be enrolled. The null hypothesis would be rejected
if the upper confidence limit was less than 0.65. With 75 patients in each treatment group, there was
at least a 90% power to reject the null hypothesis of 0.65 days of inferiority in DSN between the
treatment means with an SD of 0.75, at a 2-sided α = .05, using a 2-sample zero-inflated Poisson
model and an O’Brien-Fleming spending function to account for the interim analysis at two-thirds
(66.7%) of information. The study design was group sequential with 1 interim analysis (after
approximately 50 patients in each treatment group completed at least 1 cycle in each of the
treatment groups and 1 final analysis). Statistical analyses were conducted using SAS version 4 (SAS
Institute Inc).

Results
Study Population
A total of 105 patients were enrolled, 52 in the plinabulin group and 53 in the pegfilgrastim group
(Figure 1). This study was conducted in 17 study sites in 4 countries (China, Russia, Ukraine, and the
US) from June 1, 2018, to January 31, 2019. Because Asian patients may respond differently to G-CSF
agents,8 sites collected and scored race and ethnicity as Asian or non-Asian. The median age of study
participants was 59 (range, 31-81) years, with 74 patients (70.5%) younger than 65 years, 65 (61.9%)

Figure 1. Disposition of Study Patients
135 Patients assessed for eligibility
30 Excluded

105 Randomized

52 Randomized to docetaxel (75 mg/m2)
and plinabulin (40 mg)

7 Early discontinuation
1 Adverse event
3 Other
3 Withdrawal by patient

53 Randomized to docetaxel (75 mg/m2)
and pegfilgrastim (6 mg)
14 Early discontinuation
1 Adverse event
8 Other
1 Prohibited concomitant
medication or therapy
1 Protocol prohibited dose delay
3 Withdrawal by patient

45 Completed

39 Completed

52 Included in ITT population and safety
population

53 Included in ITT population and safety
population

ITT indicates intention to treat.
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women, and 40 (38.1%) men. Fifty-three patients (50.5%) had breast cancer, 33 (31.4%) had
non–small cell lung cancer, and 19 (18.1%) had hormone-refractory prostate cancer. Further details on
patient race and cancer type are given in eTable 1 in Supplement 2. All patients had 1 to 2 febrile
neutropenia risk factors, and risk factor categories between treatment groups were comparable (eg,
prior chemotherapy or radiotherapy, 49 of 53 [92.5%] for pegfilgrastim vs 51 of 52 [98.1%] for
plinabulin) (eTable 1 in Supplement 2).
All randomized patients received at least 1 dose of study medication and were in the intention
to treat and safety populations. In the plinabulin group, 45 of 52 patients (86.5%) completed the
study, compared with 39 of 53 (73.6%) in the pegfilgrastim group. Study treatment was discontinued
in 1 patient in each group (1.9%) due to an adverse event.

Primary Clinical Outcome
The study met its prespecified noninferiority margin end point of DSN less than 0.65 days. The mean
difference in DSN between the 2 treatment groups was 0.52 days (98.52% CI, 0.40-0.65 days)
(Table 1). At the first primary analysis specified by the statistical analysis plan, the nominal
significance level was 1.48% (ie, 100% − 98.52%), and the study met its noninferiority end point. The
study was subsequently stopped owing to COVID-19–related logistical reasons, including patient and
specimen transport to study sites and central laboratories.
In cycle 1, patients in both treatment groups had mean ANC greater than grade 3 neutropenia
(ANC >1000/μL). Patients in the pegfilgrastim group had mean ANC levels above the upper limit of
ANC (ie, >8000/μL) on days 1 and 2 and from days 8 to 15 in cycle 1 (Figure 2A). Because results of
the noninferiority testing were statistically significant, testing for superiority was performed, and the
result was not statistically significant.

Additional Clinical Outcomes
Additional end points included clinical consequences of CIN, bone pain score, and mean change in
platelet count. In the plinabulin vs pegfilgrastim groups, febrile neutropenia (0 of 52 vs 1 of 53
[1.9%]), infection (4 of 52 [7.7%] vs 8 of 53 [15.1%]), antibiotic use (8 of 52 [15.4%] vs 7 of 53 [13.2%]),
all-cause hospitalization (7 of 52 [13.5%] vs 5 of 53 [9.4%]), relative dose intensity of less than 85%
(3 of 52 [5.8%] vs 2 of 53 [38%]), and docetaxel dose delay (2 of 52 [3.8%] vs 3 of 53 [5.7%]) or
discontinuations (7 of 52 [13.5%] vs 14 of 53 [26.4%]) were mostly comparable between treatment
groups, across cycles 1 to 4 (Table 2).
Reasons for study discontinuation are provided in eTable 2 in Supplement 2. Hospitalizations
and investigator-assessed infection details are provided in eTables 3 and 4 in Supplement 2.
Across cycle 1, patients in the plinabulin arm had significantly less bone pain compared with the
pegfilgrastim group (least squares mean difference, –0.67 [95% CI, −1.17 to −0.16]; P = .01). The mean
(SD) area under the curve for bone pain was 11.5 (11.8) for plinabulin and 16.6 (13.8) for pegfilgrastim
(P = .07) (Figure 2B). All patients developed some degree of thrombocytopenia, but patients in the

Table 1. Summary and Analysis of DSN in Cycle 1
Treatment groupa

Mean DSN

Noninferiority metb

Pegfilgrastimc

0.25 (0.21-0.29)

NA

Plinabulinc

0.77 (0.68-0.86)

NA

Mean difference between treatment armsd

0.52 (0.40-0.65)

Met

Abbreviations: DSN, duration of severe neutropenia; NA, not applicable.
a

The pegfilgrastim group received docetaxel, 75 mg/m2, plus pegfilgrastim, 6 mg; the plinabulin group received docetaxel,
75 mg/m2, plus plinabulin, 40 mg.

b

Defined as an upper confidence limit of less than 0.65.

c

Using 2-sided 95% CI with group sequential adjustment.

d

Using 2-sided 98.52% CI with group sequential adjustment.
JAMA Network Open. 2022;5(1):e2145446. doi:10.1001/jamanetworkopen.2021.45446 (Reprinted)

Downloaded From: https://jamanetwork.com/ Stanford University Medical Center by Douglas Blayney on 01/28/2022

January 27, 2022

5/12

JAMA Network Open | Oncology

Efficacy of Plinabulin vs Pegfilgrastim to Prevent Neutropenia in Patients With Solid Tumors

plinabulin group had uniformly higher platelet counts than the pegfilgrastim group (mean, 10% [SD,
19%] vs mean, −62% [SD, 23%] lower on cycle 1, day 15; P < .001) (eFigure 1 in Supplement 2).
Clinical outcomes also included NLR of greater than 5 and band, promyelocyte, and myelocyte
counts of greater than 0. Significantly fewer patients in the plinabulin group had an NLR of greater
than 5 in cycle 1 days 7 to 15 compared with the pegfilgrastim group (eg, cycle 1, day 8, 2 of 52 [3.8%]
vs 23 of 50 [46.0%]; P < .001) (eTable 5 in Supplement 2).
The total ANC consists of mature neutrophils, which function in fighting infections, and
immature neutrophils, including bands, promyelocytes, and myelocytes, which are less functional.
Patients in the plinabulin group had fewer bands compared with the pegfilgrastim group in cycle 1
(days 7-15; 14 of 52 [26.9%] vs 30 of 53 [56.6%]; difference, 15 [95% CI, 0.65-29.22]; P = .05)
(eFigure 2 in Supplement 2). Furthermore, patients in the plinabulin group had significantly fewer
promyelocytes and myelocytes than patients in the pegfilgrastim group in cycle 1 (days 7-15) (eg, day
15, 1 of 52 [1.9%] vs 3 of 51 [5.9%]; P < .001) (eTable 6 in Supplement 2).
No patient in either group required a platelet transfusion. In cycle 1, fewer patients experienced
thrombocytopenia in the plinabulin group compared with the pegfilgrastim group (10 of 52 [19.2%]
vs 19 of 53 [35.8%]) (eTable 7 in Supplement 2). However, the difference was not statistically
significant (P = .06).

Figure 2. Outcomes by Time and Treatment Group in the Intention to Treat and Safety Analysis Sets
A Absolute neutrophil count

B

100

Bone pain score
4

Docetaxel and pegfilgrastim
Docetaxel and plinabulin

Mean (SE) score

Mean (95%) level

3
10

1
Grade 4 neutropenia

2

1

0.1

0
1

2

6

7

8

9

10

15

1

2

3

4

Cycle, d

5

6

7

8

Cycle 1 d of visit

A, Semilog plot of the mean absolute neutrophil count in cycle 1 for the intention to treat analysis. B, Plot of the mean patient reported bone pain score in cycle 1 in the safety analysis.

Table 2. Summary and Analysis of Clinical Consequences of Chemotherapy-Induced Neutropenia
in Cycles 1 to 4
Treatment group, No. (%) of patientsa
Clinical consequence

Pegfilgrastim (n = 53)

Plinabulin (n = 52)

Febrile neutropenia

1 (1.9)

0

Infection

8 (15.1)

4 (7.7)

Antibiotic use

7 (13.2)

8 (15.4)

Hospitalization (all cause)

5 (9.4)

7 (13.5)

a

The pegfilgrastim group received docetaxel, 75
mg/m2, plus pegfilgrastim, 6 mg; the plinabulin
group received docetaxel, 75 mg/m2, plus plinabulin,
40 mg.

b

P = .68 between groups, Fisher exact test.

c

P = .66 for cycles 1 to 4 between groups, CochranMantel-Haenszel test.

d

P = .10 for cycles 1 to 4 and P = .03 for cycle 4
between groups, Cochran-Mantel-Haenszel test.

Change in docetaxel use
Dose reduction to <85%

2 (3.8)

b

3 (5.8)

c

Dose delay >7 d

3 (5.7)

2 (3.8)

Discontinuation

14 (26.4)

7 (13.5)d
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Quality of Life
Health-related quality of life, assessed via EORTC QLQ-C30, was similar for all points and across all
domains for both treatment groups. Similarly, EQ-5D-5L visual analog scale scores and health utility
values were comparable across all time points for both treatment groups (eTable 8 in Supplement 2).

Adverse Events
Treatment-emergent adverse events occurred in almost all patients receiving chemotherapy and
study drug. In the plinabulin group, 624 adverse events occurred in 51 of 52 patients (98.1%). Of the
patients who experienced adverse events, 50 (98.0%) experienced TEAEs, and 8 (15.7%)
experienced SAEs. Study treatment was delayed or discontinued for 6 patients in the treatment
group (11.8%), and 2 (3.9%) died because of a TEAE. In the pegfilgrastim group, 409 adverse events
occurred in 49 of 53 patients (92.5%). Of the patients who experienced adverse events, 44 (89.8%)
experienced TEAEs, and 6 (12.2%) experienced SAEs. Study treatment was delayed or discontinued
for 7 patients in the treatment group (13.2%), and 1 (1.9%) died due to a TEAE. No major difference
in the severity of TEAEs was noted between treatment groups (Figure 3). The most common TEAEs
(ⱖ10%) in the plinabulin group were decreased ANC, decreased white blood cell count, and bone
pain. In addition, some patients who reported an adverse effect of bone pain had concomitant
bisphosphonate use, most likely for bone metastases (eTable 9 in Supplement 2), which may
confound interpretation of the adverse event data. Common grades 3 to 4 TEAEs (ⱖ10%) were
decreased neutrophil count, decreased white blood cell count, and neutropenia. In the pegfilgrastim
group, the most common TEAEs were alopecia, bone pain, and anemia, with common grades 3 to 4
TEAEs being decreased neutrophil count.
For nonhematological TEAEs, there were no marked differences between treatments. For
hematological TEAEs, investigators reported more grade 4 neutropenia and decreased white blood
cell count events for plinabulin; however, treatment-emergent grade 4 neutropenia frequencies
were comparable between the 2 treatment groups. The difference in hematological TEAEs was
primarily due to the choice of safety blood draw timing (day 8) in cycles 2 to 4, which approximately
coincided with plinabulin ANC nadir, but was several days after the pegfilgrastim ANC nadir. Anemia
was comparable between treatment groups. No clinically significant trends were observed for
chemistry, urinalysis, or vital signs.
Six patients (3 in the plinabulin group and 3 in the pegfilgrastim group) died during the study.
Three deaths were due to SAEs (1 due to kidney failure and 1 due to status asthmaticus unrelated to
the study treatment in the plinabulin group; 1 due to febrile neutropenia unrelated to the study
treatment in the pegfilgrastim group), and 3 deaths were due to disease progression (1 in the

Figure 3. Treatment Emergent Adverse Events by Severity Grade
100
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Pegfilgrastim (n = 53)

Patients, %

Plinabulin (n = 52)
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Grades are given in the Methods section.
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plinabulin group and 2 in the pegfilgrastim group). The investigators attributed no deaths or SAEs to
plinabulin.

Discussion
The phase 3 PROTECTIVE-1 randomized clinical trial used chemotherapy with an intermediate (10%20%) risk of febrile neutropenia, for which the recent National Comprehensive Cancer Network
guidelines recommend CIN prophylaxis. Plinabulin has a CIN prevention benefit that is noninferior to
the current CIN prophylaxis standard of care, pegfilgrastim, and less grade 4 neutropenia in cycle 1,
week 1. In addition, plinabulin-treated patients had less platelet decrease, less bone pain, and use on
the same day as chemotherapy (compared with the day after chemotherapy dosing for pegfilgrastim
and for filgrastim, which requires daily injection for 8-10 days after chemotherapy). Importantly,
clinical consequences of CIN (febrile neutropenia rate, infection rate, and permanent chemotherapy
discontinuations) were also reduced in plinabulin-treated patients. However, the study was
underpowered to achieve statistical significance for these end points. In summary, single-agent
plinabulin is at least as effective as pegfilgrastim for mitigating CIN and its clinical consequences, but
with less bone pain and less decrease of platelet counts, and has the advantage of the same-day
dosing as chemotherapy.
In our pegfilgrastim-treated patients, we observed high NLRs, which were not seen in the
plinabulin-treated patients. Elevated NLR and circulating immature neutrophil forms have been
associated with poor response to immune therapies.23,24 Because pegfilgrastim results in an
overshoot of ANC (and a high NLR), avoidance of pegfilgrastim and substitution of plinabulin should
be tested in chemoimmunotherapy combination anticancer regimens.
Quality of life was similar for all points and across all domains for both treatment groups. Safety
profiles were overall comparable, and the number of deaths was equal (n = 3) in both groups.
Although the mean bone pain score was significantly lower with plinabulin compared with
pegfilgrastim, with improvements in bone pain seen throughout treatment cycle 1, TEAEs of bone
pain were slightly higher in the plinabulin group compared with the pegfilgrastim group for all cycles.
This is likely due to an imbalance in the prevalence of bone metastases between the 2 groups,
because more patients had concomitant bisphosphonate use, most likely for bone metastases, in the
plinabulin group. The frequency of neutropenia and decreased white blood cell count across cycles
1 to 4 was higher with plinabulin vs pegfilgrastim, which is primarily due to the choice of the day of
safety blood draw (day 8) in cycles 2, 3, and 4, which approximately coincides with ANC nadir with
plinabulin, but is several days after the ANC nadir with pegfilgrastim (ANC nadir occurs on day 5 or 6).
Overall, a comparable number of clinical consequences of neutropenia were observed with plinabulin
vs pegfilgrastim.
Neutropenia is a frequent toxic effect of myelotoxic chemotherapy. US Food and Drug
Administration–approved CIN-protective agents filgrastim and pegfilgrastim revolutionized CIN
prevention.10-12,25 Use of these G-CSF–based compounds resulted in fewer CIN-related
complications and allowed the development of dose-intense and dose-dense chemotherapy
regimens. However, complications of neutropenia still occur, especially in the first week after
chemotherapy, which corresponds to the G-CSF ANC nadir. Plinabulin’s early protection in week 1 can
help with this unmet medical need or neutropenia vulnerability gap. Another approach to this unmet
medical need, which we are testing, is combining plinabulin’s week 1 effectiveness with
pegfilgrastim’s week 2 protection to enhance CIN protection.26 We are also investigating plinabulin’s
effect in the treatment of nonsolid tumors. Furthermore, plinabulin may have a role in CIN protection
in conjunction with weekly chemotherapeutic regimens, for which there are no data with
pegfilgrastim.
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Limitations
This study has several limitations. The sampling duration of postchemotherapy ANC and complete
blood cell count was limited for patient convenience and may have missed events later in the
chemotherapy cycle. We are reassured by our observation that all patients had ANC kinetics trending
toward recovery at the last ANC measurement on cycle 1, day 15. Our study was underpowered to
detect significant clinical consequences of neutropenia (febrile neutropenia, infections, and
hospitalizations), but these were numerically fewer with plinabulin treatment. The use of DSN as an
end point in studies comparing 2 agents has insufficient dynamic range (ie, variations of <1 day) and
less clinical relevance than the 6- to 1-day DSN reduction associated with the use of filgrastim
compared with no CIN-protective agent.27 Furthermore, pegfilgrastim-induced immature
neutrophils may not have the full infection-protection function of more mature neutrophils in the
plinabulin treatment. Therefore, pegfilgrastim may have higher ANC numbers and shorter DSN,
which may not translate into better protection against the clinical consequences of neutropenia.
Additionally, the blood draw schedule, which began on day 6 in cycle 1, may have missed the nadir in
any patient who began the nadir period earlier than day 6 and artifactually favored pegfilgrastim.

Conclusions
This randomized clinical trial found that plinabulin, a novel selective immunomodulating
microtubule-binding agent, could be a valuable addition to the therapeutic armamentarium for CIN
protection. Plinabulin is noninferior to pegfilgrastim, the current standard of care, and has early onset
of protection in week 1, with less bone pain, less platelet reduction, lower immunosuppressive
potential, and the advantage of dosing on the same day as chemotherapy. In addition, plinabulin
offers comparable protection to pegfilgrastim against febrile neutropenia, infection, hospitalization,
and chemotherapy dose reduction and discontinuation. All these advantages should be explored in
future studies.
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