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Cholangiocarcinoma (CCA), a group of malignancies that originate from the biliary tract, is associated with a high

mortality rate and a concerning increase in worldwide incidence. In Thailand, where the incidence of CCA is the

highest, the socioeconomic burden is severe. Yet, treatment options are limited, with surgical resection being the

only form of treatment with curative intent. The current standard-of-care remains to be adjuvant and palliative

chemotherapy which is ineffective in most patients. The overall survival rate is dismal, even after surgical resection

and the tumor heterogeneity further complicates treatment. Together, this makes CCA a significant burden in

Southeast Asia. For effective management of CCA, treatment must be tailored to each patient, individually, for

which an assortment of targeted therapies must be available

cholangiocarcinoma  co-clinical trials  targeted therapy  clinical trials  precision medicine

1. Introduction

Cholangiocarcinoma (CCA) is a group of malignancies which originate from the biliary tract with increasing

worldwide incidence in the last decade . The socioeconomic burden of CCA is severe, particularly in the

Southeast Asia. Thailand has the highest CCA incidence, where it is almost 100 times more prevalent (85 per

100,000) than Western countries (0.8–2 in 100,000) . The alarming mortality rate of 14%, which roughly

translates to 20,000 deaths every year, makes CCA a cause for concern . Treatment is challenging as it is usually

asymptomatic in the early stages and diagnosed in the advanced stages, with dismal prognosis and a discouraging

7–20% 5-year survival rate . Surgical resection and liver transplant, the only form of treatment with curative

intent, are technically challenging and require specially trained personnel . The median survival time following

surgical resection is 15 months; the 3-year survival rate of 35 to 50% is achieved almost exclusively in patients with

a negative histological margin at the time of surgery . Nevertheless, even after surgical resection, the cancer

recurrence rate is high . Adjuvant chemotherapy after surgical resection has been expected to overcome

recurrence, yet they do not lengthen the overall survival . Moreover, surgical resection is limited to patients

diagnosed in the early stages. CCA patients in advanced stages, that present with local invasion or distant

metastasis, are generally inoperable, restricting their treatment options to solely palliative chemotherapy . The

overall survival for patients with unresectable tumor is just under 12 months from diagnosis.

CCA is highly heterogenous in terms of tumor pathology, genetics, primary origin, risk factors, epidemiology, and

clinical features , all of which further complicate treatment. Generally, CCA is classified into intrahepatic

(iCCA) and extrahepatic (perihilar or distal) subtypes based on the anatomical location of primary  . In clinical
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trials, the different CCA subtypes are generally pooled together, because, the heterogeneity within the subtypes is

unclear until recent advances in molecular characterization techniques such as next-generation sequencing (NGS)

. Genetic profiling studies using NGS have elucidated the distinct molecular profiles present in intrahepatic and

extrahepatic CCA . Altogether, the inadequate patient stratification in clinical trials often results in poor outcomes

and trial failure. Currently, physicians are compelled to treat CCA patients with the premise “one size fits all” due to

the lack of available therapeutic alternatives. Precision medicine in cancer, also known as “precision oncology”,

considers the heterogeneity of cancer and thus abandoning the “one size fits all” premise. It combines different

aspects of molecular profiling to appropriately inform diagnosis, prognosis, and thereby customizing treatment for

patients, individually . This is practiced in high-income countries (HICs) for prevalent cancers such those of the

lung, breast, etc., to predict treatment outcomes in patients . However, this is yet to be practiced in CCA

patients, particularly, in low and middle-income countries (LMICs) in Southeast Asia. Increasing evidence supports

the use of guided targeted therapies to improve overall survival for CCA patients . Therefore,

considering the heterogeneity of CCA, treatment should be tailored to individual patients with targeted therapy.

Molecular and mutational profiling studies using NGS have elucidated a number of biomarkers exclusive for CCA

 and since then, several targeted therapy drugs have emerged in CCA in recent years to meet the urgent

demand for novel therapeutic options. Despite the increasing number of clinical trials in CCA, there is still a lack of

targeted therapy drugs available for treatment. A majority of clinical trials with targeted therapy drugs fail to meet

their endpoint objectives, mainly because a mixed cohort of patients are recruited to the study, as a consequence,

the test drugs result in poor outcomes and fail to get regulatory approval . This highlights the urgency of

developing targeted therapy drugs for CCA and the need for an effective clinical trial platform to expedite the

process.

In this review, we propose that the implementation of co-clinical trials will expedite the approval of targeted therapy

drugs in CCA by improving trial outcomes. The primary objective of co-clinical trials is to conduct pre-clinical and

clinical studies in parallel to allow for real-time integration of data for an effective study design in clinical trial,

consequently improving the outcomes for clinical trials. Improved outcomes from clinical trials will encourage the

approval of targeted therapy drugs for the selected cohort of CCA patients.

2. Current Standard-of-Care in CCA Management

Treatment options for CCA patients are stratified based on disease progression. For patients in early stages,

surgery with curative intent followed by adjuvant chemotherapy with capecitabine is the current standard-of-

care  . Whereas, patients in advanced stages are limited to palliative chemotherapy, a combination of

gemcitabine and cisplatin, as first-line standard-of-care . However, many patients are not well enough to

receive aggressive systemic therapy. While some patients may benefit from the current standard-of-care, others fail

to respond to first-line chemotherapy, possibly, due to the aggressive and heterogeneous nature of CCA . For

such patients, there has been no second-line standard-of-care until the ABC-06 phase III clinical trial in patients

with locally advanced and metastatic biliary tract cancers [NCT01926236]. In this randomized clinical trial, the

patients were given FOLFOX (a combination of folinic acid, 5-FU, and oxaliplatin) or ASC (i.e., proactive
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management of biliary obstruction/sepsis, etc.). The median overall survival of the study arm that was treated with

FOLFOX was 6.2 months as opposed to the 5.3 months of the standard arm. As this outcome was clinically

significant, FOLFOX is now considered as the second-line chemotherapy for patients that were previously treated

with gemcitabine and cisplatin. Nevertheless, the difference in the median overall survival between the two study

groups is still modest. In addition, the long-term effects in a larger patient sample group are yet to be evaluated.

There is increasing evidence that supports the use of guided targeted therapy drugs to overcome resistance to

chemotherapy, by accurately treating patients according to their distinct molecular profiles . That said, there is

still a lack of approved targeted therapies available for CCA treatment. Therefore, effective treatment will only be

possible once there is an abundance of targeted therapy drugs available to practice precision medicine in CCA.

3. The Current Landscape of Targeted Therapies in CCA

The onset of molecular profiling of tumors using NGS technology has contributed to a better understanding of the

distinct genetic profiles in CCA. Several studies have identified potential targetable mutations and pathways for

treatment. Moreover, these studies have elucidated the molecular discrepancies between the subtypes of CCA.

Mutations in the genes isocitrate dehydrogenases (IDH1 and 2) and fusions of the fibroblast growth factor receptor

2 (FGFR2) were found exclusively in iCCA, whereas Kirsten rat sarcoma viral oncogene homolog (KRAS) were

more common in eCCA . Acknowledging this, and combined with the increasing evidence that advocates the

use of targeted therapies, the research attention in CCA has driven towards the development of targeted therapy.

However, despite the increase in clinical trials investigating targeted therapies, there is still a lack of it to practice

precision medicine in CCA. We posit that this is due to the failure of clinical trials in yielding substantial outcomes.

The prime reasons for clinical trial failure in CCA are due to inadequate stratifications of patients and a lack of

understanding of the underlying mechanisms of drug response and acquired resistance elicited by certain

compounds.

Targeted therapy drugs are anticipated to be incorporated into the treatment regimen based on clinical trial

outcomes. Currently, inhibitors of IDH and FGFR are being investigated in clinical trials following encouraging

preliminary results for specific cohorts of patients containing IDH mutations [NCT02989857] and FGFR2 fusions

[NCT03656536, NCT03773302]. Hence, biomarker driven clinical trials are expected to facilitate drug development,

because, in such trials, the patients are stratified according to the oncogenic driver genes expressed and are more

likely to respond to targeted therapy  . Yet, many other clinical trials involving potential targeted therapy drugs

have failed in CCA. Several such clinical trials fail to recruit the patients conforming to the study designs, for

example, studies investigating the effect of ceritinib in ROS, ALK mutations positive CCA patients were prematurely

terminated due to insufficient recruitment of patients [NCT02374489, NCT02638909]. Several other targeted

therapy clinical trials have failed to achieve their endpoint objectives due to study design constraints. Vandetanib, a

multiple kinases inhibitor, was tried in patients with advanced metastatic CCA and did not improve progression free

survival [NCT00753675] . As the trial was randomized and patients were not stratified based on molecular

profiling of the tumors, the failure to achieve endpoint objectives could possibly be due to the tumor heterogeneity

amongst the patients. Varlitinib, a pan-HER inhibitor, also failed to meet primary endpoint objectives in CCA
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patients that failed first-line treatment [NCT02609958]. A clinical trial of bortezomib, proteasome inhibitor, was

prematurely discontinued because of the lack of partial response [NCT00085410]. It is challenging to incorporate

the tumor heterogeneity of the recruited patients in the study design. Additionally, without fully understanding the

underlying mechanisms of the disease, there can be inconsistencies in tumor response when translated from in

vitro to in vivo, and to the clinical setting. Therefore, inadequate stratification of patients can lead to inconclusive

outcomes of the clinical trials.

Evidently, infigratinib (BGJ398), a selective FGFR inhibitor, has exhibited promising outcomes in a CCA patient

cohort containing the FGFR2 fusions. However, almost all patients eventually develop resistance due to acquired

secondary mutations . The evaluation of such clinical studies is based on tumor response and not directed

towards understanding the underlying molecular mechanism of action of the drugs, this leads to the possibility of

acquired resistance mechanism without any means to overcome the issue. Nevertheless, the urgency for accurate

treatment for CCA patients is compelling and the need for targeted therapy, to treat different subsets of patients

with distinct molecular signature, is imminent. Therefore, it is noteworthy that the FDA granted accelerated

approval for pemigatinib, a novel FGFR inhibitor, to be used in treatment of CCA patients that are positive for

FGFR2 fusions and have failed first line chemotherapy  based on outcomes from a multi-cohort Phase II clinical

trial [NCT04096417]. Currently, pemigatinib is in Phase III clinical trials as first-line treatment for CCA patients with

FGFR2 fusions. The accelerated approval by the FDA has expedited the drug development of pemigatinib and

urged it towards clinical use. This is proof-of-concept that biomarker driven stratification of the patients results in a

better outcome of clinical trials. Altogether, this suggests that the current clinical trial platform is lethargic in meeting

the urgent need for novel therapeutics for CCA treatment, yet, when patients are accurately stratified and treated

accordingly, there are improved outcomes in clinical trials.

Failed trials in HICs are not encouraged for further investigation in the LMICs, despite possible discrepancies in

patient response to the drugs. Moreover, the clinical trials for CCA are designed and conducted based on the

research of CCA patients in HICs. Due to this fact, many patients, particularly those in LMICs, are impeded from

possibly effective therapies. Moreover, the rising costs of research and development discourage the LMICs to drive

novel drugs for development, despite the growing demand. Hence, for effective management of CCA, research

attention should be focused on driving more targeted therapy drugs towards approval. Consequently, this highlights

that a more proficient system of clinical trials, which not only expedites the drug development process but also

considers tumor heterogeneity and underlying mechanism of drug response, is needed to increase the chances of

regulatory approval of targeted therapy drugs for CCA treatment.

4. What Are Co-Clinical Trials?

The co-clinical project was first established as a platform for translational research in cancer to cure acute

promyelocytic leukemia (APL) . This platform utilizes the advancement of preclinical models, that can accurately

replicate tumor heterogeneity, to stratify patients into treatable subtypes. The main objective of this platform is to

fast track the development of drugs to practice precision oncology, so that treatment can be tailored to patients,

individually . The co-clinical trial platform is expected to reduce the disparity that exists between pre-clinical
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studies and clinical trials by conducting both the studies in parallel, in contrast to the sequential order in the

conventional drug development process.

Currently, the drug development process for targeted therapies in CCA follows the conventional model which is

both time-consuming and labor intensive. It roughly takes about 10–20 years for a candidate drug in its journey

from the bench to the bedside   and only 13% of all drugs in clinical trials are FDA approved . The schematics

of co-clinical trials compared to conventional clinical trials is represented in Figure 1.

Figure 1. The conventional drug development process versus co-clinical trials. The different phases of clinical trials

in the conventional drug development process take approximately 10–20 years for regulatory approval of the

candidate drugs. Preclinical studies with animal models and clinical trials are conducted concurrently in co-clinical

trials. The real-time data integration between the two parallel studies can accurately stratify patients into resistant

or sensitive subtypes. The patients classified into resistant subtypes can be tested for enrolment in other existing

clinical trials. The patient cohorts of the sensitive phenotype are then recruited to the trial with the animal study

conducted in parallel. This will improve trial outcomes for candidate drugs and therefore encourage regulatory

approval.
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The concept of co-clinical trial is to simultaneously conduct both human clinical trials and preclinical testing (also

known as “mouse hospital”). Initially, patients that meet the criteria of the clinical study will be recruited, much like

the initial stages of a conventional clinical trial. Subsequently, molecular profiling of the tumor tissues from the

patients will identify the appropriate animal models to be used in the study, which will be conducted in parallel to

the human clinical trials. For pre-clinical testing, the animal models are set up with a similar treatment, disease-

monitoring and result acquisition protocols. The data from the pre-clinical studies are shared in real-time to inform

drug response and resistance in patients in the clinical study. Patients can be stratified into subtypes based on the

drug response from the representative animal models . Hence, pre-clinical studies can inform outcomes of the

clinical study so that it can be optimized, thereby improving outcomes of the clinical trials and enabling the

discovery of potential therapies for cancer treatment.

5. Co-Clinical Trials to Accelerate Drug Development in CCA

Co-clinical trials are expected to improve drug development of targeted therapies in CCA by improving clinical trial

outcomes. The initial drug screening in the pre-clinical studies, using animal models, allows for rapid stratifications

of the patient population based on drug response and resistance. Patient population can be stratified into resistant

or sensitive subtypes based on the outcomes from the pre-clinical studies. Patients with resistant subtypes can be

removed from the study as they are unlikely to respond to that particular treatment, hence, this is expected to

improve clinical trial outcomes for candidate drugs by limiting the patient cohort to the sensitive subtype. For the

most part, candidate drugs fail to reproduce the tumor response in a clinical setting when translating from pre-

clinical studies because they are performed separately. In co-clinical trials, the candidate drugs are tested in

preclinical animal models, that represent the genetic subtypes of patients, using the same protocol that is to be

used in the clinical trials. The results between both the studies are shared in real-time so that the treatment

protocol can be adjusted and optimized to achieve the best possible outcomes . This reduces the gap between

preclinical research, clinical testing, and patient care by facilitating collaborative studies between academic and

clinical researchers, thereby curbing the time taken for clinical trials. The rapid stratification of patients into potential

responders and non-responders based on experimental validation is expected to improve clinical trial outcomes

and therefore expedite drug development in cancer. Therefore, co-clinical trials are expected to considerably

improve the clinical trial outcomes in CCA and consequently, accelerate the drug development process and

encourage more drugs to be available for treatment.

References

1. Banales, J.M.; Marin, J.J.G.; Lamarca, A.; Rodrigues, P.M.; Khan, S.A.; Roberts, L.R.; Cardinale,
V.; Carpino, G.; Andersen, J.B.; Braconi, C.; et al. Cholangiocarcinoma 2020: The next horizon in
mechanisms and management. Nat. Rev. Gastroenterol. Hepatol. 2020, 17, 557–588,
doi:10.1038/s41575-020-0310-z.

[40]

[40]



Drug Development Platform for Cholangiocarcinoma | Encyclopedia.pub

https://encyclopedia.pub/entry/6606 7/10

2. Banales, J.M.; Cardinale, V.; Carpino, G.; Marzioni, M.; Andersen, J.B.; Invernizzi, P.; Lind, G.E.;
Folseraas, T.; Forbes, S.J.; Fouassier, L.; et al. Expert consensus document:
Cholangiocarcinoma: Current knowledge and future perspectives consensus statement from the
European Network for the Study of Cholangiocarcinoma (ENS-CCA). Nat. Rev. Gastroenterol.
Hepatol. 2016, 13, 261–280, doi:10.1038/nrgastro.2016.51.

3. Treeprasertsuk, S.; Poovorawan, K.; Soonthornworasiri, N.; Chaiteerakij, R.; Thanapirom, K.;
Mairiang, P.; Sawadpanich, K.; Sonsiri, K.; Mahachai, V.; Phaosawasdi, K. A significant cancer
burden and high mortality of intrahepatic cholangiocarcinoma in Thailand: A nationwide database
study. BMC Gastroenterol. 2017, 17, 3, doi:10.1186/s12876-016-0565-6.

4. Patel, T. Cholangiocarcinoma--controversies and challenges. Nat. Rev. Gastroenterol. Hepatol.
2011, 8, 189–200, doi:10.1038/nrgastro.2011.20.

5. Forner, A.; Vidili, G.; Rengo, M.; Bujanda, L.; Ponz-Sarvise, M.; Lamarca, A. Clinical presentation,
diagnosis and staging of cholangiocarcinoma. Liver Int. 2019, 39 (Suppl. 1), 98–107,
doi:10.1111/liv.14086.

6. Squires, M.H.; Cloyd, J.M.; Dillhoff, M.; Schmidt, C.; Pawlik, T.M. Challenges of surgical
management of intrahepatic cholangiocarcinoma. Expert Rev. Gastroenterol. Hepatol. 2018, 12,
671–681, doi:10.1080/17474124.2018.1489229.

7. Blechacz, B.; Gores, G.J. Cholangiocarcinoma: Advances in pathogenesis, diagnosis, and
treatment. Hepatology 2008, 48, 308–321, doi:10.1002/hep.22310.

8. Sandhu, D.S.; Roberts, L.R. Diagnosis and management of cholangiocarcinoma. Curr.
Gastroenterol. Rep. 2008, 10, 43–52, doi:10.1007/s11894-008-0008-9.

9. Sriputtha, S.; Khuntikeo, N.; Promthet, S.; Kamsa-Ard, S. Survival rate of intrahepatic
cholangiocarcinoma patients after surgical treatment in Thailand. Asian Pac. J. Cancer Prev.
2013, 14, 1107–1110, doi:10.7314/apjcp.2013.14.2.1107.

10. Hyder, O.; Hatzaras, I.; Sotiropoulos, G.C.; Paul, A.; Alexandrescu, S.; Marques, H.; Pulitano, C.;
Barroso, E.; Clary, B.M.; Aldrighetti, L.; et al. Recurrence after operative management of
intrahepatic cholangiocarcinoma. Surgery 2013, 153, 811–818, doi:10.1016/j.surg.2012.12.005.

11. Patel, T.; Singh, P. Cholangiocarcinoma: Emerging approaches to a challenging cancer. Curr.
Opin. Gastroenterol. 2007, 23, 317–323, doi:10.1097/MOG.0b013e3280495451.

12. Eckmann, K.R.; Patel, D.K.; Landgraf, A.; Slade, J.H.; Lin, E.; Kaur, H.; Loyer, E.; Weatherly, J.M.;
Javle, M. Chemotherapy outcomes for the treatment of unresectable intrahepatic and hilar
cholangiocarcinoma: A retrospective analysis. Gastrointest. Cancer Res. 2011, 4, 155–160.

13. Cao, J.; Hu, J.; Liu, S.; Meric-Bernstam, F.; Abdel-Wahab, R.; Xu, J.; Li, Q.; Yan, M.; Feng, Y.; Lin,
J.; et al. Intrahepatic Cholangiocarcinoma: Genomic Heterogeneity Between Eastern and Western
Patients. JCO Precis. Oncol. 2020, 557–569, doi:10.1200/po.18.00414.



Drug Development Platform for Cholangiocarcinoma | Encyclopedia.pub

https://encyclopedia.pub/entry/6606 8/10

14. Cardinale, V.; Bragazzi, M.C.; Carpino, G.; Torrice, A.; Fraveto, A.; Gentile, R.; Pasqualino, V.;
Melandro, F.; Aliberti, C.; Bastianelli, C.; et al. Cholangiocarcinoma: Increasing burden of
classifications. Hepatobiliary Surg. Nutr. 2013, 2, 272–280, doi:10.3978/j.issn.2304-
3881.2013.10.02.

15. Ghouri, Y.A.; Mian, I.; Blechacz, B. Cancer review: Cholangiocarcinoma. J. Carcinog. 2015, 14, 1,
doi:10.4103/1477-3163.151940.

16. Cardinale, V. Classifications and misclassification in cholangiocarcinoma. Liver Int. 2019, 39,
260–262, doi:10.1111/liv.13998.

17. Cardinale, V.; Carpino, G. Multilevel heterogeneity of biliary tract cancers may affect the modelling
of prognosis. Liver Int. 2017, 37, 1773–1775, doi:10.1111/liv.13565.

18. Churi, C.R.; Shroff, R.; Wang, Y.; Rashid, A.; Kang, H.C.; Weatherly, J.; Zuo, M.; Zinner, R.; Hong,
D.; Meric-Bernstam, F.; et al. Mutation profiling in cholangiocarcinoma: Prognostic and therapeutic
implications. PLoS ONE 2014, 9, e115383, doi:10.1371/journal.pone.0115383.

19. Janiaud, P.; Serghiou, S.; Ioannidis, J.P.A. New clinical trial designs in the era of precision
medicine: An overview of definitions, strengths, weaknesses, and current use in oncology. Cancer
Treat. Rev. 2019, 73, 20–30, doi:10.1016/j.ctrv.2018.12.003.

20. Matchett, K.B.; Lynam-Lennon, N.; Watson, R.W.; Brown, J.A.L. Advances in Precision Medicine:
Tailoring Individualized Therapies. Cancers 2017, 9, 146, doi:10.3390/cancers9110146.

21. Zhang, W.; Shi, J.; Wang, Y.; Zhou, H.; Zhang, Z.; Han, Z.; Li, G.; Yang, B.; Cao, G.; Ke, Y.; et al.
Next-generation sequencing-guided molecular-targeted therapy and immunotherapy for biliary
tract cancers. Cancer Immunol. Immunother. 2020, doi:10.1007/s00262-020-02745-y.

22. Gruenberger, B.; Schueller, J.; Heubrandtner, U.; Wrba, F.; Tamandl, D.; Kaczirek, K.; Roka, R.;
Freimann-Pircher, S.; Gruenberger, T. Cetuximab, gemcitabine, and oxaliplatin in patients with
unresectable advanced or metastatic biliary tract cancer: A phase 2 study. Lancet Oncol. 2010,
11, 1142–1148, doi:10.1016/S1470-2045(10)70247-3.

23. Guion-Dusserre, J.F.; Lorgis, V.; Vincent, J.; Bengrine, L.; Ghiringhelli, F. FOLFIRI plus
bevacizumab as a second-line therapy for metastatic intrahepatic cholangiocarcinoma. World J.
Gastroenterol. 2015, 21, 2096–2101, doi:10.3748/wjg.v21.i7.2096.

24. Lubner, S.J.; Mahoney, M.R.; Kolesar, J.L.; Loconte, N.K.; Kim, G.P.; Pitot, H.C.; Philip, P.A.;
Picus, J.; Yong, W.P.; Horvath, L.; et al. Report of a multicenter phase II trial testing a combination
of biweekly bevacizumab and daily erlotinib in patients with unresectable biliary cancer: A phase II
Consortium study. J. Clin. Oncol. 2010, 28, 3491–3497, doi:10.1200/JCO.2010.28.4075.

25. Zhu, A.X.; Meyerhardt, J.A.; Blaszkowsky, L.S.; Kambadakone, A.R.; Muzikansky, A.; Zheng, H.;
Clark, J.W.; Abrams, T.A.; Chan, J.A.; Enzinger, P.C.; et al. Efficacy and safety of gemcitabine,
oxaliplatin, and bevacizumab in advanced biliary-tract cancers and correlation of changes in 18-



Drug Development Platform for Cholangiocarcinoma | Encyclopedia.pub

https://encyclopedia.pub/entry/6606 9/10

fluorodeoxyglucose PET with clinical outcome: A phase 2 study. Lancet Oncol. 2010, 11, 48–54,
doi:10.1016/S1470-2045(09)70333-X.

26. Voss, J.S.; Holtegaard, L.M.; Kerr, S.E.; Fritcher, E.G.; Roberts, L.R.; Gores, G.J.; Zhang, J.;
Highsmith, W.E.; Halling, K.C.; Kipp, B.R. Molecular profiling of cholangiocarcinoma shows
potential for targeted therapy treatment decisions. Hum. Pathol. 2013, 44, 1216–1222,
doi:10.1016/j.humpath.2012.11.006.

27. Oliveira, D.V.; Zhang, S.; Chen, X.; Calvisi, D.F.; Andersen, J.B. Molecular profiling of intrahepatic
cholangiocarcinoma: The search for new therapeutic targets. Expert Rev. Gastroenterol. Hepatol.
2017, 11, 349–356, doi:10.1080/17474124.2017.1292127.

28. Shroff, R.T.; Kennedy, E.B.; Bachini, M.; Bekaii-Saab, T.; Crane, C.; Edeline, J.; El-Khoueiry, A.;
Feng, M.; Katz, M.H.G.; Primrose, J.; et al. Adjuvant Therapy for Resected Biliary Tract Cancer:
ASCO Clinical Practice Guideline. J. Clin. Oncol. 2019, 37, 1015–1027,
doi:10.1200/JCO.18.02178.

29. Okusaka, T.; Nakachi, K.; Fukutomi, A.; Mizuno, N.; Ohkawa, S.; Funakoshi, A.; Nagino, M.;
Kondo, S.; Nagaoka, S.; Funai, J.; et al. Gemcitabine alone or in combination with cisplatin in
patients with biliary tract cancer: A comparative multicentre study in Japan. Br. J. Cancer 2010,
103, 469–474, doi:10.1038/sj.bjc.6605779.

30. Valle, J.; Wasan, H.; Palmer, D.H.; Cunningham, D.; Anthoney, A.; Maraveyas, A.; Madhusudan,
S.; Iveson, T.; Hughes, S.; Pereira, S.P.; et al. Cisplatin plus gemcitabine versus gemcitabine for
biliary tract cancer. N. Engl. J. Med. 2010, 362, 1273–1281, doi:10.1056/NEJMoa0908721.

31. Marin, J.J.G.; Lozano, E.; Herraez, E.; Asensio, M.; Di Giacomo, S.; Romero, M.R.; Briz, O.;
Serrano, M.A.; Efferth, T.; Macias, R.I.R. Chemoresistance and chemosensitization in
cholangiocarcinoma. Biochim. Biophys. Acta Mol. Basis Dis. 2018, 1864, 1444–1453,
doi:10.1016/j.bbadis.2017.06.005.

32. Simile, M.M.; Bagella, P.; Vidili, G.; Spanu, A.; Manetti, R.; Seddaiu, M.A.; Babudieri, S.;
Madeddu, G.; Serra, P.A.; Altana, M.; et al. Targeted Therapies in Cholangiocarcinoma: Emerging
Evidence from Clinical Trials. Medicina 2019, 55, 42, doi:10.3390/medicina55020042.

33. Rizvi, S.; Khan, S.A.; Hallemeier, C.L.; Kelley, R.K.; Gores, G.J. Cholangiocarcinoma—Evolving
concepts and therapeutic strategies. Nat. Rev. Clin. Oncol. 2018, 15, 95–111,
doi:10.1038/nrclinonc.2017.157.

34. Santoro, A.; Gebbia, V.; Pressiani, T.; Testa, A.; Personeni, N.; Arrivas Bajardi, E.; Foa, P.;
Buonadonna, A.; Bencardino, K.; Barone, C.; et al. A randomized, multicenter, phase II study of
vandetanib monotherapy versus vandetanib in combination with gemcitabine versus gemcitabine
plus placebo in subjects with advanced biliary tract cancer: The VanGogh study. Ann. Oncol.
2015, 26, 542–547, doi:10.1093/annonc/mdu576.



Drug Development Platform for Cholangiocarcinoma | Encyclopedia.pub

https://encyclopedia.pub/entry/6606 10/10

35. Krook, M.A.; Lenyo, A.; Wilberding, M.; Barker, H.; Dantuono, M.; Bailey, K.M.; Chen, H.Z.;
Reeser, J.W.; Wing, M.R.; Miya, J.; et al. Efficacy of FGFR Inhibitors and Combination Therapies
for Acquired Resistance in FGFR2-Fusion Cholangiocarcinoma. Mol. Cancer Ther. 2020, 19,
847–857, doi:10.1158/1535-7163.MCT-19-0631.

36. FDA. FDA Grants Accelerated Approval to Pemigatinib for Cholangiocarcinoma with an FGFR2
Rearrangement or Fusion. 2020. Available online: https://www.fda.gov/drugs/resources-
information-approved-drugs/fda-grants-accelerated-approval-pemigatinib-cholangiocarcinoma-
fgfr2-rearrangement-or-fusion (accessed on 02 July 2020).

37. Nardella, C.; Lunardi, A.; Patnaik, A.; Cantley, L.C.; Pandolfi, P.P. The APL paradigm and the "co-
clinical trial" project. Cancer Discov. 2011, 1, 108–116, doi:10.1158/2159-8290.CD-11-0061.

38. Lunardi, A.; Pandolfi, P.P. A co-clinical platform to accelerate cancer treatment optimization.
Trends Mol. Med. 2015, 21, 1–5, doi:10.1016/j.molmed.2014.10.008.

39. Wong, C.H.; Siah, K.W.; Lo, A.W. Estimation of clinical trial success rates and related parameters.
Biostatistics 2019, 20, 273–286, doi:10.1093/biostatistics/kxx069.

40. Clohessy, J.G.; Pandolfi, P.P. Mouse hospital and co-clinical trial project--from bench to bedside.
Nat. Rev. Clin. Oncol. 2015, 12, 491–498, doi:10.1038/nrclinonc.2015.62.

Retrieved from https://www.encyclopedia.pub/entry/history/show/15651


