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ABSTRACT
Background: Differential responses to tamoxifen may be due to inter-patient 

variability in tamoxifen metabolism into pharmacologically active Z-endoxifen. 
Z-endoxifen administration was anticipated to bypass these variations, increasing 
active drug levels, and potentially benefitting patients responding sub-optimally to 
tamoxifen. 

Materials and Methods: Patients with treatment-refractory gynecologic 
malignancies, desmoid tumors, or hormone receptor-positive solid tumors took oral 
Z-endoxifen daily with a 3+3 phase 1 dose escalation format over 8 dose levels (DLs). 
Safety, pharmacokinetics/pharmacodynamics, and clinical outcomes were evaluated. 

Results: Thirty-four of 40 patients were evaluable. No maximum tolerated 
dose was established. DL8, 360 mg/day, was used for the expansion phase and is 
higher than doses administered in any previous study; it also yielded higher plasma 
Z-endoxifen concentrations. Three patients had partial responses and 8 had prolonged 
stable disease (≥ 6 cycles); 44.4% (8/18) of patients at dose levels 6–8 achieved one 
of these outcomes. Six patients who progressed after tamoxifen therapy experienced 
partial response or stable disease for ≥ 6 cycles with Z-endoxifen; one with desmoid 
tumor remains on study after 62 cycles (nearly 5 years). 

Conclusions: Evidence of antitumor activity and prolonged stable disease are 
achieved with Z-endoxifen despite prior tamoxifen therapy, supporting further study 
of Z-endoxifen, particularly in patients with desmoid tumors.
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INTRODUCTION

Tamoxifen is a member of the selective estrogen 
receptor modulator (SERM) drug family and is approved 
by the FDA for the treatment of patients with estrogen 
receptor-positive (ER+) metastatic breast cancer, for 
adjuvant therapy of high-risk ER+/progesterone receptor-
positive (PR+) breast cancer, and for chemoprevention 
in women at high risk of developing breast cancer [1, 2]. 
Tamoxifen binds to the ligand-binding domain of the ER, 
blocking the binding of estrogens and the transcriptional 
activation of estrogen response genes, thereby inhibiting 
tumor growth [3]. However, only about 50% of women 
with metastatic ER+ breast cancer who receive treatment 
with tamoxifen derive benefit, and trials have yielded 
mixed results regarding the clinical benefit of tamoxifen 
based on dose or serum concentration [4–7].

Despite its lengthy history of clinical use, factors 
contributing to tamoxifen metabolism are not clearly 
understood. One established fact is that tamoxifen 
itself is a weak anti-estrogenic agent [8, 9]. Tamoxifen 
is metabolized by hepatic cytochromes P450 (CYPs) 
via two distinct pathways [6]. CYP3A4/5 is the major 
CYP isoform responsible for the conversion of a large 
percentage of tamoxifen into N-desmethyltamoxifen 
(NDM-tamoxifen). CYP2D6 is the only enzyme 
responsible for converting NDM-tamoxifen into 
endoxifen [10]. CYP2D6 also converts a small 
percentage of tamoxifen into 4-hydroxy-tamoxifen and 
then into endoxifen [6]. Endoxifen and 4-hydroxy-
tamoxifen have similar binding affinities for ERα and 
ERβ, which are approximately 100-fold higher than those 
of tamoxifen or NDM-tamoxifen, but endoxifen plasma 
concentrations following tamoxifen administration are 5- 
to 20-fold higher than 4-hydroxy-tamoxifen. Endoxifen 
and 4-hydroxy-tamoxifen are both present as two 
isomers, Z- and E-. The Z-isomers of each compound 
have similar anti-estrogenic activity and are more active 
than the E-isomers [11–13]. Z-endoxifen is therefore 
thought to account for a substantial proportion of the 
clinical activity of tamoxifen [2, 8, 14, 15]. 

Studies have evaluated the effect of increasing 
tamoxifen doses in humans, thereby increasing the 
circulating concentration of pharmacologically active 
Z-endoxifen [16–20]. More than 100 polymorphisms in 
CYP2D6 have been reported and linked to variations in 
endoxifen levels following administration of tamoxifen 
[21, 22]. Multiple other factors, including age [23], body 
mass index (BMI) [24], gender [25], and polypharmacy 
[15, 26] contribute to how patients metabolize tamoxifen 
into endoxifen. All of these factors contribute to the 
variability of endoxifen pharmacokinetics. Among patients 
who receive tamoxifen, levels of endoxifen are lower in 
poor metabolizers (decreased CYP2D6 activity), a finding 
that appears to correlate with significantly reduced time to 
tumor recurrence in these patients compared to those with 

greater CYP2D6 metabolism following treatment with 
adjuvant tamoxifen [10]. 

Our current trial examined the safety and tolerability 
of Z-endoxifen in patients with gynecologic tumors, 
desmoid tumors, hormone receptor-positive (HR+) breast 
cancer, or other HR+ solid tumors at oral doses up to 
360 mg daily. Blood and urine samples were collected to 
evaluate the pharmacokinetic profile of Z-endoxifen. In a 
subset of patients, 18F-FES (16 alpha-[18F]-fluoro-17 beta-
estradiol) PET/CT imaging studies confirmed ER binding 
of Z-endoxifen. Administration of Z-endoxifen was well 
tolerated, but resulted in an adverse event profile distinct 
from that observed with tamoxifen at higher plasma levels 
of the active metabolite. 

RESULTS

Patient demographics

Forty patients with advanced, refractory gynecologic 
tumors, desmoid tumors, hormone receptor-positive breast 
cancer, or other hormone receptor-positive cancers were 
enrolled on the study between March 2011 and September 
2017 (Table 1). Nineteen of these patients had received 
prior treatment with tamoxifen and/or an aromatase 
inhibitor. All 9 patients with breast cancer had received 
prior aromatase inhibitor therapy; 7 of these patients also 
received prior tamoxifen therapy (Supplementary Table 1). 

Clinical pharmacology

Mean plasma Z-endoxifen concentrations for each 
dose level on day 1 of cycle 1 are presented in Figure 
1A. The results of non-compartmental pharmacokinetic 
analysis for all patients, except patients 35 and 36, are 
provided in Supplementary Table 2. Area under the 
concentration-time curve for 24 hours (AUC(0–24h)) values 
demonstrate a linear increase with dose (Figure 1B). The 
elimination half-life (t½) was 30.6–55.9 hours. Day 28 
PK data are available for patients at DL1-6, as the 2 µM 
Cmax goal was achieved at DL6 (2.86 µM); the mean C24 h 
value on Day 28 at DL6 was more than 180-fold higher 
than the 5.9 ng/mL threshold previously associated with 
clinical benefit for patients receiving tamoxifen [21]. 
Plasma concentrations of Z-endoxifen 24 hours after the 
first dose in the current study ranged from 67 nM at DL1 
to 1810 nM at DL8 (calculated from the C24h values 
reported in units of ng/mL in Supplementary Table 2). 
At day 28 of this study, the average DL1 (20 mg/day) 
plasma concentration of Z-endoxifen was 353 nM, a 4- 
to 18-fold increase over 4-month plasma concentrations 
reported with a 20 mg daily dose of tamoxifen by Jin et 
al. [26]. Plasma concentrations on day 1 at DL8 (676 ng/
mL with a 360 mg dose) were approximately two-fold 
higher than in the first-in-human trial of Z-endoxifen in 
38 patients with ER+ metastatic breast cancer (333 ng/
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mL with a 160 mg dose) [27]. Patients 35 and 36 received 
free base Z-endoxifen on day 1 to compare PK values 
with the HCl salt. Day 1 (free base) PK profiles in these 
two patients were highly variable and bracketed the mean 
AUC for other patients receiving the HCl salt at this dose 
level (Supplementary Table 3). Day 2 (HCl salt) exposures 
for patients 35 and 36 were higher than those on day 1, 
but the data are too limited to conclude any formulation 
advantage. Plasma E-endoxifen concentrations were < 
2% of Z-endoxifen levels. Previous studies demonstrated 
that endoxifen concentration is lower in the urine than in 
bile [28] and tamoxifen clearance is driven by the liver 
[6]. Consistent with these previous reports, very low 
amounts (< 0.26% of dose) of Z-endoxifen were excreted 
in the urine (data not shown). These data indicate that 
Z-endoxifen does not require dose adjustment based on 
a patient’s renal function and will drive future work with 
Z-endoxifen.

The pharmacodynamic effect of Z-endoxifen, 
blocking estrogen receptor binding, was assessed by 
18F-FES PET/CT imaging. ER+ tumors show significant 
uptake of 18F-FES on PET/CT scans due to high affinity 
binding of the tracer to the ERα; this imaging approach has 

previously been shown to be a pharmacodynamic marker 
for Z-endoxifen treatment [29]. Twenty patients in this 
trial agreed to be screened by 18F-FES PET/CT imaging to 
assess ER status. Ten patients who were positive prior to 
treatment were re-imaged from 1 to 5 days after treatment 
initiation. We present here images taken after 3 days 
of treatment from a patient with serous ovarian cancer 
whose imaging has not previously been reported (patient 
40, DL8, Figure 2). This patient had been treated with 
multiple regimens prior to enrolling in this trial, including 
a combination of tamoxifen, anastrozole, and letrozole for 
over 3 years. This patient developed a bowel obstruction 
during cycle 1 attributed to her disease and chose to come 
off study. Other images from patients in this trial have 
been previously reported [29].

Safety

Z-endoxifen was generally well tolerated 
(Supplementary Table 4). The most frequent study-related 
adverse events were grades 2 and 3 lymphopenia (n = 11) 
and anemia (n = 10). Three grade 4 adverse events were 
observed that were potentially related to the study agent 

Table 1: Summary of patient demographics and clinical histories
Patient Characteristics n %
Number of patients enrolled:
Number of patients evaluable:

40
34 85

Median age, years:
Age range, years:

60
21–80

ECOG Performance status:
    0
    1

6
34

15
85

Sex:
    Male
    Female

4
36

10
90

Diagnosis:
    Ovarian cancer
    Breast cancer
    Endometrial cancer
    Desmoid fibromatosis
    Fallopian tube cancer
    Granulosa cell ovarian
    Cervical cancer
    Uterine leiomyosarcoma
Hormone receptor status
    ER+PR+
    ER+PR-
    ER-PR+
    ER-PR-
    Undetermined

10
9
8
6
3
2
1
1

15
5
1
1
18

25
22.5
20
15
7.5
5

2.5
2.5

37.5
12.5
2.5
2.5
45

Prior therapies:
    Prior hormone treatment
    No prior hormone treatment

19
21

47.5
52.5
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(one each of colonic perforation, hypophosphatemia, and 
a thromboembolic event). One patient on DL2 (40 mg/
day, patient 4) developed a grade 4 pulmonary embolism 
that was considered a DLT. Three additional patients were 
enrolled at DL2; no additional grade 3 or 4 adverse events 
were observed at this dose level. A second DLT, grade 3 
ALT elevation, occurred at DL7 (280 mg/day, patient 22). 
Four additional patients were enrolled at DL7, with one 
patient refusing further treatment. No additional DLTs 
were observed at DL7, and escalation continued. A patient 
with fallopian tube carcinoma treated at DL8 (360 mg) 
with extensive abdominal disease extending to the pelvic 
wall experienced a grade 4 colonic perforation at the end 
of cycle 1. While drug attribution could not be ruled out 
due to the timing of administration relative to the event, 
the patient’s disease was determined to be the most likely 
cause. Further escalation was suspended per protocol due 
to the pill burden and exceeding the defined target plasma 
level of Z-endoxifen. DL8 was established as the dose for 
the expansion phase; additional patients were enrolled to 
a total of 12 patients at DL8. 

Clinical outcomes

Thirty-four patients were evaluated for clinical 
response to Z-endoxifen treatment. These patients 
remained on study for 1–62 treatment cycles (average = 
7.2 cycles; median = 4 cycles) (Figure 3). At DL1 to DL5, 
18.8% of patients (3/16 patients, 2 patients with breast 
cancer and 1 with fallopian tube cancer) experienced 
a partial response or stable disease for ≥ 6 cycles; these 
outcomes were observed in 44.4% of patients treated 
at DL6 to DL8 (8/18 patients, 3 patients with desmoid 

tumors, 2 with breast cancer, 2 with ovarian cancer, and 1 
with endometrial cancer). 

Patients with desmoid tumors

Four patients with desmoid fibromatosis were 
evaluable for clinical outcome. Patient 23, who had 
previously progressed on tamoxifen and γ-secretase 
inhibitor therapy, had a partial response. This patient 
continues on study (62+ cycles) at time of data cut off 
and reports improved pain levels such that he no longer 
requires narcotics. Patient 28, who previously progressed 
on multiple therapies including sorafenib, and patient 35, 
who previously progressed on tamoxifen, had prolonged 
disease stabilization (11 and 24 cycles, respectively). 
Patient 35 (DL8) also reported a subjective response 
characterized by softening of the tumor allowing for 
bending of the knee joint starting around cycle 10. 
Patient 28 (DL7) died of an undetermined cause after 
11 cycles.

Patients with gynecologic tumors

Twenty patients with gynecologic tumors were 
evaluable. These patients’ diagnoses included ovarian 
(n  =  9), endometrial (n = 6), fallopian tube (n = 2), 
granulosa cell ovarian (n = 2), and cervical cancer (n = 1). 
One partial response (patient 7, fallopian tube cancer) 
and 3 disease stabilizations of ≥ 6 cycles (patients 20, 30, 
and 31; granulosa cell ovarian, ovarian, and endometrial 
cancer, respectively) occurred in this group. Patient 7 was 
treated with multiple regimens prior to enrollment and 
remained on study for 14 cycles.

Figure 1: Day 1 PK data by dose level. (A) Mean Z-endoxifen plasma concentrations for patients at all dose levels. Data points 
represent means +/– standard deviations for all patients at each dose level at indicated time points on day 1, except for patients 35 and 36 
who received the free base form of Z-endoxifen on that day. (B) Drug exposure on day 1 at all dose levels. AUC(0-24h) increased linearly 
with dose. Data points indicate mean plus/minus standard deviations for all patients at each dose level, again excluding patients 35 and 36.
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Patients with breast cancer

Nine patients with breast cancer were evaluable. 
Patient 33 (DL8), who took letrozole for 8 years and 
exemestane prior to trial enrollment, experienced a partial 
response; patients 3, 10, and 21 (DL1, DL3, and DL6, 
respectively) experienced stable disease for ≥ 6 cycles. 
Patient 3 died following disease progression during cycle 
7. All three of these patients had previously taken both 
tamoxifen and anastrozole, in addition to numerous other 
agents. 

Hormone receptor status

Patients with breast cancer (n = 9) were required 
to have confirmed HR+ status to enroll in this study. Of 
those, 6 patients (patients 10, 21, 24, 27, 32, and 33) were 
ER+/PR+, while 3 (patients 3, 6, and 9) were ER+/PR-. 
The mean number of cycles completed (3.0 ± 2.6 cycles 
for 3 ER+/PR- patients, 6.7 ± 4.4 cycles for 6 ER+/PR+ 
patients) was not significantly different between these 
groups (P = 0.23). Patients with gynecologic tumors did 
not require determination of HR status to enroll in this 
study. However, there were 4 evaluable patients with 
ovarian cancer (patients 2, 18, 26, and 30) whose HR 
statuses were reported; all 4 of these patients’ tumors were 
ER+. Patients with ER+ ovarian cancer remained on study 
for 4.0 ± 4.0 cycles. This was not significantly different 
from patients with undetermined ER status ovarian cancer 
(n = 5, patients 1, 11, 12, 13, and 15), who remained 
on study for 2.0 ± 1.2 cycles (P = 0.32). Mean cycles 
completed on study did not differ significantly between 
evaluable patients with documented ER+ ovarian cancer 
or ER+ breast cancer (4.0 ± 4.0 and 5.1 ± 4.4 respectively, 

P = 0.57). Determination of HR status for patients with 
other gynecologic tumor histologies was not required, 
precluding further comparisons.

DISCUSSION

Results from a recently published clinical trial by 
Goetz et al. in which Z-endoxifen was administered at 
doses up to 160 mg/day to women with hormone refractory 
metastatic breast cancer, indicated that Z-endoxifen was 
well tolerated and associated with clinical benefit (clinical 
benefit rate [CBR] defined as complete response, partial 
response, or stable disease for ≥ 6 cycles) [27]. Here, in 
this separate study, we investigated the pharmacokinetics, 
safety, and efficacy of Z-endoxifen using doses up to 360 
mg daily in a cohort of patients composed predominantly 
of non-breast malignancies (31 of 40 patients had 
malignancies other than breast cancer). 

Oral administration of Z-endoxifen in this study 
produced plasma levels well above those achieved 
with therapeutic doses of tamoxifen [26]. In women 
administered tamoxifen monotherapy at 20 mg/day, 
steady-state Z-endoxifen concentrations of > 5.97 ng/
mL were associated with a 26% lower risk of a breast 
cancer event (recurrence or new primary breast tumors) 
[21]. In contrast, a prospective study of women with 
ER+ breast cancer treated with a short course of adjuvant 
tamoxifen (median 2.6 years) reported no such association 
[30]. However, women in this latter study were also pre-
treated with chemotherapy (61%) and trastuzumab (9%) 
and received aromatase inhibitors after tamoxifen, thus 
obscuring the role of Z-endoxifen. In our study, all patients 
achieved Z-endoxifen plasma concentrations > 5.97 ng/

Figure 2: 18F-FES PET/CT images from patient 40 with serous ovarian cancer. Imaging was performed prior to treatment 
((A) [CT] and (B) [PET]) and after 3 days of treatment with Z-endoxifen at DL8 ((C) [CT] and (D) [PET]). The blue circles indicate the 
location of a pre-sacral soft tissue lesion.
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mL; the mean day 28 trough concentration at DL1 was 
131.7 ng/mL (range: 48.8–206.6 ng/mL, Supplementary 
Table 2). The average AUC values on day 28 at DL1-
DL6 was 1.81- to 4.36-fold higher than the corresponding 
averages on day 1. Day 28 samples were not obtained for 
patients at DL7 or DL8. Given the average concentration 
of 676 ng/mL on day 1 at DL8, the estimated day 28 values 
would range from 1220 ng/mL to 2970 ng/mL (3.3 µM to 
7.9 µM) if accumulation was similar to the lower dose 
levels. Of the 40 patients enrolled in the present study, 
lymphopenia (n = 11) and anemia (n = 10) were the most 
common grade ≥ 2 adverse events and one instance of 
grade 2 nausea was reported. In contrast, in a phase 1 
study of high-dose tamoxifen (200 mg/m2/day) in men 
with hormone-refractory prostate cancer, the mean plasma 
tamoxifen concentration was 2.94 (± 1.15) µM [31]. In 
that study, the most common grade ≥ 2 adverse events 
were gait alterations (14 of 34 patients), nausea (6 of 34), 
and vomiting (4 of 34). These data suggest that high dose 
Z-endoxifen is not only well-tolerated, but its adverse 
event profile may differ from tamoxifen. However, given 

that patients in the current study remained on Z-endoxifen 
for a median of 4 cycles, additional long-term safety data 
are needed. 

The rationale for studying Z-endoxifen in 
tumors other than breast cancer is based on prior data 
demonstrating that tamoxifen can induce complete and 
partial responses in 4% and 9%, respectively, of patients 
with ovarian cancer, while an additional 38% of patients 
with ovarian cancer have been reported to achieve stable 
disease with tamoxifen treatment [32]. Furthermore, 
patients with desmoid tumors have experienced complete 
or partial regressions with a combination of high-dose 
tamoxifen and sulindac [33]. Clinical benefit in the 
setting of tamoxifen has also been demonstrated with a 
wide range of other cancers [34]. Three patients in this 
study experienced partial responses, and 8 others achieved 
stable disease for at least 6 cycles, resulting in an overall 
CBR of 32.5%. However, the difference in CBR varied 
according to dose level. Specifically, the CBR was 18.8% 
in those treated from DL1 to DL5 (3/16 patients, doses 
from 20 to 140 mg daily). In contrast, the CBR was 44.4% 

Figure 3: Number of cycles completed by each evaluable patient. Colors indicate the diagnosis of each patient as indicated. 
Asterisks indicate patients who had previously progressed on tamoxifen therapy.

Intas Exhibit 1037 
Page 6 of 10 

PGR2025-00043



Oncotarget274www.oncotarget.com

for patients treated from DL6 to DL8 (8/18 patients, doses 
from 200 to 360 mg daily), suggesting a possible dose 
response with Z-endoxifen. This distinction is noteworthy 
as Z-endoxifen doses at DL6 through DL8, associated 
with the highest CBR reported here, were not studied in 
the previous Z-endoxifen trial, where the highest dose was 
160 mg/day and the overall CBR was 26.3% [27]. Among 
the broad categories of patient’s diagnoses enrolled in 
this study (desmoid tumors, gynecologic malignancies, 
or hormone-receptor positive solid tumors), patients with 
desmoid tumors had the highest CBR (75%) observed 
in 3/4 patients. The CBR for patients with gynecologic 
malignancies was 20% (4/20 patients); whereas for 
hormone receptor-positive breast cancer, the CBR was 
44% (4/9 patients).

A notable finding in this study was the observation 
of antitumor activity in patients with prior progression on 
tamoxifen, including one with partial response and five 
with stable disease. This included three patients with 
desmoid tumors who remained on study for an extended 
period of time (62+ cycles, 24 cycles, and 11 cycles), 
suggesting a benefit from Z-endoxifen for patients with 
desmoid tumors. In addition, five patients with breast 
cancer were treated on study for at least 5 cycles, including 
four who had previously received tamoxifen. 

In this study, we performed 18F-FES imaging and 
demonstrated that FES tracer uptake could be reduced 
with Z-endoxifen treatment; however, the change in 
uptake was not predictive of clinical response [29]. 
These data, along with antitumor activity in patients with 
prior progression on tamoxifen and prior observations 
that desmoid tumors do not express either ERα or PR 
[35], suggest that the antitumor activity seen with the 
high dose Z-endoxifen may be through non-ER related 
mechanisms. Hawse and colleagues [36] analyzed gene 
expression changes at the RNA level in MCF7 breast 
cancer cells and reported differences in the number and 
functions of genes enhanced or suppressed in response to 
increasing Z-endoxifen concentration in the presence of 
pharmacologically relevant concentrations of estrogen (10 
nM), tamoxifen (300 nM), NDM-tamoxifen (700 nM), and 
4-hydroxy-tamoxifen (7 nM). Both the number of genes 
suppressed and number of genes induced increased with 
the concentration of Z-endoxifen from 20 nM to 1000 nM. 
Furthermore, they reported changes in gene expression of 
tamoxifen-treated cells following supplemental treatment 
with Z-endoxifen. 

Additional preclinical and clinical data demonstrate 
that Z-endoxifen can elicit major responses in ER+ 
breast cancer that has progressed on tamoxifen [27, 34, 
37]. Despite these data in breast cancer, the optimal dose 
or concentration of Z-endoxifen in other tumors (e.g., 
desmoid tumors) is unknown; however, our observation 
that high dose Z-endoxifen elicits antitumor activity in 
patients with non-breast malignancies would be in keeping 
with the data already observed demonstrating Z-endoxifen 

antitumor activity in breast cancers that have progressed 
on tamoxifen. Furthermore, the overall safety profile, 
achievable plasma concentrations of Z-endoxifen, and 
clinical efficacy seen in this trial indicate that this agent 
may particularly benefit patients who have progressed on 
tamoxifen treatment and suggest that further studies of 
Z-endoxifen should be considered in patients with non-
breast (e.g., desmoid) malignancies.

MATERIALS AND METHODS

Patient selection 

This study enrolled patients ≥ 18 years of age with 
gynecological tumors, desmoid tumors, histologically-
documented HR+ (ER+/PR+, ER+/PR-, or ER-/PR+) 
breast cancer, or other solid tumors that were ER+ or 
PR+ by immunohistochemistry (any positive expression). 
Patients with metastatic breast cancer who had received 
at least one prior chemotherapy regimen for metastatic 
disease were eligible if they had also received prior 
treatment with tamoxifen and/or an aromatase inhibitor (if 
post-menopausal) with at least one hormonal regimen in 
the metastatic setting; patients with HER2+ breast cancer 
were eligible if their disease had progressed after at least 
one prior HER2-directed regimen for metastatic disease. 
All other patients must have progressed on at least one line 
of standard-of-care therapy. 

Patients were required to have a life expectancy > 3 
months, an Eastern Cooperative Group (ECOG) performance 
status ≤ 2, and adequate organ and marrow function, defined 
as absolute neutrophil ≥ 1,500/µL, platelets ≥ 100,000/µL, 
total bilirubin ≤ 1.5 × institutional upper limit of normal 
(ULN), AST (i.e., SGOT, aspartate aminotransferase) or 
ALT (i.e., SGPT, alanine aminotransferase) ≤ 2.5 × ULN, 
creatinine < 1.5 × ULN or creatinine clearance ≥ 60 mL/
min/1.73 m2. Previous therapy must have been completed 
at least 4 weeks prior to enrollment. Patients taking 
concomitant medications known to be sensitive substrates of 
CYP450 enzymes were switched to other medications one 
week prior to starting therapy. Exclusion criteria included 
unstable or untreated brain metastasis, untreated spinal cord 
metastasis or metastasis close to vital organs, pregnancy, and 
co-morbidity with clinically significant intercurrent illnesses 
that could compromise participation. The trial was conducted 
under a National Cancer Institute (NCI)-sponsored IND 
with institutional review board approval at the NIH Clinical 
Center; informed written consent was obtained from all 
participants. Protocol design and conduct followed all 
applicable regulations, guidances, and local policies. 

Study design

This was an open-label trial of Z-endoxifen in 
patients with advanced solid tumors (https://clinicaltrials.
gov/ identifier: NCT01273168). Z-endoxifen-HCl was 
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supplied by the Pharmaceutical Management Branch, 
National Cancer Institute, as 20 and 40 mg capsules; 
agent was administered orally once daily on a continuous 
schedule in 28-day cycles with a starting dose of 20 mg/
day taken either 1 hour before or 2 hours after meals. 
Dose escalation followed a traditional 3+3 design in 
which patients were dose-escalated to the next dose level 
(DL) in cohorts of 3 patients until dose-limiting toxicity 
(DLT) was observed. DLT was defined as an adverse event 
that occurred during cycle 1, was thought to be related to 
study drug administration, and met one of the following 
criteria: grade ≥ 3 non-hematologic toxicities (except 
diarrhea, nausea and vomiting, alopecia, rising creatinine 
or electrolyte toxicities that resolved within 24 hours, or 
intolerable estrogen withdrawal symptoms) or grade ≥ 3 
hematologic toxicities (except neutropenia lasting less 
than 5 days, lymphopenia, or anemia). Eight dose levels 
(DL1-8) were examined: 20, 40, 60, 100, 140, 200, 280, 
and 360 mg, respectively. Two patients at DL8 received 
the free base form of Z-endoxifen on day 1 rather than the 
hydrochloride salt to assess the pharmacokinetics of that 
formulation. 

Specimen collection 

A 3-mL blood sample was collected in a K2 EDTA 
tube on day 1 of cycle 1 before drug administration and at 
the following times post-first dose: 0.5, 1, 2, 3, 4, 6, 8, and 
24 hours. Samples were collected at the same time points 
on day 28 of cycle 1 for DL1-6 until a protocol amendment 
eliminated the requirement for these samples at the higher 
dose levels. Samples were wrapped in aluminum foil 
after collection to protect from light exposure. A 10-mL 
aliquot of urine was collected before agent administration 
on cycle 1 day 1, for 24 hours after dosing on day 1, and 
before drug administration on cycle 2 day 1; samples were 
refrigerated prior to analysis. 

Pharmacokinetic analysis

Plasma and urine concentrations of Z- and 
E-endoxifen were measured using a validated, post-
column fluorescence derivatization HPLC assay [38]. 
Non-compartmental pharmacokinetic parameters were 
calculated using WinNonlin version 7.0 (Pharsight Corp., 
Mountainview, CA, USA). A 2 µM Cmax target was 
established for day 28 plasma concentration. The amount 
of Z-endoxifen excreted in urine was measured over a 24-
hour collection period.

PET/CT imaging

The uptake of 18F-FES was measured using PET/
CT imaging in patients enrolled in the present trial before 
and after 1–5 days of treatment with oral Z-endoxifen 
HCl as previously described [29]. Five additional patients 

were scanned following the publication of the imaging 
approach. The images presented here are from one of these 
5 patients.

Safety and efficacy evaluations

Eye examinations were performed at baseline, every 
six months while on study, and if clinically indicated. CT 
scans were performed at baseline, and tumor response 
was assessed every 2 cycles (8 weeks; every 16 weeks for 
patients on study for more than 12 months) based on the 
Response Evaluation Criteria in Solid Tumors (RECIST) 
version 1.1 [39]. A confirmatory scan was performed after 
at least 4 weeks to confirm objective response.

Toxicities were graded using Common Terminology 
Criteria for Adverse Events (CTCAE) version 4.0. 
Toxicities were required to resolve to grade 2 or below 
prior to initiation of the next cycle. Occurrence of a DLT 
was to result in a dose reduction following resolution to 
grade ≤ 2. No more than 2 dose reductions were allowed 
per patient on study. The MTD was defined as the 
highest dose level at which no more than 1 in 6 patients 
experienced a DLT.

Author contributions

Conception and design of the study: GOSC, SK, JC, 
RB, PLC, LVR, MPG, HS, JHD, and APC; development 
of methodology: JC, JMR, RB, and PLC; acquisition of 
data: NT, GOSC, SK, JC, RP, NM, LJ, RB, FIL, EM, 
PLC, MLL, CM, HS, JMC, JHD, and APC; analysis and 
interpretation of data: NT, GOSC, SK, JC, JMR, RP, NM, 
LJ, BCJ, FIL, EM, PLC, MLL, LVR, MPG, MMA, RMM, 
HS, JMC, JHD, and APC; administrative, technical, or 
material support: SK, JMR, NM, BCJ, RB, PLC, MMA, 
HS, JMC, JHD, and APC; study supervision: NT, GOSC, 
SK, RP, HS, JHD, and APC. All authors contributed to the 
writing of the manuscript and approved the final version.

CONFLICTS OF INTEREST

Authors have no conflicts of interest to declare.

FUNDING

This project has been funded in whole or in part 
with federal funds from the National Cancer Institute, 
National Institutes of Health, under Contract Number 
HHSN261200800001E. The content of this publication 
does not necessarily reflect the views or policies of 
the Department of Health and Human Services, nor 
does mention of trade names, commercial products, or 
organizations imply endorsement by the U.S. Government. 
This project was also funded in part by the Mayo Clinic 
Breast Cancer Specialized Program of Research Excellence 
Grant No. P50CA CA116201, and contract N01-CM52206.

Intas Exhibit 1037 
Page 8 of 10 

PGR2025-00043



Oncotarget276www.oncotarget.com

REFERENCES

  1.	 Paterson AH, Geggie PH. Can tamoxifen prevent breast 
cancer? CMAJ. 1993; 148:141–4. [PubMed]

  2.	 Lim YC, Li L, Desta Z, Zhao Q, Rae JM, Flockhart DA, 
Skaar TC. Endoxifen, a secondary metabolite of tamoxifen, 
and 4-OH-tamoxifen induce similar changes in global 
gene expression patterns in MCF-7 breast cancer cells. 
J Pharmacol Exp Ther. 2006; 318:503–12. https://doi.
org/10.1124/jpet.105.100511. [PubMed]

  3.	 Heldring N, Pike A, Andersson S, Matthews J, Cheng G, 
Hartman J, Tujague M, Strom A, Treuter E, Warner M, 
Gustafsson JA. Estrogen receptors: how do they signal 
and what are their targets. Physiol Rev. 2007; 87:905–31. 
https://doi.org/10.1152/physrev.00026.2006. [PubMed]

  4.	 Bratherton DG, Brown CH, Buchanan R, Hall V, Kingsley 
Pillers EM, Wheeler TK, Williams CJ. A comparison of two 
doses of tamoxifen (Nolvadex) in postmenopausal women 
with advanced breast cancer: 10 mg bd versus 20 mg bd. 
Br J Cancer. 1984; 50:199–205. https://doi.org/10.1038/
bjc.1984.163. [PubMed]

  5.	 Osborne CK. Tamoxifen in the treatment of breast cancer. 
N Engl J Med. 1998; 339:1609–18. https://doi.org/10.1056/
NEJM199811263392207. [PubMed]

  6.	 Desta Z, Ward BA, Soukhova NV, Flockhart DA. 
Comprehensive evaluation of tamoxifen sequential 
biotransformation by the human cytochrome P450 system 
in vitro: prominent roles for CYP3A and CYP2D6. J 
Pharmacol Exp Ther. 2004; 310:1062–75. https://doi.
org/10.1124/jpet.104.065607. [PubMed]

  7.	 Goetz MP. The development of endoxifen for breast cancer. 
Clin Adv Hematol Oncol. 2018; 16:102–5. 

  8.	 Johnson MD, Zuo H, Lee KH, Trebley JP, Rae JM, 
Weatherman RV, Desta Z, Flockhart DA, Skaar TC. 
Pharmacological characterization of 4-hydroxy-N-
desmethyl tamoxifen, a novel active metabolite of 
tamoxifen. Breast Cancer Res Treat. 2004; 85:151–9. 
https://doi.org/10.1023/B:BREA.0000025406.31193.e8.

  9.	 Wu X, Hawse JR, Subramaniam M, Goetz MP, Ingle JN, 
Spelsberg TC. The tamoxifen metabolite, endoxifen, is a 
potent antiestrogen that targets estrogen receptor alpha 
for degradation in breast cancer cells. Cancer Res. 2009; 
69:1722–7. https://doi.org/10.1158/0008-5472.CAN-08-
3933. [PubMed]

10.	 Schroth W, Goetz MP, Hamann U, Fasching PA, Schmidt M, 
Winter S, Fritz P, Simon W, Suman VJ, Ames MM, Safgren 
SL, Kuffel MJ, Ulmer HU, et al. Association between 
CYP2D6 polymorphisms and outcomes among women 
with early stage breast cancer treated with tamoxifen. 
JAMA. 2009; 302:1429–36. https://doi.org/10.1001/
jama.2009.1420. [PubMed]

11.	 Jordan VC, Koch R, Langan S, McCague R. Ligand 
interaction at the estrogen receptor to program antiestrogen 
action: a study with nonsteroidal compounds in vitro. 

Endocrinology. 1988; 122:1449–54. https://doi.org/10.1210/
endo-122-4-1449. [PubMed]

12.	 Katzenellenbogen BS, Norman MJ, Eckert RL, Peltz SW, 
Mangel WF. Bioactivities, estrogen receptor interactions, 
and plasminogen activator-inducing activities of tamoxifen 
and hydroxy-tamoxifen isomers in MCF-7 human breast 
cancer cells. Cancer Res. 1984; 44:112–9. [PubMed]

13.	 Murphy CS, Langan-Fahey SM, McCague R, Jordan 
VC. Structure-function relationships of hydroxylated 
metabolites of tamoxifen that control the proliferation of 
estrogen-responsive T47D breast cancer cells in vitro. Mol 
Pharmacol. 1990; 38:737–43. [PubMed]

14.	 Lim YC, Desta Z, Flockhart DA, Skaar TC. Endoxifen 
(4-hydroxy-N-desmethyl-tamoxifen) has anti-estrogenic 
effects in breast cancer cells with potency similar to 4-hydroxy-
tamoxifen. Cancer Chemother Pharmacol. 2005; 55:471–8. 
https://doi.org/10.1007/s00280-004-0926-7. [PubMed]

15.	 Stearns V, Johnson MD, Rae JM, Morocho A, Novielli 
A, Bhargava P, Hayes DF, Desta Z, Flockhart DA. 
Active tamoxifen metabolite plasma concentrations after 
coadministration of tamoxifen and the selective serotonin 
reuptake inhibitor paroxetine. J Natl Cancer Inst. 2003; 
95:1758–64. https://doi.org/10.1093/jnci/djg108. [PubMed]

16.	 Ishiguro H, Ohno S, Yamamoto Y, Takao S, Sato N, Fujisawa 
T, Kadoya T, Kuroi K, Bando H, Teramura Y, Iwata H, 
Tanaka S, Toi M. Pharmacogenomic-pharmacokinetic study 
of selective estrogen-receptor modulators with intra-patient 
dose escalation in breast cancer. Breast Cancer. 2019; 
26:535–43. https://doi.org/10.1007/s12282-019-00952-9. 
[PubMed]

17.	 Hertz DL, Deal A, Ibrahim JG, Walko CM, Weck KE, 
Anderson S, Magrinat G, Olajide O, Moore S, Raab R, 
Carrizosa DR, Corso S, Schwartz G, et al. Tamoxifen Dose 
Escalation in Patients With Diminished CYP2D6 Activity 
Normalizes Endoxifen Concentrations Without Increasing 
Toxicity. Oncologist. 2016; 21:795–803. https://doi.
org/10.1634/theoncologist.2015-0480. [PubMed]

18.	 Barginear MF, Jaremko M, Peter I, Yu C, Kasai Y, Kemeny 
M, Raptis G, Desnick RJ. Increasing tamoxifen dose in 
breast cancer patients based on CYP2D6 genotypes and 
endoxifen levels: effect on active metabolite isomers and 
the antiestrogenic activity score. Clin Pharmacol Ther. 
2011; 90:605–11. https://doi.org/10.1038/clpt.2011.153. 
[PubMed]

19.	 Jager NG, Rosing H, Schellens JH, Linn SC, Beijnen JH. 
Tamoxifen dose and serum concentrations of tamoxifen 
and six of its metabolites in routine clinical outpatient care. 
Breast Cancer Res Treat. 2014; 143:477–83. https://doi.
org/10.1007/s10549-013-2826-1. [PubMed]

20.	 Welzen ME, Dezentje VO, van Schaik RH, Colbers 
AP, Guchelaar HJ, van Erp NP, den Hartigh J, Burger 
DM, van Laarhoven HW. The Effect of Tamoxifen Dose 
Increment in Patients With Impaired CYP2D6 Activity. 
Ther Drug Monit. 2015; 37:501–7. https://doi.org/10.1097/
FTD.0000000000000195. [PubMed]

Intas Exhibit 1037 
Page 9 of 10 

PGR2025-00043

https://www.ncbi.nlm.nih.gov/pubmed/8420652
https://www.ncbi.nlm.nih.gov/pubmed/8420652
https://doi.org/10.1124/jpet.105.100511
https://doi.org/10.1124/jpet.105.100511
https://doi.org/10.1124/jpet.105.100511
https://doi.org/10.1124/jpet.105.100511
https://www.ncbi.nlm.nih.gov/pubmed/16690721
https://www.ncbi.nlm.nih.gov/pubmed/16690721
https://doi.org/10.1152/physrev.00026.2006
https://doi.org/10.1152/physrev.00026.2006
https://www.ncbi.nlm.nih.gov/pubmed/17615392
https://www.ncbi.nlm.nih.gov/pubmed/17615392
https://doi.org/10.1038/bjc.1984.163
https://doi.org/10.1038/bjc.1984.163
https://doi.org/10.1038/bjc.1984.163
https://doi.org/10.1038/bjc.1984.163
https://www.ncbi.nlm.nih.gov/pubmed/6380554
https://www.ncbi.nlm.nih.gov/pubmed/6380554
https://doi.org/10.1056/NEJM199811263392207
https://doi.org/10.1056/NEJM199811263392207
https://doi.org/10.1056/NEJM199811263392207
https://doi.org/10.1056/NEJM199811263392207
https://www.ncbi.nlm.nih.gov/pubmed/9828250
https://www.ncbi.nlm.nih.gov/pubmed/9828250
https://doi.org/10.1124/jpet.104.065607
https://doi.org/10.1124/jpet.104.065607
https://doi.org/10.1124/jpet.104.065607
https://doi.org/10.1124/jpet.104.065607
https://www.ncbi.nlm.nih.gov/pubmed/15159443
https://www.ncbi.nlm.nih.gov/pubmed/15159443
https://doi.org/10.1023/B:BREA.0000025406.31193.e8
https://doi.org/10.1023/B:BREA.0000025406.31193.e8
https://doi.org/10.1158/0008-5472.CAN-08-3933
https://doi.org/10.1158/0008-5472.CAN-08-3933
https://doi.org/10.1158/0008-5472.CAN-08-3933
https://doi.org/10.1158/0008-5472.CAN-08-3933
https://www.ncbi.nlm.nih.gov/pubmed/19244106
https://www.ncbi.nlm.nih.gov/pubmed/19244106
https://doi.org/10.1001/jama.2009.1420
https://doi.org/10.1001/jama.2009.1420
https://doi.org/10.1001/jama.2009.1420
https://doi.org/10.1001/jama.2009.1420
https://www.ncbi.nlm.nih.gov/pubmed/19809024
https://www.ncbi.nlm.nih.gov/pubmed/19809024
https://doi.org/10.1210/endo-122-4-1449
https://doi.org/10.1210/endo-122-4-1449
https://doi.org/10.1210/endo-122-4-1449
https://doi.org/10.1210/endo-122-4-1449
https://www.ncbi.nlm.nih.gov/pubmed/3345720
https://www.ncbi.nlm.nih.gov/pubmed/3345720
https://www.ncbi.nlm.nih.gov/pubmed/6537799
https://www.ncbi.nlm.nih.gov/pubmed/6537799
https://www.ncbi.nlm.nih.gov/pubmed/2233701
https://www.ncbi.nlm.nih.gov/pubmed/2233701
https://doi.org/10.1007/s00280-004-0926-7
https://doi.org/10.1007/s00280-004-0926-7
https://www.ncbi.nlm.nih.gov/pubmed/15685451
https://www.ncbi.nlm.nih.gov/pubmed/15685451
https://doi.org/10.1093/jnci/djg108
https://doi.org/10.1093/jnci/djg108
https://www.ncbi.nlm.nih.gov/pubmed/14652237
https://www.ncbi.nlm.nih.gov/pubmed/14652237
https://doi.org/10.1007/s12282-019-00952-9
https://doi.org/10.1007/s12282-019-00952-9
https://www.ncbi.nlm.nih.gov/pubmed/30734152
https://www.ncbi.nlm.nih.gov/pubmed/30734152
https://doi.org/10.1634/theoncologist.2015-0480
https://doi.org/10.1634/theoncologist.2015-0480
https://doi.org/10.1634/theoncologist.2015-0480
https://doi.org/10.1634/theoncologist.2015-0480
https://www.ncbi.nlm.nih.gov/pubmed/27226358
https://www.ncbi.nlm.nih.gov/pubmed/27226358
https://doi.org/10.1038/clpt.2011.153
https://doi.org/10.1038/clpt.2011.153
https://www.ncbi.nlm.nih.gov/pubmed/21900890
https://www.ncbi.nlm.nih.gov/pubmed/21900890
https://doi.org/10.1007/s10549-013-2826-1
https://doi.org/10.1007/s10549-013-2826-1
https://doi.org/10.1007/s10549-013-2826-1
https://doi.org/10.1007/s10549-013-2826-1
https://www.ncbi.nlm.nih.gov/pubmed/24390246
https://www.ncbi.nlm.nih.gov/pubmed/24390246
https://doi.org/10.1097/FTD.0000000000000195
https://doi.org/10.1097/FTD.0000000000000195
https://doi.org/10.1097/FTD.0000000000000195
https://doi.org/10.1097/FTD.0000000000000195
https://www.ncbi.nlm.nih.gov/pubmed/26192892
https://www.ncbi.nlm.nih.gov/pubmed/26192892


Oncotarget277www.oncotarget.com

21.	 Madlensky L, Natarajan L, Tchu S, Pu M, Mortimer J, Flatt 
SW, Nikoloff DM, Hillman G, Fontecha MR, Lawrence 
HJ, Parker BA, Wu AH, Pierce JP. Tamoxifen metabolite 
concentrations, CYP2D6 genotype, and breast cancer 
outcomes. Clin Pharmacol Ther. 2011; 89:718–25. https://
doi.org/10.1038/clpt.2011.32. [PubMed]

22.	 Goetz MP, Knox SK, Suman VJ, Rae JM, Safgren SL, 
Ames MM, Visscher DW, Reynolds C, Couch FJ, Lingle 
WL, Weinshilboum RM, Fritcher EG, Nibbe AM, et al. The 
impact of cytochrome P450 2D6 metabolism in women 
receiving adjuvant tamoxifen. Breast Cancer Res Treat. 
2007; 101:113–21. https://doi.org/10.1007/s10549-006-
9428-0. [PubMed]

23.	 Lien EA, Soiland H, Lundgren S, Aas T, Steen VM, 
Mellgren G, Gjerde J. Serum concentrations of tamoxifen 
and its metabolites increase with age during steady-state 
treatment. Breast Cancer Res Treat. 2013; 141:243–8. 
https://doi.org/10.1007/s10549-013-2677-9. [PubMed]

24.	 Sendur MA, Aksoy S, Ozdemir NY, Zengin N, Yazici O, 
Sever AR, Altundag K. Effect of body mass index on the 
efficacy of adjuvant tamoxifen in premenopausal patients 
with hormone receptor-positive breast cancer. J BUON. 
2016; 21:27–34. [PubMed]

25.	 Soldin OP, Mattison DR. Sex differences in 
pharmacokinetics and pharmacodynamics. Clin 
Pharmacokinet. 2009; 48:143–57. https://doi.
org/10.2165/00003088-200948030-00001. [PubMed]

26.	 Jin Y, Desta Z, Stearns V, Ward B, Ho H, Lee KH, Skaar 
T, Storniolo AM, Li L, Araba A, Blanchard R, Nguyen A, 
Ullmer L, et al. CYP2D6 genotype, antidepressant use, 
and tamoxifen metabolism during adjuvant breast cancer 
treatment. J Natl Cancer Inst. 2005; 97:30–9. https://doi.
org/10.1093/jnci/dji005. [PubMed]

27.	 Goetz MP, Suman VJ, Reid JM, Northfelt DW, Mahr MA, 
Ralya AT, Kuffel M, Buhrow SA, Safgren SL, McGovern 
RM, Black J, Dockter T, Haddad T, et al. First-in-Human 
Phase I Study of the Tamoxifen Metabolite Z-Endoxifen 
in Women With Endocrine-Refractory Metastatic Breast 
Cancer. J Clin Oncol. 2017; 35:3391–400. https://doi.
org/10.1200/JCO.2017.73.3246. [PubMed]

28.	 Lien EA, Solheim E, Lea OA, Lundgren S, Kvinnsland 
S, Ueland PM. Distribution of 4-hydroxy-N-
desmethyltamoxifen and other tamoxifen metabolites in 
human biological fluids during tamoxifen treatment. Cancer 
Res. 1989; 49:2175–83. [PubMed]

29.	 Lin FI, Gonzalez EM, Kummar S, Do K, Shih J, Adler S, 
Kurdziel KA, Ton A, Turkbey B, Jacobs PM, Bhattacharyya 
S, Chen AP, Collins JM, et al. Utility of (18)F-fluoroestradiol 
((18)F-FES) PET/CT imaging as a pharmacodynamic 
marker in patients with refractory estrogen receptor-positive 
solid tumors receiving Z-endoxifen therapy. Eur J Nucl 
Med Mol Imaging. 2017; 44:500–8. https://doi.org/10.1007/
s00259-016-3561-8. [PubMed]

30.	 Sanchez-Spitman A, Dezentje V, Swen J, Moes D, 
Bohringer S, Batman E, van Druten E, Smorenburg C, van 

Bochove A, Zeillemaker A, Jongen L, Los M, Neven P, et 
al. Tamoxifen Pharmacogenetics and Metabolism: Results 
From the Prospective CYPTAM Study. J Clin Oncol. 
2019; 37:636–46. https://doi.org/10.1200/JCO.18.00307. 
[PubMed]

31.	 Bergan RC, Reed E, Myers CE, Headlee D, Brawley O, 
Cho HK, Figg WD, Tompkins A, Linehan WM, Kohler D, 
Steinberg SM, Blagosklonny MV. A Phase II study of high-
dose tamoxifen in patients with hormone-refractory prostate 
cancer. Clin Cancer Res. 1999; 5:2366–73. [PubMed]

32.	 Perez-Gracia JL, Carrasco EM. Tamoxifen therapy for 
ovarian cancer in the adjuvant and advanced settings: 
systematic review of the literature and implications for 
future research. Gynecol Oncol. 2002; 84:201–9. https://
doi.org/10.1006/gyno.2001.6489. [PubMed]

33.	 Hansmann A, Adolph C, Vogel T, Unger A, Moeslein G. 
High-dose tamoxifen and sulindac as first-line treatment 
for desmoid tumors. Cancer. 2004; 100:612–20. https://doi.
org/10.1002/cncr.11937. [PubMed]

34.	 Bogush T, Dudko E, Bogush E, Polotsky B, Tjulandin S, 
Davydov M. Tamoxifen non-estrogen receptor mediated 
molecular targets. Oncol Rev. 2012; 6:e15. https://doi.
org/10.4081/oncol.2012.e15. [PubMed]

35.	 Santos GA, Cunha IW, Rocha RM, Mello CA, Guimaraes 
GC, Fregnani JH, Lopes A. Evaluation of estrogen receptor 
alpha, estrogen receptor beta, progesterone receptor, and 
cKIT expression in desmoids tumors and their role in 
determining treatment options. Biosci Trends. 2010; 4:25–30. 
[PubMed]

36.	 Hawse JR, Subramaniam M, Cicek M, Wu X, Gingery A, 
Grygo SB, Sun Z, Pitel KS, Lingle WL, Goetz MP, Ingle 
JN, Spelsberg TC. Endoxifen’s molecular mechanisms of 
action are concentration dependent and different than that 
of other anti-estrogens. PLoS One. 2013; 8:e54613. https://
doi.org/10.1371/journal.pone.0054613. [PubMed]

37.	 Jayaraman S, Hou X, Kuffel MJ, Suman VJ, Hoskin TL, 
Reinicke KE, Monroe DG, Kalari KR, Tang X, Zeldenrust 
MA, Cheng J, Bruinsma ES, Buhrow SA, et al. Antitumor 
activity of Z-endoxifen in aromatase inhibitor-sensitive and 
aromatase inhibitor-resistant estrogen receptor-positive 
breast cancer. Breast Cancer Res. 2020; 22:51. https://doi.
org/10.1186/s13058-020-01286-7. [PubMed]

38.	 Reid JM, Goetz MP, Buhrow SA, Walden C, Safgren SL, 
Kuffel MJ, Reinicke KE, Suman V, Haluska P, Hou X, 
Ames MM. Pharmacokinetics of endoxifen and tamoxifen 
in female mice: implications for comparative in vivo activity 
studies. Cancer Chemother Pharmacol. 2014; 74:1271–8. 
https://doi.org/10.1007/s00280-014-2605-7. [PubMed]

39.	 Eisenhauer EA, Therasse P, Bogaerts J, Schwartz LH, 
Sargent D, Ford R, Dancey J, Arbuck S, Gwyther S, 
Mooney M, Rubinstein L, Shankar L, Dodd L, et al. New 
response evaluation criteria in solid tumours: revised 
RECIST guideline (version 1.1). Eur J Cancer. 2009; 
45:228–47. https://doi.org/10.1016/j.ejca.2008.10.026. 
[PubMed]

Intas Exhibit 1037 
Page 10 of 10 

PGR2025-00043

https://doi.org/10.1038/clpt.2011.32
https://doi.org/10.1038/clpt.2011.32
https://doi.org/10.1038/clpt.2011.32
https://doi.org/10.1038/clpt.2011.32
https://www.ncbi.nlm.nih.gov/pubmed/21430657
https://www.ncbi.nlm.nih.gov/pubmed/21430657
https://doi.org/10.1007/s10549-006-9428-0
https://doi.org/10.1007/s10549-006-9428-0
https://doi.org/10.1007/s10549-006-9428-0
https://doi.org/10.1007/s10549-006-9428-0
https://www.ncbi.nlm.nih.gov/pubmed/17115111
https://www.ncbi.nlm.nih.gov/pubmed/17115111
https://doi.org/10.1007/s10549-013-2677-9
https://doi.org/10.1007/s10549-013-2677-9
https://www.ncbi.nlm.nih.gov/pubmed/23996142
https://www.ncbi.nlm.nih.gov/pubmed/23996142
https://www.ncbi.nlm.nih.gov/pubmed/27061527
https://www.ncbi.nlm.nih.gov/pubmed/27061527
https://doi.org/10.2165/00003088-200948030-00001
https://doi.org/10.2165/00003088-200948030-00001
https://doi.org/10.2165/00003088-200948030-00001
https://doi.org/10.2165/00003088-200948030-00001
https://www.ncbi.nlm.nih.gov/pubmed/19385708
https://www.ncbi.nlm.nih.gov/pubmed/19385708
https://doi.org/10.1093/jnci/dji005
https://doi.org/10.1093/jnci/dji005
https://doi.org/10.1093/jnci/dji005
https://doi.org/10.1093/jnci/dji005
https://www.ncbi.nlm.nih.gov/pubmed/15632378
https://www.ncbi.nlm.nih.gov/pubmed/15632378
https://doi.org/10.1200/JCO.2017.73.3246
https://doi.org/10.1200/JCO.2017.73.3246
https://doi.org/10.1200/JCO.2017.73.3246
https://doi.org/10.1200/JCO.2017.73.3246
https://www.ncbi.nlm.nih.gov/pubmed/28854070
https://www.ncbi.nlm.nih.gov/pubmed/28854070
https://www.ncbi.nlm.nih.gov/pubmed/2702659
https://www.ncbi.nlm.nih.gov/pubmed/2702659
https://doi.org/10.1007/s00259-016-3561-8
https://doi.org/10.1007/s00259-016-3561-8
https://doi.org/10.1007/s00259-016-3561-8
https://doi.org/10.1007/s00259-016-3561-8
https://www.ncbi.nlm.nih.gov/pubmed/27872957
https://www.ncbi.nlm.nih.gov/pubmed/27872957
https://doi.org/10.1200/JCO.18.00307
https://doi.org/10.1200/JCO.18.00307
https://www.ncbi.nlm.nih.gov/pubmed/30676859
https://www.ncbi.nlm.nih.gov/pubmed/30676859
https://www.ncbi.nlm.nih.gov/pubmed/10499606
https://www.ncbi.nlm.nih.gov/pubmed/10499606
https://doi.org/10.1006/gyno.2001.6489
https://doi.org/10.1006/gyno.2001.6489
https://doi.org/10.1006/gyno.2001.6489
https://doi.org/10.1006/gyno.2001.6489
https://www.ncbi.nlm.nih.gov/pubmed/11812075
https://www.ncbi.nlm.nih.gov/pubmed/11812075
https://doi.org/10.1002/cncr.11937
https://doi.org/10.1002/cncr.11937
https://doi.org/10.1002/cncr.11937
https://doi.org/10.1002/cncr.11937
https://www.ncbi.nlm.nih.gov/pubmed/14745880
https://www.ncbi.nlm.nih.gov/pubmed/14745880
https://doi.org/10.4081/oncol.2012.e15
https://doi.org/10.4081/oncol.2012.e15
https://doi.org/10.4081/oncol.2012.e15
https://doi.org/10.4081/oncol.2012.e15
https://www.ncbi.nlm.nih.gov/pubmed/25992213
https://www.ncbi.nlm.nih.gov/pubmed/25992213
https://www.ncbi.nlm.nih.gov/pubmed/20305341
https://www.ncbi.nlm.nih.gov/pubmed/20305341
https://doi.org/10.1371/journal.pone.0054613
https://doi.org/10.1371/journal.pone.0054613
https://doi.org/10.1371/journal.pone.0054613
https://doi.org/10.1371/journal.pone.0054613
https://www.ncbi.nlm.nih.gov/pubmed/23382923
https://www.ncbi.nlm.nih.gov/pubmed/23382923
https://doi.org/10.1186/s13058-020-01286-7
https://doi.org/10.1186/s13058-020-01286-7
https://doi.org/10.1186/s13058-020-01286-7
https://doi.org/10.1186/s13058-020-01286-7
https://www.ncbi.nlm.nih.gov/pubmed/32430040
https://www.ncbi.nlm.nih.gov/pubmed/32430040
https://doi.org/10.1007/s00280-014-2605-7
https://doi.org/10.1007/s00280-014-2605-7
https://www.ncbi.nlm.nih.gov/pubmed/25318936
https://www.ncbi.nlm.nih.gov/pubmed/25318936
https://doi.org/10.1016/j.ejca.2008.10.026
https://doi.org/10.1016/j.ejca.2008.10.026
https://www.ncbi.nlm.nih.gov/pubmed/19097774
https://www.ncbi.nlm.nih.gov/pubmed/19097774



