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@ National Surgical Adjuvant Breast and Bowel Project (NSABP) (& kEDFER 2 A
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W), C-03TIEMOF (MeCCNU/E > 71 AF /5 FU) &LV/5-FU& A ILEc#at s .
LV/5-FU# C3HEMIHEGTE (DFS) 2WHEBICRIFTH o 22 EAURENLY, BEHIM
65 ATHATHAEZ ELHEENY. '

5-FU/LV infusional=bolus
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7%~ (L-OHP) #LV/5FUL BT A L2 h BWEi=RE LA S ET
BIEFRENT:. HILERECBVTHCALDL VAV EHOWIRCTHfTbh
15710,

DCPT-11E DG A (CALGB89803, ACCORD2, PETACC-3) : bolus & 5\ iz
infusional LV/5-FU&, ZHUICPT-11%MA72L X > & % i L7-% NHEEKRE
THh 5. CALGB89803 & ACCORDZKJBb‘f@iCPT-ll@ﬁFfﬁ’ijJ%(iZT’\‘ SN hoibde,
La»L, PETACC-BK?Sb"’(‘@iSEDFS@W.tK%-’—?— LTWwa L@ ahss,

@ L-OHPE: D H (MOSAIC, NSABP C-07) MOSAICTizinfusional LV/5-FU
(LV5FU2) & Ci‘LGZL-OHP%ﬁ?ﬁﬁTéFOLFOX4&fJ§JﬁE$§'57}16’, NSABP C-07Ciz
bolus LV/5-FU & & MiZL-OHP#% $f 4 2 FLOX & PHEINZ?, WTFhoREICE

YTHL- -OHPHF B DI EEREEGENEEIZT ThThh, FOLFOX4RFLOXDH
WENTER SN, 20074E K EEFEES £ TMOSAICRER 7 64F & L D AT 45 B
IR E N7z (Abstract #4007). ERD6EEFERIZFOLFOX 45578, 6%. LV5FU2%8
760% T, AEEERDIIZIZV0h b o7} DD, stagell D6EEFHEIZIFOLFOX4
T73.0%, LV5FU2T686% & B EIIENT WA (v — FH0.80 (0.66~0.98) , b=
0.029].

& INSDRERN S, KEDNational Comprehensive Cancer Network (NCCN) Tldispe
I 7 15 ?Fhﬂ})ﬂ:%ﬁﬁw)l—PrmmpalsJ Z(DLV/5-FU (RPMI=holus, Mayo L ¥ % >,
(DFLOX, (3FOLFOX4, @) mFOLFOX6, L T/RO7 v{k¥y 3 v THAGH Ty
2L Tva (B2, EEFIZOWT EREBRIZD~®ERL, = 5ICHEHERBLT -
PR EDOBRL Y X 2z Tv 29,

&1 LV/5-FUECPT-11, L-OHP#:RIIR5IC & 3 45BH A== 503

| :

CPT-V1H CALGB89803 bolus LV/5-FU£CPT-11 NR* 0.8

ACCORD2 infusional LV/5-FU£CPT-11 1.19 0.22
PETACC-3 _ infusional LV/5FU+CPT-11 0.89 0.091**
LOHPHF MOSAIC  infusional LV/5-FU:1-OHP 0.77 <0.001

NSABP C07 bolus LV/5-FU£1-OHP 0.79 <0.004

%  Not reported #% : T, NTHIE f&p = 0.021
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£2 KREICH S BHBERMESESE (NCCN v.1. 2007)

®Lv/5-FU

LV 500mg/m? . 2058 Cr@sa:
5-FU 500mg/m? : 885 (\VrBRata% 1 B
CEIE. 6EiR5, 28(h3E] X441 2 )L(RPM)

5FU : 370-400mg/m?
LV : 400mg/m?
[SEEERRS. 4BE] xX6TA o)L

@FLOX (category 2B)

5-FU . 500mg/m? &&x B1EX6
LV : 500mg/m? B3 B1[EIX6,

@mFOLFOX 6

LOHP : 85mg/m? 2R CREERE, £188

LV : 400mg/m? 2B TiEsRE, $188

5FU : 400mg/m? &&F, $1HB—2,400mg/m?,
A6~ ABBSR CRar

2E5

OHRIFEY

1,250mg/m? 2X
D40EhEsRsS, 3BE] x8HA o)L

LOHP : 85mg/m? && 51, 3. 518
8BEX3T AU

OFOLFOX 4

LOHP : 85mg/m? 2R Crimast, 188

IV : 200mg/m? 2B CamEaE, 188, 2
=[]

5-FU : 400mg/m? B$iF— 600mg/m? %2205
'C]‘é%ﬁ%ii, $£188, 268
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MSI ; microsatellite instability

LOH ; loss of heterozygosity

COX-2 ; cyclooxygenase-2

VEGF ; vascular endotherial growth factor
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Significance of Thymidine Phosphorylase in Metronomic
.Chemotherapy using CPT-11 and Doxifluridine
for Advanced Colorectal Carcinoma

YUTAKA OGATA, TERUO SASATOMI, SHINJIRO MORI, KEIKO MATONO,
NOBUYA ISHIBASHI, YOSHITO AKAGI, TAKANARU FUKUSHIMA,
HIDETSUGU MURAKAMI, MASATAKA USHIJIMA and KAZUO SHIROUZU

Department of Surgery, Kurume University School of Medicine, Kurume, 830-0011, Japan

Abstract. Background: A phase II study was designed to
evaluate the efficacy, safety and predictors for response of
metronomic chemotherapy using weekly low-dosage CPT-11
and doxifluridine (5'-DFUR) in 45 patients with metastatic
colorectal cancer. Patients and Methods: Forty mg/m? of
CPT-11 was administered for 3 consecutive weeks in a 4-week
treatment cycle, with 5’-DFUR (800 mg/day) given orally.
Results: One or more adverse effects were seen in 42 patients.
However, most of these were mild at grade 1 or 2, including
only leucopenia in 2, neutropenia in 1, diarrhea in 1 and
nausea in 1 as grade 3. The objective response rate was 36%
with a median overall survival of 452 days. The response rate
in patients with a high expression of thymidine phosphorylase
(dThdPase) in tumor cells (47%) was higher (p=0.092) than
that (19%) in patients with a low expression. Conclusion: The
efficacy of metronomic chemotherapy using low-dosage weekly
CPT-11 and 5°-DFUR is worthy of further clinical study,
especially in patients with a high expression of dThdPase in
primary tumor cells.

Worldwide, infusion fluorouracil (5-FU) plus leucovorin
(LV) combination therapy (5-FU/LV) was considered to be
standard for advanced colorectal cancer until 1990 (1).
Capecitabine, peroral fluoropyrimidine, reportedly has
similar efficacy and low toxicity compared to intravenous
5-FU/LV. (2, 3). In Japan, doxifluridine (5-deoxy-5-
fluorouridine, 5°-(DFUR)), an intermediate metabolite of
capecitabine, has been widely used to treat colorectal cancer
since 1987, resulting in a median survival time of 467 days in

Correspondence to: Dr. Yutaka Ogata, Department of Surgery,
Kurume University School of Medicine, 67 Asahi-machi, Kurume,
Fukuoka 830-0011, Japan. Tel: +81 942 353311, Fax: +81 942 34
0709, e-mail: yogata@med. kurume -u.ac.jp

- Key Words: Metronomic chemotherapy, doxifluridine, 5°-DFUR,
irinotecan, advanced colorectal carcinoma, pilot phase II study.
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allow the
fluoropyrimidine to be realized when CPT-11 is given in
’_combmatlon with peroral fluoropyrimidine.

a phase II study with metastatic colorectal cancer patients,
suggesting 5°-DFUR gives a long survival (4).

Irinotecan (CPT-11) is a key drug in the management of
metastatic colorectal cancer, as demonstrated by several
randomized studies indicating a survival benefit: It has been
shown that the response rate to CPT-11 was 11% to 25% in
patients with advanced colorectal cancer refractory to 5-FU
based chemotherapy (5, 6). This finding implied a lack in
tumor cross-resistance to the two agents CPT-11 and 5-FU.
Recently, favorable results from combination chemotherapy
using CPT-11 and 5-FU/LV for advanced colorectal cancer
have been reported (7, 8), and a CPT-11 and infusion plus
bolus 5-FU/LV regimen FOLFIRI has been recommended
as first-line therapy for advanced colorectal cancer, as well
as FOLFOX regimens which added oxaliplatin to
intravenous 5-FU/LV (9). However, these regimens have
consisted of the maximum tolerated dosages (MTDs) of
CPT-11 and 5-FU, and consequently adverse effects at
grade 3 or worse are not uncommon.

Conventional cytotoxic chemotherapeutics affect the
endothelium of the growing tumor vasculature in addition to

affecting the proliferating cancer cells and various types of

normal cells (10). The antiangiogenic efficacy of
chemotherapy would seem to be optimized by administering
comparatively low dosages of drugs according to a more
frequent (daily, several times a week, or weekly) or continuous
schedule, with no extended interruptions — sometimes referred
to as ‘metronomic’ chemotherapy (11). This would also have
the advantage of being less acutely toxic, therefore making
more prolonged treatments hypothetically possible. Thus,
peroral fluoropyrimidine on a daily schedule would be a
typical metronomic chemotherapy. Since grade 3 or 4

‘toxicities can be expected to necessitate temporary suspension

of the chemotherapy, a high dosage of CPT-11 might not
metronomic advantage of daily peroral

We have
therefore postulated that a combination therapy of weekly
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low-dosage CPT-11 and 5-DFUR could demonstrate the
advantages of metronomic chemotherapy having an
antiangiogenic effect in addition to an antiproliferation effect.

Capecitabine generates 5-FU selectively in tumors via
three enzymes located in the liver and in tumors; the final
step is the conversion of the intermediate metabolite
5-DFUR to 5-FU by thymidine phosphorylase (dThdPase)
in tumors (12, 13). The high level of dThdPase in tumor
tissue is essential for the efficacy of capecitabine and
S’-DFUR. The susceptibility of tumor cells to 5’-DFUR has
been reported to be enhanced by the transfection of the
dThdPase gene (14). Here we report the results from a pilot
phase II study conducted to assess the safety and the
antitumor effect of weekly low-dosage CPT-11 and
5-DFUR combination metronomic chemotherapy for
advanced colorectal cancer. In addition, in the present study,
we investigated the relationship between the antitumor
efticacy and the expression of dThdPase in tumors.

Patients and Methods

Patient selection. Between October 2000 and December 2003, a total
of 45 patients entered this prospective study. The eligible criteria
were histological findings of colorectal carcinoma indicating
nonresectable metastatic or recurrent disease, no prior major surgery
or radiation therapy within 2 weeks of beginning treatment,
mecasurable tumors with at least onc lesion having dimensions >1 x
1 cm in longest diametcrs, a life expectancy of >3 months and a
performance status (PS) = 0-2, adequate bone marrow function
(leukocytes (WBC) >4,000 per mm?, platelets >100,000 per mm?3),
adequate liver function (bilirubin <1.5 mg/dl), adequate renal
function (creatinine <1.5 mg/dl), no serious or uncontrolled
concurrent medical iliness, and no active other malignancy. Prior
chemotherapy for metastatic disease was allowed. Patients were
required to be >20 years and <80 years of age, and non-pregnant.
All patients were informed of ‘the investigational nature of this
treatment and gave their fully informed written consent.

Treatment protocol. CPT-11 was administered for three consecutive
weeks followed by one week of rest, in 4-week treatment cycles. Forty
mg/m? of CPT-11 were given by infusion intravenously over 2 h.
5’-DFUR was given orally at a total dosage of 800 mg/day, in four
divided dosages on day 3 to day 7, day 10 to day 14, day 17 to day 21,
and on day 24 to day 28 (involving intervals of two days with no
5’-DFUR). Cycles were repeated every 4 weeks. The therapy was
temporarily suspended for grade 2 or higher mucositis, any grade of
diarrhea, grade 3 or 4 othcr non-hematological toxicity. or for WBC
<3,000/mm?, granulocytes <1,500/mm3, or platclets <7,5000/mm3.
The therapy was alternatively re-instituted using a dosage reduction
of CPT-11 (30 mg/m?) and 5-DFUR (600 mg/day) in three divided
dosages after all toxicity had recovered, if WBC <2,000/mm?3,
granulocytes <1,000/mm?3, platelets <50,000/mm3, or grade 3 or
higher non-hematological toxicity (excluding nauseafvomiting and
gencral fatigue) was noted. The therapy was abandoned if any further
dosage rcduction was indicated, or grade 4 non-hematological toxicity
occurcd. or in any case where the treatment was temporarily
suspended for longer than 21 days from the schedule. All treatment
was performed on an outpatient basis. :
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Assessment of toxicity. Adverse reactions were evaluated according to
the National Cancer Institute Common Toxicity Criteria (NCI-CTC)
version 2.0 (15).

Follow-up evaluation. Within 2 weeks before initiating the
chemotherapy, all patients were assessed by a physical examination,
routine hematology and biochemistry analyses, ECG, chest X-ray and
abdominal computed tomography (CT) scans to define the extent of
disease. Complete blood cell counts with platelet and differential
counts were recorded weekly during chemotherapy and serum
chemistries were repeated once or twice within every treatment cycle.
Subjective symptoms, body weight, physical examination,
performance status, and all adverse cffects were recorded before each
treatment course. Measurcment of serum tumor marker
carcinoembryonic antigen (CEA) level was performed at Icast once
every 4 weeks.

Assessment of the objective response rate, overall survival and progression-
free survival. Measurable lesions were reassessed every 8 weeks using
CT scan, X-ray, and other techniques that allowed retrospective and
independent evaluation. The responsc rate was assessed every 8 weeks
using the RECIST criteria (16). In cases of partial response or
complete response, a further assessment 4 weeks later was required
for confirmation of the response. All tumor measurements were
reviewed and confirmed by an independent panel of radiologists.
The overall survival (OS) and the progression-free survival (PFS)
were calculated as the time from the first infusion to any death or
discase progression using the Kaplan-Meier product-limit method.

Immunostaining of dThdPase. The previously resccted surgical
specimens of the primary colorectal tumor fixed with formalin and
embedded in paraffin were available from 40 patients for
examination of the dThdPase expression. Scrial 4-pm thin sections
were made from each block. One section from cach block was
stained with hematoxylin and eosin, a second was immunostained
for dThdPase. Immunostaining was performed using the avidin-
biotin peroxidase complex method, as reported elsewhere (17).

Statistical analysis. All data were compiled and analyzed using
Statistical Analysis Software (SAS) version 6.12, (SAS Institute,
Cary, NC, USA). The exact binomial confidence interval was
applied to estimate the response rates.

Results

Patient characteristics. The backgrounds of the patients are
summarized in Table I. The average age was 60 years,
ranging from 39 to 77 years. Fifteen patients were aged 65
years or over. Thirty-two were male and 13 were female.
The PS was 0 in the majority of patients. Twelve patients
presented synchronous metastasis and 33 presented
metachronous metastasis, with the most commonly affected
organ being the liver. Most patients had more than one
organ affected by metastases.

Adverse effects. One or more adverse effects were seen in 42
of the 45 patients, with the most common being nausea and
alopecia (Table II). However, most of these were mild at
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Table 1. Patient characteristics.

Table I1. Adverse effects reported in 43 of the 45 patients.

Parameter No. of patients %
Gender
Male 32 il
Female 13 29
Age (years)
Mean 60
Range 39-77
Performance status (ECOG)
0 28 62
1 12 27
2 5 11
Primary site
Colon 25 56
Rectum 20 44
Metastasis
Synchronous 12 27
Metachronous 33 73
Metastatic site
Liver 21 47
Lung 19 42
Lymph node 14 31
Peritoneum 12 27
Other 14 31
Number of sites
1 18 40
2 17 38
=3 10 22
Prior chemotherapy
Yes 15 33

No 30 67

grade 1 or 2. Three paticnts were subjected to dosage-
reduction in CPT-11 and 5’-DFUR according to the dosage-
reduction criteria, and another 3 patients requested dosage
reduction in CPT-11 because of grade 2 nausea/vomiting or
fatigue. Two patients dropped out of this study: one due to
diarrhea and the other due to non-medical, personal
reasons. The average number of 4-week cycles of the CPT-
11 and 5-DFUR treatment was 5.5+3.1, ranging from 1 to
11 cycles.

Response rate. One patient achieved a complete response
(CR) while 15 patients achieved partial responses (PR).
Twelve patients did not respond to chemotherapy and the
disease progressed (PD); 17 patients showed a stable
condition (stable disease: SD). The objective response rate
was 35.6% with the 95% confidence interval (95% CI) being
from 21.9% to 51.2%. The disease control rate was 73.3%
with the 95% CI being from 58.1% to 85.4%. The response
rate was 40.0% (95% CI: 22.7%-59.4%) in the 30 patients
who had not received any prior chemotherapy, and 26.7%
(95% CI: 7.8%-55.1%) in the 15 patients who had received
prior chemotherapy. When the patients were stratified

Adverse effect No. of patients Grade

(%) 1 2 3 4
Nausea 27 (60) 12 14 1 0
Vomiting 13 (29) 9 4 0 0
Fatigue 23 (51) 18 5 0 0
Leucopenia 20 44) i3 5 2 0
Neutropenia 17 (38) 11 5 1 0
Alopecia 21 7 21 0
Diarrhea 9 (20) 3 5 1 0
Liver dysfunction 3 ©) 0 3 0 0
Stomatitis 1 (2) 1 0 0 0
Hand-foot syndrome 1 ) 1 0 0 0

according to age, the response rate was 33.3% (95% CI:
17.3%-52.8%) in the 30 patients younger than 65-years-old,
and 40% (95% CI: 16.3%-67.7%) in the 15 patients aged 65
years or older.

Overall survival time and progression-free survival time. The
median overall survival time (OS) was 452 days, considering
all 45 patients. The OS was 452 days in the 30 patients who
did not receive any chemotherapy and 435 days in the 15
patients who had received prior chemotherapy (Figure 1).
When the patients were stratified according to their age, the
OS was 452 days in the 30 patients younger than 65-years-
old, and 336 days in the 15 patients 65-years-old or more.
The median progression-free survival time (PFS) was 187
days, for all 45 patients. The PFS was 197 days in those
patients who had not received any chemotherapy, and 162
days in those patients who had (Figure 2). The PFS was 191
days in the 30 patients younger than 65-years-old, and 178
days in the 15 patients aged 65 years or more.

Relationship between antitumor effects and dThdPase expression
in the primary tumors. The dThdPase was stained both in the
tumor cells and in the stromal cells. Most patient samples
were associated with dThdPase expression in the stromal cells;
however, dThdPase expression in the tumor cells was present
to various extents (Figure 3). We classified the patient samples
into 2 categories as low expression or as high-expression
according to the proportion of tumor cells positively staining
for dThdPase. When the number of tumor cells positive for
dThdPase accounted for more than 10% of all tumor cells, the
patient was defined as presenting a high expression. Twenty-
one patients presented a low expression and 19 patients a high
expression. The response rate in patients with a high
expression was 47.4% (9/19, 95% CI: 24.4%-71.1%), which
tended to be higher than the 19.0% (4/21, 95% CI: 5.4%-
41.9%) in the patients with a low expression, although the
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Figure 1. Overall survival curves. The median overall survival time (OS) was 452 days, for all 45 f)atienls (left). The OS was 452 days in patients who
had not received any chemotherapy (right, First-line, n=30) and 435 days in patients who had received prior chemotherapy (right, Second-line, n=15).
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Figure 2. Progression-free survival (PFS) curves. The median PFS was 187 days, for all 45 patients (left). The PFS was 197 days in patients who had
not received any chemotherapy (right, first-line, n=30) and 162 days in patients who had reccived prior chemotherapy (right, second-line, n=15).

difference did not reach significance (p=0.092). The OS was
619 days in the 19 patients with a high cxpression for
dThdPase, and was longer than 277 days in the 21 patients
with a low-expression (Figure 4).

Discussion

Recently, the antitumor efficacy of peroral fluoropyrimidines
such as capecitabine and UFT (tegafur + uracil)/LV has
been reported as not being inferior to that of intravenous
5-FU/LV therapy for advanced colorectal cancer (3, 18). In
general, chemotherapy using peroral fluoropyrimidines,
when compared to that using either 5-FU/LV -or. its
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combinations with irinotecan or with oxaliplatin (8, 9), has
been characterized by a lower incidence of adverse effects,
especially of infrequent adverse effects at grade 3 or higher
(2). This is the reason that chemotherapy using peroral
fluoropyrimidines can be continued for a long duration on
an outpatient basis without decreasing the patient’s quality
of life. For patients, these are critical benefits of therapy
using peroral fluoropyrimidines.

It has been shown that administration of. peroral
fluoropyrimidines on a daily schedule for-an extended period
of time may inhibit growth in the endothelium continuously
without inducing drug resistance (19). However, when. bi-
weekly or tri-weekly MTD of CPT-11 is combined .with
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Figure 3. Immunoexpression of dThdPase in the primary tumor tissues. The immunoreactivity of dThdPas was noted both in the tumor cells and in the
stromal cells. Most patients presented a dThdPase expression in the stromal cells; however, the extent of the dThdPase expression in the tumor cells was

variable (original magnification x200).

peroral 5-DFUR, the combination therapy may often be
temporarily suspended and does not allow such benefits of
peroral fluoropyrimidines to be realized. Severe serious toxic
effects, including neutropenia and diarrhea, often associated
with a bi-weekly regimen FOLFIRI (irinotecan combined
with bolus plus infusion 5-FU/LV) - one of the standard
therapies for metastatic colorectal cancer — were not observed
with our metronomic regimen using weekly low-dosage
CPT-11 and 5-DFUR as reported here. The low incidence
of grade 3 toxicity and the absence of any grade 4 toxicity
reported in the present study could be an advantage for
application to poor-PS patients without risk of any decrease
in the patient’s quality of life.

Metronomic chemotherapy has been summarized by Kerbel
et al. (11) as showing that i) conventional cytotoxic anticancer
drugs have antiangiogenic effects which could contribute to
their efficacy, ii) the antiangiogenic effects of chemotherapy
scemed to be optimized by administering such drugs
‘metronomically’ — in other words in small dosages on a

p=0.097 (Log-rank test)
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Figure 4. Overall survival curves based on the extent of dThdPase
expression. The median overall survival time (OS) was 619 days in 19
patients who presented a high expression for dThdPase and was longer than
277 days in 21 patients who presentéd a low expression for dThdPase. The
survival rate in the patients presenting a high expression for dThdPase was
higher (p=0.096) than that in those patients presenting a low expression.
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frcquent schedule (daily, several times a week, or weekly) in
an uninterrupted manner, over a relatively long period, iii)
conventional chemotherapy, which is administered at more
toxic MTD, requires 2- to 3-week breaks between successive
cycles of therapy (which seems to counteract the potential for
sustained therapeutically effective antiangiogenic effects), iv)
in preclinical models, metronomic chemotherapy can be
effective in treating tumors in which the cancer cells have
developed resistance to the same chemotherapeutics in a
MTD administration (which also has the advantage of being
less acutely toxic, therefore making more extended treatments
possible), v} the efficacy of metronomic chemotherapy can be
significantly increased when administered in combination with
antiangiogenic drugs, such as antibodies against vascular
endothelial growth factor (VEGF) or VEGF receptor 2, and
vi) some metronomic chemotherapy regimens induce
sustained suppression in circulating endothelial progenitor
cells and increase the levels of the endogenous angiogenesis
inhibitor thrombospondin 1, both of which can suppress
neovascularization. However for wider adaptation, the
concept and efficacy of metronomic chemotherapy should be
confirmed by further clinical trials.

The present therapy could be continued on an outpatient
basis without temporary suspension or hospitalization due to
therapy-related toxic reactions. The weekly 40 mg/m? of
CPT-11 combined with the 5-DFUR is proposed as a dosage
which has minimum adverse effects and is expected to have
an antiangiogenic effect through continuous inhibition in
endothelial cells, in addition to showing an antiproliferating
effect against the tumor cells. However, no one yet knows
whether a weekly dosage of 40 mg/m? of CPT-11 is adequate
or not as metronomic chemotherapy. Although we have not
yet carried out a conventional phase I study to determine the
MTD and the RD, the adequate dosage should be determined
using monitoring of the circulating endothelial cells and
endothelial progenitor cells, which are known to be predictors
for the effectiveness of antiangiogenic therapy (20, 21).

The responsc rate, the median OS and the median PFS of
our metronomic chemotherapy was 36%, 452 days and 187
days, respectively. The efficacy was similar regardless of PS
or age. Whereas these values were not superior to those in a
standard regimen, such as FOLFIRI, or FOLFOX (8, 9), as
a second- or third-line therapy, the anti-tumor efficacy in the
present study was well acceptable. The lower toxicity and the
favorable anti-tumor efficacy of our metronomic
chemotherapy can constitute a therapeutic option for those
paticnts with a poor PS, higher age, or having had prior
intensive chemotherapy, who often cannot receive any MTD
regimen of chemotherapy such as FOLFIRI or FOLFOX.
Since the use of all three active agents (5-FU, irinotecan,
oxaliplatin) reportedly improved the OS in advanced
colorectal cancer (22), our metronomic chemotherapy would
be ideal as a second-line or third-line therapy after any
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failure in first-line FOLFOX or FOLFIRI. Another
advantage of our regimen is the schedule of drug
administration. The in vitro studies have shown that CPT-11
down-regulated thymidylate synthase expression in tumor
cells, leading to synergy between CPT-11 and 5-FU that was
maximal when CPT-11 was given 24 h prior to 5-FU (23).
Thus, it was concluded that the administration of CPT-11
was reasonable when followed by 5-DFUR with a 2-day
interval in our regimen, in terms of antiproliferation effects
and of gastrointestinal toxicity.

Of interest, the antitumor efficacy of our metronomic
chemotherapy against metastases was influenced by the level
of dThdPase expression in their primary tumors in terms of
response rate and survival time. Recently, Meropol et al. (24)
reported that dThdPase expression both in primary tumors
and in metastases was associated with response to
combination therapy of capacitabine and CPT-11 in patients
with metastatic colorectal cancer. While we have not
determined the level of dThdPase expression in metastatic
tumors targeted for the chemotherapy, the dThdPase
expression in metastatic tumors is expected to be similar to
that in the primary tumor, in most patients. From the same
view point, Nishimura et al. (25) reported that the dThdPase
levels in primary tumors were higher in a group without
recurrence than in those with recurrence after a curative
operation in colorectal cancer patients who received 5-DFUR
postoperatively. Thus, the high level of dThdPase in
metastatic tumor tissue might also be essential for the efficacy
of our metronomic chemotherapy using 5-DFUR.

Conclusion

Metronomic chemotherapy using low-dosage weekly CPT-11
and pcroral 5-DFUR is a safe and active regimen against
advanced colorectal cancer. The dThdPase expression in
tumors may be a predictive marker for the effectiveness in
responsc to this metronomic chemothcrapy. These results
warrant further clinical study, especially in patients with a high
expression of dThdPase in their primary tumor cells, or in
elderly patients who are often not candidates for MTD
regimens such as FOLFOX and FOLFIRL
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WERZ: O ERERE LR T 205, FRBEY 7
—TFVOREFETHRRETE LV EDZ W,
B9 aAmd LI, WIERbEaEEcHET S
ZERs, OB L {bEREERLTE
B3 ELREETHLLEDNS.

[ FrEhiEHEEE: | CPT-11 80mg/m2+5-FU 750mg/body+LV 25mg/body

H7 REERTIESSBOICHT 33T EesE
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e

EITHREREGIE I3 5 CPT-118H 5FUN-LV #EEDOMES

i £, & w 7Y, 8 B #8885 B =Y,
wonoE s, % % o2 Y %8 Kk Bk oBw, m M ¥,
- AL T 3% |
D RBSENENS ALY 7 —HEBNH, 2 BS)IRIRELREAR, © BEES EERBENE,
O ERABEABASESETHELFERESN, 9 BERABELFME ESSMERLFRENR,
O FESHETEERENE, 7 REREEERTERENE, 8 ARLBREESRENE
9 = WL ABESVEE, 10 BRI AFESZH— SR

B B SHRARNE N T THIHBZNPRBREHERESL LT, £TEBAEBICHT 2
CPT-116FH SFUN-LV BEOFHU#RF L0 THE TS, (e HE] METERED L IR
SHE VT RERE 2 A T 5 ETERREME T, PSO~1, BIBERMKITH, MkEROES IS
B IR RS AU LB L COLERNEHRE L, TEICL AT ETHETL
7z. SFU/N-LV HEIZDWTIL sSLVFU2 #E % 23AK L LT CPT-11 29 L7-. #5813 bolus5FU 400
mg/nd, infusionSFU 2400mg/ni, 1-LV200mg/ni, CPT-11 100mg/mi T 5. FFMHX, HIEESRE % RE-
CISTIZLBHET, KEM%E NCI-CTC 2L 2 FEHRHNEIZL VT o7, ER] BHRESNIZ17H
T, EHRI—ABOPRMEIE 8 I—-ATH o7z, E5hHIX17.6% (CR:0, PR:3, SD: 12, PD: 2),
Disease-control rate (FEEEEFAIPEIR) 1388.2% Th-7-. FEBRE L T3, MHESHE ¥ BMmMIREK
D41.2%, IR 23.5%IZBD =AY, Graded/d 13 FNEFN23.5%, 11.8%Th-o7:. KBRIE,
Bl B, TH, ORNRL EOWEIHERIE, Gradel/2 Db D%5.9%IZ8D 7=, [#H] REKR
BRIZREIIHITES N/, PEBTOER CPTLLIORXERFRAE 2 b, CPT11BHIC X A2HE

BHROBRIRD oM ho /.

Key words: ETHRKEME, {b%%EE, SFUN-LV ##k, CPT-11, FOLFIRI #E

Metastatic colorectal cancer, Chemotherapy, Treatment of fluorouracil with leucovorin, Irinotecan, FOLFIRI

iBUBHIZ

KGRI AILEFEIX1990FRHEICA D 28k
BB LTEL. ZRETCICRVWEAFHEISRTE
5FU Hi##% 5 % Mitomycin, Vincristine % & D HLHEH] fF
RiZRb 5, SBHAUSNOER 2SS h AL
FHREFEHROK M % HE 9 Biochemichal modulation
(BM) OBBTHY, ThiZE VILEFREOEGHE
BB O ER oI, ZOHTSFULV REFF B
THHLIEWTREN, A LTS HEVREEIN:. &
AV TIX1999% & ) R { SFU D bolus % 5 T & 5
Rosewell Park Memorial Institute (RPMI) regimen® A%E20]

SNz, S5FU OFF#eik 5 TH 2 de Gramont regimen?’
MR SN7zDI320054 1 ATHAH. ZORKKTIZS
COBKRBRPEREI N, CPT11OFHAEOEHY, X
512 SFULV i & O A E: (IFL # Y, FOLFIRI
BeY) TOEMNLEFHHOEE T EH SN TE
7. T E AT L T L-OHP & S5FULV BEDOHAE D
#12X % FOLFOX BEV SRR ENTHE Y, BAEHT
b 20054 3 B i FOLFOX4 #EEAR s hi:. BED#
THRRGRE N 5 B/ #313 FOLFIRI #E &
FOLFOX #ETH % L 5 2 5745, Molecular targeted agent
PREIN, TOBKRABLERIINRL ERESKT
ETVABRAD L IIEEBEHEOELIZETFEZ L 25

it {5, WMEHBRPR1 -1 -2 (F241-0815) ®ZJNBIHA LY ¥ — HLENAR
(ERE%ft 2007465 H10H /ST EMHSAT 200748 6 H29H /S8 20074E7 A 2 H)
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ZWHDUL Ths. SEH, ZHEAXFAHALI NV -TT
HHAFNPIBRBABES L LT2004E128E ), #
TEERKEBREICHT 5 CPT-110F M SFUA-LV #ik % BEbk
HABRELTHITL, TOHBRERFLLOTHET .

HRELUHZE

1 MREH

(1) AERABFENICHEEE, EBRBTHLZ EHHE
SNEFTHR KRG,

(2) SF#b 20/ LA E, 75REAKH.

(3) PS: 0~ 1 (ECOG performance status score)

(4) BT EED L IIFMWTRRELE T HEHT,
BATRBHENORETTRRETHSL L.

(5) RifLEFERBITES. 72720, HEBREFAD
AT RGBT F /W MBI LS 4 8
LA B8 LTV AIEH.

(6) TE#keies (FRE, O, B, B, BLY) CEELR
W E AR &5 e W AEFl.

(7) WHEEE 3 » AU EOEEISF S b ER.

(8) BEARADSXBIZLZFRELESNIER.

2 BEHFARLASR
(1) #x58& (&1)
WA MBI 5 81X, 1LV, CPT-11, 5FU D&
e bUROMAILHEL, FEHRORARE
W& DG EYELE, MR, PR

L7
#£1 #5HR
EH I 23]
I-LV 200mg/rd HigGeE 2850
CPT-11 100mg/m FOERHE  2B5R9
5FU bolus 400mg/mi Wi 5%
5FU infusion 2400mg/m FRAHE  46B%RD

2) #5HE: (H1)
a) LV D AEEIEH200ml (BB L, 2B TH
S FRE.
b) CPT-11: 5% 7 F 7 BE#250ml (ZIEM L, 1LV
_ & FEIRRIC 2 BER THEE.
¢) SFU bolus : EFAEMICLXRASOmI (2% 5 &
COIHRL, 2, b) RTBICLEICTHEY
i (5~104).
d) 5FU infusion : 5% 7 ¥ 7 8&#1000m] (SiERE L,
ERORMAEY X0 2
e) BIBRREARNVE  HIXS %51 8 Bis#HMAE
B BT XY 2 5V 2 10~20mgbody iR
i#, 2HH, 3HHIX5~10mgbody * siik#

2, b

1-Lv

200mg/nd 285
CPT-11

100mg/of  2B%F

SFURREE
400mg/nd 543

SFURRERR IE
2400mg/md 4685

0 2 486%5R
2B 1EHKEIT=1a— 2R
H1 #&5HE

EERBEORs.
f) bEk 2 @RI DEL, 28M% 12~
AET A,

(2) BEEmE
RBERTPIE, RERE, RERREBIUE
DILERERICHBERIZTEE L ONDEMEE
Tbhiwv.

3 B

(1) EFMEHH
Primary endpoint & L Ti¥, HEEXREELDE,
EXHM, ZENLEERRRERLZOELEE
& L7z. Secondary endpoint t&, HEFFHAMHoLfl
(Median Survival Time: MST), #&3§EAIFHIR
(Progression Free Survival: PFS) & L 7:.

(2) FFEMEHE ‘
7 ba— ViR, 23-RATLICCT £/
3 MRI 2 X B E{&ZBHT L EE~— # — (CEA,
CA19-9) HIEZHITL, WMETRKEIIONT
{& RECIST (Response Evaluation Criteria in Solid
Tumors) ZHE> THEEHR L FME L EHE L
HELZ. AEFRICDOVTIE NCI-CTC (Na-
tional Cancer Institute-Common Toxicity Criteria) 12
IO RBABELEEELRELL. T2, BHE
BIRAR0B] DR 5 TOR BB 2TV, XHERD
MBEIZOVWTHETSI L E L.

4 PMBREERERAM (k2)

ABERRBROERICH 20T, BEMERIEET
ARARCBVTARREYBLETEBLA. EHWRMII
20044E12A 25200656 1 HE TTH 5.

¥ =R

1 BRER (%3)

AFIHBFEN, CONRBERZLICL I TEHLL
ol EFAMNAFIRD LN, EREMITENC X b BT %
fTo7:. BH1260, &tks B, FHERMIT61.63F, =6
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