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TABLE 4 Adverse Events (AEs) by chemotherapy (the worst grade) (SAS, n = 46)

No. of patients Grade 1 Grade 2 Grade 3 Grade 4 All grades (%) Grade 3/4 (%)
Laboratory AEs
Leukocytes 9 6 4 0 413 8.7
Neutrophils 4 8 6 2 435 17.4
Platelets 9 0 0 0 19.6
Hemoglobin 23 9 0 0 69.6
AST 10 0 0 0 21.7
ALT 8 0 0 0 17.4
ALP 17 3 0 0 435
Y-GTP 11 8 1 0 435 2.2
Total Bilirubin 3 0 0 0 6.5
Albumin 11 1 0 0 26.1
Creatinine 4 0 0 0 8.7
Proteinuria 9 3 0 0 26.1
PT-INR 4 0 0 0 8.7
APTT 3 0 0 0 6.5
Clinical AEs
Hypertension 9 2 3 0 30.4 6.5
Fatigue 15 9 3 0 58.7 6.5
Hyperpigmentation 11 0 0 0 23.9
Hand-foot syndrome 9 0 0 0 19.6
Anorexia 16 8 0 0 52.2
Diarrhea 5 5 1 0 239 22
Stomatitis 9 2 1 0 26.1 2.2
Nausea 16 5 1 0 47.8 2.2
Vomiting 1 i 0 0 44
Dysgeusia 13 2 0 0 32.6
Neuropathy: motor 3 0 0 0 6.5
Neuropathy: sensory 29 4 0 0 71.7
Related to BV
Gl bleeding 1 0 0 0 22
Urinary/genital bleeding 2 0 0 0 4.3
Pulmonary bleeding 3 0 0 0 6.5
Thromboembolism 0 0 1 0 22 22
Myocardial infarction 0 1 0 0 2.2

AEs adverse events, ALP alkaline phosphatase, ALT alanine aminotransferase, APTT activated partial thromboplastin time, AST aspartate
aminotransferase, BV bevacizumab, GI gastrointestinal, No number, PT-INR prothrombin time-international normalized ratio, Y-GTP

y-glutamyltransferase

the sum major target lesion diameters from the pretreatment
total was —37.4 % (range —59.6 to 12.0 %).

Liver Resections

Hepatectomy was performed on 24 (53.3 %) of 45
patients. RO, R1, and R2 hepatectomies were performed on
20 cases, one case, and three cases, respectively. The RO
resection rate relative to the total study population (primary
endpoint) was 44.4 % (90 % CI 31.7-57.7 %). Of the
secondary endpoints, the hepatectomy rate was 53.3 %,
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and the percentage of cases with RO resection among all
hepatectomized cases was 83.3 %.

Of the 19 initially resectable cases, 18 underwent hepa-
tectomy, excluding the 1 case in which the protocol
treatment was discontinued during the first cycle (rated as
NE). Among these 18 cases, 16 patients underwent RO
hepatectomy and two underwent R1/R2 hepatectomy. Of the
26 initially unresectable cases, there were 6 (23.1 %)
patients who underwent hepatectomies after the sixth treat-
ment cycle. Among these six cases, there were four patients
who underwent an RO hepatectomy, one patient who
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FIG. 2 Waterfall plot analysis (efficacy analysis set [EAS], n = 45).
NE not evaluated

underwent an R1, and one patient who underwentan R2. The
percentage of initially unresectable and subsequently
resectable cases (a secondary endpoint) was 23.1 %. No
cases with “resectable” judgments before treatment changed
to “unresectable” after treatment (Fig. 1).

Complications after Liver Resection

As to the intraoperative/postoperative complications and
their incidence rates among the 25 patients in the EAS who
underwent hepatectomy, grade 3'7 or higher intraoperative/
postoperative complications were observed in 4 patients
(16.0 %) and included wound infections (two patients),
biliary fistula (one patient), delayed wound healing (one
patient), and intraperitoneal abscess (one patient). No
deaths were associated with resection.

Postoperative Adjuvant Chemotherapy

Among 25 patients who underwent liver resection
(including one patient who underwent liver resection after
four cycles of chemotherapy) (Fig. 1), 11 patients received
adjuvant chemotherapy (FOLFOX plus BV in three cases;
FOLFOX in five cases; CapeOX in one case, and UFT plus
leucovorin in two cases).

DISCUSSION

There is no consensus regarding the definition of the
pretreatment judgment “difficult to resect (resection not
optimal).” The recommendation of the European Expert
Panel uses a three-category classification (resectable,
resection not optimal, unresectable). “Resection not
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optimal” is defined as cases with “a number of liver
metastases >5,” “a maximum liver metastasis focal
diameter >5 c¢m,” “synchronous liver metastasis,” “posi-
tive metastasis to lymph nodes around the primary tumor,”
“high tumor marker levels,” and “a tumor located near the
hepatic vein and bilateral portal veins.”'® Clinical studies
in patients with “resection not optimal” liver-only metas-
tases of colorectal cancer include the bevacizumab,
oxaliplatin, xeloda in unresectable liver metastases
(BOXER),'” cetuximab in neoadjuvant treatment of non-
resectable colorectal liver metastases (CELIM),l3 % and
preoperative  chemotherapy for hepatic resection
(POCHER) studies.'® The criteria for a “resection not
optimal” judgment in the BOXER Study were a “maxi-
mum diameter >5, number>5, technically difficult to
resect, and synchronous liver metastasis.” The criteria
adopted in CELIM were a “maximum diameter >5 cm and
technically difficult to resect.” In the POCHER Study, the
criteria were a “maximum diameter >5, number >5, and
the presence of invasion into the hepatic hilum or extra-
hepatic metastasis.” "¢

The curative hepatectomy and hepatectomy rates in
previous studies were 27 % and 40 %, respectively, in the
BOXER Study'® and 38 and 50.9 %, respectively
(including RFA) in the CELIM Study (FOLFOX6 plus
Cmab Group)."? In the present study, the curative hepa-
tectomy rate (RO resection rate) was 44.4 % and the
hepatectomy rate was 53.3 %, similar to the results of
previous studies.

There were no cases in which a “resectable” judgment
before treatment (n = 19) became an “unresectable”
judgment after treatment. Therefore, we can state that the
application of this therapy for initial resectable or unre-
sectable cases is unlikely to deprive patients of the
opportunity to undergo hepatectomy. In the European
Organization for the Research and Treatment of Cancer
(EORTC) 40983 study (a phase III clinical trial), which
was designed to compare a perioperative chemotherapy
(FOFOX4) group with a surgery alone group among
patients with resectable liver metastases of colorectal
cancer (number of metastases <4), preoperative chemo-
therapy changed “resectable” metastases to “unresectable”™
metastases in slightly more than 10 % of the perioperative

” 4

‘therapy group (23 of 182 cases).'' In the present study, the

addition of BV to mFOLFOX6 therapy likely avoided
changes of resectable metastases to unresectable metasta-
ses during chemotherapy. Based on these results, it is
expected that six preoperative mFOLFOXG6 plus BV ther-
apy cycles does not decrease the liver resection rate.
Regarding prognosis, the BOXER study reported a
1-year progression-free survival and overall survival rates
of 50 and 86 %, respectively.'> In the CELIM study, the
median progression-free and overall survival durations
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were 11.2 and 35.7 months, respectively.'* The prognosis
of patients enrolled in this study will be reported according
to the final analysis, which is planned after a 3-year follow-

up.
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Abstract

Background Adding oxaliplatin to fluorouracil-based
chemotherapy can improve the survival of patients with
stage III colorectal cancer by approximately 20 %. Report-
edly, cancer patients are much more likely to prefer chemo-
therapy than medical professionals, although there is only
a very small chance of achieving benefits from treatment.
However, chronic neurotoxicity may be long lasting after
the administration of oxaliplatin-based chemotherapy.
This study aimed to evaluate potential side effects and
differences in attitude between colorectal cancer patients
and medical staff regarding the risk—benefit trade-offs of
chemotherapy.

Methods Relapse-free colorectal cancer patients who
received adjuvant chemotherapy, doctors, and nurses were
surveyed using a questionnaire regarding the side effects of
chemotherapy and hypothetical clinical scenarios to quan-
tify gains in the risk of relapse that were deemed necessary
to make chemotherapy worthwhile.

Results Responses were obtained from 147 patients,
54 doctors, and 84 nurses. Of these, 39 % of patients and
85 % of doctors replied that moderate side effects of adju-
vant chemotherapy were worthwhile to achieve an absolute
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gain in the risk of relapse of 10 % from a baseline of 40 %.
More severe side effects, as reported by colorectal cancer
patients, were not associated with the larger gains neces-
sary to make treatment worthwhile. Seven percent of
patients treated with oxaliplatin, 40 % of doctors, and 43 %
of nurses replied that side effects associated with oxalipl-
atin-based chemotherapy were severe.

Conclusions Doctors should consider potential heteroge-
neity in side effects and attitudes regarding the risk—benefit
balance of adjuvant chemotherapy, and that patient per-
spectives should enhance shared decision-making.

Keywords Adjuvant chemotherapy - Colorectal cancer -
Patients’ attitudes

Introduction

Colorectal cancer is the fourth leading cause of cancer-
related death: it resulted in an estimated 694,000 deaths
worldwide in 2012 [1]. Of the total number of patients who
receive curative surgery alone, 40-50 % eventually relapse
and die from metastatic disease [2]. Therefore, adjuvant
chemotherapy after curative resection is the standard treat-
ment for stage III colorectal cancer. Oxaliplatin-based
chemotherapy regimens are administered worldwide fol-
lowing the recommendations of Western randomized clini-
cal trials, which demonstrated that the addition of oxali-
platin to fluorouracil (FU)-based chemotherapy improved
disease-free survival and overall survival in patients with
stage III colon cancer by approximately 20 % [3-5]. How-
ever, the results of a Japanese randomized clinical trial of
FU alone demonstrated a 5-year disease-free survival rate
of 71.3 %, which was better than the rates reported in West-
ern clinical trials. Moreover, oxaliplatin is highly toxic to
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the peripheral nervous system and can cause long-term
chronic neurotoxicity [6, 7]. Consequently, in Japan, con-
sidering the expected benefits and increased side effects, no
consensus has been reached as to whether oxaliplatin-con-
taining regimens should be administered to all patients with
stage 111 colorectal cancer.

Choosing an adjuvant treatment is difficult because of
the complex nature of probabilistic information, and the
benefits and side effects are not equally apparent to individ-
ual patients. Cancer patients are much more likely to prefer
intensive chemotherapy for its very small chance of being
beneficial than medical and nursing professionals are [8].
However, there are few reports on the differences between
patients with colorectal cancer and medical professionals
regarding their views on adjuvant chemotherapy. The pre-
sent study aimed to evaluate the quality of life (QOL) and
extent of side effects in colorectal cancer survivors who
received different regimens of adjuvant chemotherapy to
discern differences in the awareness of side effects between
patients and hospital staff, and to compare treatment prefer-
ences of doctors and nurses in Japan.

Patients and methods
Patients and medical staffs

We conducted a retrospective cohort study of relapse-free
patients (age >20 years) who received adjuvant chemother-
apy at Aichi Cancer Center Hospital between May 2005
and August 2012 for stage 11, 11I, or IV colorectal cancer
according to the guidelines of the Union for International
Cancer Control TNM staging system (7th edition). The
respondents to the questionnaires included doctors and
nurses from the oncology departments of four hospitals
(Aichi Cancer Center Hospital, Shizuoka Cancer Center
Hospital, Nagoya Kyoritu Hospital, and Fujita Health Uni-
versity School of Medicine).

Data collection

Office workers, who were non-medical staff employees,
telephoned eligible patients and asked whether they would
be willing to participate in this study. Those who agreed
to participate received anonymous questionnaires by mail.
The returned surveys were reviewed and tallied. The insti-
tutional review board of each institution approved the study
protocol.

Questionnaire

The questionnaires distributed to the patients, doctors,
and nurses consisted of the following five sections. (1)

2} Springer
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The official Japanese version of the health-related QOL
(HRQOL)-EQ-5D questionnaire [9], which consists of
five dimensions of health: mobility, self-care, usual activi-
ties, pain/discomfort, and anxiety/depression. Each dimen-
sion comprises three levels: no problems, some/moderate
problems, extreme problems. (2) Peripheral sensitivity and
neurotoxicity were assessed using a self-reported neurotox-
icity instrument (NTX score). The study participants were
required to complete the Functional Assessment of Can-
cer Therapy/Gynecologic Oncology Group (FACT/GOG)
subscale questionnaire [10] regarding oxaliplatin-specific
neurotoxicity, which consisted of the following 13 items:
numbness or tingling in the hands or feet, discomfort in the
hands or feet, arthralgia or muscle cramps, general overall
asthenia, hearing loss, tinnitus, difficulty with buttoning
clothing, difficulty with feeling the shape of small objects,
dysbasia, pain in the hands/feet when exposed to cold tem-
peratures, and dyspnea when exposed to cold. NTX was
scored using a 5-point scale (0—4) for each of the 13 items.
(3) How would you rate nausea, anorexia, diarrhea, hand-
foot syndrome, sensory neuropathy, and alopecia (either
“not as bad,” “almost the same,” or “worse”) compared to
what you expected? (4) How would you rate the degree
of total side effects caused by adjuvant chemotherapy? To
patients: evaluate the actual degree of total side effects as
mild, moderate, or severe; to doctors and nurses: evaluate
the side effects of treatment as mild, moderate, or severe.
(5) To patients, doctors, and nurses: if the absolute reduc-
tion in recurrence risk is 1, 3, 5, 10, or 20 %, which adju-
vant chemotherapy would you rather receive? There were
three baseline recurrence risk levels (10, 25, and 40 %)
by three total degrees of side effects (mild, moderate, and
severe).

Data analysis

Statistical analyses of HRQOL scores were performed
using the Wilcoxon rank sum test. Differences between
chemotherapy regimens with and without oxaliplatin with a
mean of >0.08 were considered clinically meaningful. The
same analyses were performed to evaluate NTX scores, for
which a meaningful clinical difference was defined as a dif-
ference with a mean of >4.

Linear regression analysis was performed to iden-
tify associations between potential predictive variables
and patient preference for chemotherapy. The analyses
were based on a total risk reduction benefit (TRB) score,
which was the sum of the baseline recurrence risk (10, 25,
or 40 %) and the additional rate considered to increase
this score through chemotherapy by three degrees of side
effects (mild, moderate, or severe). The inclinations for
benefit demonstrated at the three baseline recurrence risk
levels were identical and were therefore combined into
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one overall benefit variable. The results for the TRB scores
were skewed, so they were transformed for normalization.
Patient and disease factors to predict individual preferences
were assessed using Pearson’s correlation matrix, in which
the outcome was a normalized TRB score. A two-sided
probability (p) value of <0.05 was considered significant.
All statistical analyses were performed using R software
version 2.13.2 (R Project for Statistical Computing, Vienna,
Austria).

Results
Patient characteristics

Of the 167 eligible patients, 20 did not participate or
respond, resulting in a participation rate of 88 %. Patient
characteristics are summarized in Table 1. The median
patient age was 62 years (range 24-78 years) and 49 %
were male. Of the 147 patients included, 27 (18 %) were
treated with oxaliplatin-based chemotherapy, 120 (82 %)
were married, and 75 (51 %) participated in a randomized
clinical trial. The numbers of doctors and nurses who par-
ticipated were 54 and 82, respectively. The participating
doctors and nurses had a mean of 12 years of experience.

HRQOL and NTX scores of patients

The difference in the mean HRQOL scores of patients
treated with and without oxaliplatin was significant (0.873
and 0.946, respectively; p < 0.01). However, the difference
between both groups was less than the clinically mean-
ingful difference (0.08 point) that we previously defined.
The mean NTX scores of patients treated with and with-
out oxaliplatin were 7.9 and 1.8, respectively, and the dif-
ference between these scores exceeded the threshold of 4
points, as defined in advance for a clinically meaningful
difference. For analysis limited to patients who received
surgery more than 2 years beforehand, the mean NTX
scores of patients treated with and without oxaliplatin were
4.1 and 1.8, respectively (p < 0.05). However, the difference
between both groups was less than the clinically meaning-
[ul difference of 4 points that was defined belorehand.

Adverse events in patients

Adverse events experienced by patients during chemo-
therapy, graded as either severe, moderate, or mild, are
summarized in Fig. 1. A total of 40 (33 %) patients in
the non-oxaliplatin group and 13 (48 %) in the oxalipl-
atin group reported moderate to severe nausea following
chemotherapy (p = 0.15). Morcover, significantly more
patients experienced moderate to severe neuropathy due to
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Table 1 Patient characteristics

N =147
Age, ycars
Median 62
Range 24-78
Gender (n)
Female 72
Male 75
Primary site
Ce-Rs 91
Ra-Rb 56
Stage (TNM 7th ed.)
I 6
A 21
1B 94
mc 14
v 12
Stage (JPN 6th ed.)
I 6
illa 96
[iIb 33
v 12
Years after surgery
Median 2.81
Avcrage 3.07
Range 0.62-7.92
Chemotherapy regimen
UFT 12
SFU/LV 10
UFT/LV 26
Capccitabine 40
S-1 32
mFOLFOX6 9
CapcOX 18
Marital status
Married 120
Unmarried 7
Divorced [}
Widowed 11
No response 3
Education
Less than high school 18
High school 66
College degree or higher 45
No response 18
Household income, yen
<3 million 36
>3, <6 million 54
>6, <9 million 22
>9 million 29

CapeOX cepecitabine + oxaliplatin, Ce cecum, FU fluorouracil, JPN
6th ed. 6th edition of the Japanese Classification of Colorectal Car-
cinoma, LV leucovorin, mFOLFOX6 modified FOLFOX-6 (fluoru-
racil + leucovorin -+ oxaliplatin), Ra-Rb rectum, Rs rectosigmoid,
TNM 7th ed. Tth edition of the Union for International Cancer Con-
trol TNM Staging System, UFT uracil and tegafur
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Fig. 1 Adverse events for
patients
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Fig. 2 Degree of chemotherapy-induced total side effects

oxaliplatin-based chemotherapy [24 (88 %) vs. 28 (29 %),
p < 0.05]. The results for the degree of total side effects due
o chemotherapy are shown in Fig. 2. Moderate side effects
were reported by 22 (81 %) patients treated with oxalipl-
atin. However, 2 (7 %) patients treated with oxaliplatin, 14
(40 %) doctors, and 28 (43 %) nurses considered oxalipl-
atin-associated side effects to be severe (p < 0.05).

Attitudes of patients and medical staff
toward chemotherapy

Responses by patients and medical staff to the items in the
questionnaire are shown in Fig. 3. Of the patients treated
with adjuvant chemotherapy, 39 % achieved a reduction in
the risk of relapse of 10 % (from 40 to 30 %: 40 — 30 %)
when the degree of chemotherapy-induced side effects was
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moderate. However, under the same circumstances (from
40 to 30 %: 40 — 30 %), 85 % of the doctors replied that
they would prescribe chemotherapy (p < 0.01). Twenty
patients (14 %) replied that they would accept chemo-
therapy for the case of “from 40 to 39 %” while 20 (14 %)
would not accept chemotherapy for the case of “from 40 to
20 %” for a moderate degree of side effects. The motivation
reported by the doctors in the case of “from 40 to 30 %”
was 85 %, higher than that in the case of “from 25 to 20 %”
(61 %), which was the same level reported by the patients.

As shown in Table 2, the TRB score did not tend to
be associated with potential predictors. In cases with
chemotherapy-induced severe side effects, females had
greater risk reduction benefits. The patients who experi-
enced severe side effects due to adjuvant chemotherapy
did not require greater benefits to consider chemotherapy
worthwhile.

Discussion

There were three major findings in this study. First, the
motivation of patients with colorectal cancer was not chal-
lenged by the doctors. Second, the more severe side effects .
experienced by colorectal cancer patients were not asso-
ciated with judgment that larger gains were necessary to
make treatment worthwhile. Finally, most patients who
received oxaliplatin-containing regimens considered their
side effects to be moderate, whereas many doctors assessed
them to be severe.

To the best of our knowledge, this is the first report
showing that patients were more motivated to receive
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Fig. 3 Attitudes toward chemo-
therapy
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Table 2 Correlatiop between Mild Moderate Severe

the total risk reduction benefit

and the predictor y P y P y P
Age at interview 0.07 0.39 —0.02 0.84 ~0.14 0.08
Gender 0.05 0.57 0.11 0.18 0.18 0.03
Primary site 0.00 0.96 0.03 0.69 0.09 0.29
Stage (TNM 7th ed.) -0.10 0.24 —0.15 0.06 -0.07 0.38
Years after surgery 0.13 0.11 0.11 0.20 -0.03 0.72
Chemotherapy regimen 0.03 0.70 0.03 0.72 0.03 0.76
Marital status —-0.02 0.84 —0.01 0.94 0.01 0.89
Children at interview 0.04 0.63 -0.02 0.85 0.00 0.95
Education —0.08 0.38 0.03 0.77 0.13 0.12
Household income, yen —0.13 0.12 0.07 0.45 —0.03 0.77
Employment status —0.08 0.31 —0.05 0.52 0.04 0.62
Randomized clinical trial —0.13 0.11 —0.10 0.24 —0.06 0.47
HRQOL score —0.06 0.45 0.00 0.98 0.06 0.46

TNM 7th ed. Tth edition of the NTX score —0.09 0.27 —0.09 0.31 ~0.12 0.17

Union for International Cancer  py1) ide effects for patients —0.13 0.12 -0.13 0.12 ~0.12 0.14

Control TNM Staging System

adjuvant chemotherapy than doctors were to prescribe it.
These results conflict with the findings of previous studies
[8, 11], in which cancer patients tended to perceive greater
benefits from chemotherapy than doctors. These discrepan-
cies may be partly explained by differences in study meth-
ods and ethical considerations.

Our hypothesis that patient characteristics, especially
more severe side effects, would affect the attitude that the
benefits of chemotherapy were worthwhile was not sup-
ported. Our result that gender influenced risk reduction
benefits only in the case of severe chemotherapy seems to
conflict with the findings of a previous report [12]. How-
ever, these findings are compatible with the heterogeneity
of preferences for chemotherapy seen in previous reports

[11-14]. Furthermore, our findings confirmed that more
detailed discussions regarding individualized treatment
regimens are important prior to adjuvant chemotherapy to
assist in shared decision-making.

No clinically meaningful difference in NTX scores
was observed among patients who received surgery more
than 2 years previously. This result supports the view that
there was no clinically significant long-term difference
in NTX scores [7]. QOL, as assessed using the HRQOL
score, was considered good regardless of the chemother-
apy regimen, and peripheral sensory neuropathy may not
reduce QOL to an extent deemed clinically meaningful.
This result is in conflict with the views stated in a previous
report [15]. Most patients who received oxaliplatin-based

@ Springer
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chemotherapy considered the side effects to be moderate,
whereas many doctors considered them to be severe. These
results suggest that physicians overestimate peripheral sen-
sory neuropathy in patients, and potential gaps exist in the
judgment of severity of treatment-related toxicity between
physicians and patients.

There were several limitations to this study. First, the
colorectal cancer patients were treated at a single institute
and free of recurrence. Second, approximately half of the
patients were involved in clinical trials, which is not rep-
resentative of patients treated for colorectal cancer in
Japan, and they may have been highly motivated patients.
Third, various regimens, such as S-1, capecitabine, uracil
and tegafur/leucovorin (UFT/LV), and UFT alone were
included in the non-oxaliplatin group, and those receiv-
ing CapOx and FOLFOX were included in the oxaliplatin
group. Fourth, recollection biases may have become dis-
torted with the passage of time because the start of chemo-
therapy varied among the study participants. It would be
interesting to conduct a prospective, real-time evaluation of
patients during the decision-making process.

In conclusion, the results of this survey suggest that doc-
tors should consider the existence of potential heterogeneity
of side effects and attitudes regarding the balance of risks
and benefits in adjuvant chemotherapy, and the perspec-
tives of patients should enhance shared decision-making.
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Estimation of Peritoneal Dissemination in Patients with Unresectable Advanced or Recurrent Colorectal Cancer
who Underwent Curative Resection after Combination Chemotherapy: Shinori Mizota™', Satoshi lkeda ™, Masami
Yamauchi ™, Yuki Imaoka *', Hiroaki Mashima *!, Sho Okimoto !, Yuji Takakura™®', Midori Noma ™', Masahiro Ohara ™', Koichi
Oishi*!, Toshihiko Kohashi®', Yasuhiro Fudaba™, Tatsuro Ishimoto™, Yasuhiro Matsugu™', Hideki Nakahara !, Takashi
Urushihara ™!, Katsunori Shinozaki ** and Toshiyuki ltamoto ™ (*'Dept. of Digestive, Breast, Transplant Surgery, and **Dept.
of Clinical Oncology, Hiroshima Prefectural Hospital)

Summary
In a group of 209 colorectal cancer patients with unresectable tumors, 10 patients underwent curative resection after

combination chemotherapy at our hospital between 2006 and 2012. Of these 10 patients, 5 presented with peritoneal dissem-
ination at the start of chemotherapy. With the exception of 1 patient with peritoneal recurrence, peritoneal dissemination and
liver metastasis were observed in all patients at the time of diagnosis of colorectal cancer. Computed tomography (CT) and/
or positron emission tomography-CT examination revealed disappearance of peritoneal dissemination in response to chemo-
therapy, except in 1 patient with peritoneal recurrence. After combination chemotherapy, surgical resection of liver metasta-
ses and peritoneal dissemination was performed. Pathological and intraoperative findings indicated disappearance of perito-
neal dissemination in 3 patients and P2 grade peritoneal dissemination in" 1 patient. In the patient with peritoneal recurrence,
1 tumor was completely resected. Interestingly, none of the 3 patients that exhibited complete disappearance of peritoneal
dissemination showed peritoneal recurrence, afthough 1 patient exhibited metastases in the lung and non-regional lymph
nodes. In contrast, the patient with P2 grade peritoneal dissemination showed peritoneal recurrence and lung metastasis. All 5
patients survived (duration from diagnosis of colorectal cancer, 31-83 months). Herein, we report the use of combination
chemotherapy to achieve the disappearance of peritoneal dissemination, changing unresectable colorectal cancer with perito-
neal dissemination into resectable cancer. Key words: Peritoneal dissemination, Unresectable, Colorectal cancer (Received

Apr. 15, 2013/ Accepted Sep. 26, 2013) |
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