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ABSTRACT

Purpose: In Phase |, the purpose was to determine the
maximum tolerated dose and phar macokinetics of docetaxel
plus cyclophosphamide (DC) with and without granulocyte
colony-stimulating factor in the treatment of patients with
solid tumors. For Phasell, the purpose wasto determinethe
safety and efficacy of thiscombination asfirst-linetreatment
in patients with metastatic breast cancer (MBC).

Experimental Design: In Phasel (45 patients), docetaxel
was escalated from 60 mg/m? to 85 mg/m?, and cyclophos-
phamide from 600 mg/m? to 800 mg/m?. Phar macokinetic
evaluation of docetaxel was performed in 19 patients with
MBC. In Phase |l (34 patients), patientsreceived cyclophos-
phamide (600 mg/m?) followed by docetaxel (75 mg/m?), i.v.

Results: In Phase |, the dose-limiting toxicity was neu-
tropenia-related events. The maximum tolerated dose for
DC was 75 mg/m?/700 mg/m? in solid tumor patientstreated
previously and 75 mg/m?/800 mg/m? for patients not treated
previously for MBC. Dose escalation of docetaxel >75
mg/m? was not tolerated, despite prophylactic granulocyte
colony-stimulating factor treatment. In Phase II, 71% of
patients received prior anthracycline therapy. Neutropenic
fever requiring i.v. antibiotics occurred in 6 patients (19%).
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One patient had grade 3 neuropathy. There was no cardio-
toxicity. The overall Phase Il intent-to-treat objective re-
sponse rate was 65% (complete responses, 12%). The me-
dian overall survival was 22 months, and the median timeto
progression was 6 months.

Conclusions: DC combination therapy is an active reg-
imen with acceptable toxicity and is appropriate regardless
of prior anthracycline therapy. In view of the high activity
and lack of cardiotoxicity, this combination warrants addi-
tional investigation in early stage breast cancer and in com-
bination with trastuzumab.

INTRODUCTION

Breast cancer is the most common malignancy of Ameri-
can women. This year, an estimated 192,200 new cases will be
diagnosed, and 40,800 women will die of the disease, making
breast cancer second only to lung cancer as the cause of cancer
death in women in the United States (1). Anthracycline-contain-
ing regimens, such as 5-fluorouracil, doxorubicin, and cyclo-
phosphamide, 5-fluorouracil, epirubicin, and cyclophospha-
mide, or doxorubicin plus cyclophosphamide, are the most
frequently used combination regimensfor MBC® (2, 3) In recent
years, many patients with early high-risk breast cancer received
anthracycline-containing adjuvant or neoadjuvant regimens. Al-
though doxorubicin is considered the most important component
of combination chemotherapy in MBC, some patients cannot
tolerate its toxicities, choose not to accept the safety profile, or
have previous anthracycline exposure. Furthermore, few regi-
mens are effective in patients with anthracycline-exposed or
anthracycline-resistant breast cancer (4—8). Therefore, an effec-
tive regimen that does not contain an anthracycline must be
identified.

Docetaxel is a well-tolerated agent that has significant
activity against breast cancer (9, 10). Initial Phase Il studiesin
MBC patients treated previously, found response rates to range
from 18 to 58% (4, 6, 11). Phase Ill randomized trials of
docetaxel in >1000 patients have found response rates ranging
from 30 to 48%, establishing its activity as a single agent in
patients with MBC (8, 12, 13).

Although not supported by data from prospective, random-
ized trials, there is some suggestion that docetaxel in combina-
tion with an anthracycline may be a more active regimen than
docetaxel alone. Docetaxel plus doxorubicin, docetaxel plus

3 The abbreviations used are: MBC, metastatic breast cancer; MTD,
maximum tolerated dose; G-CSF, granulocyte colony-stimulating fac-
tor; CBC, complete blood count; CR, complete response; PR, partia
response; SD, stable disease; PD, progressive disease; TTP, time to
progression; OS, overal survival; CL, clearance rate; PK, pharmacoki-
netics.
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doxorubicin plus cyclophosphamide, and docetaxel plus epiru-
bicin have shown objective response rates of 60%, 55%, and
62.5%, respectively. Moreover, docetaxel in combination with
nonanthracyclines appears to have superior activity to docetaxel
monotherapy. A Phase Il trial found that docetaxel mono-
therapy resulted in an overall response rate of 30% and median
OS of 11.5 months, whereas the combination of docetaxel plus
capecitabine resulted in an overall response rate of 42% and
median OS of 14.5 months (14).

Used as a single agent in patients with MBC, cyclophos-
phamide produces an objective response rate of 34% (15).
Cyclophosphamideis an integral constituent of most established
first-line combination chemotherapy regimens for the manage-
ment of all stages of breast cancer (2, 3).

The combination of DC chemotherapy exhibited efficacy
in preclinica tests (16). Moreover, combining the two drugs
alowed >60% of the full single-agent dose of each drug to be
used safely (16). Clinical studies have shown that taxanes com-
bined with alkylating agents are effective in treating MBC and
other solid tumors (17—20). Phase | studies of paclitaxel com-
bined with cyclophosphamide have shown safety (18) and over-
all response rates of 25% for patients with MBC treated previ-
ously, and 50% for those with untreated MBC (20).

The primary goals of the current study were to develop a
combination regimen that was both safe and well-tolerated in
women with MBC who were not eligible for anthracyclines, or
who could not tolerate the toxicity of anthracyclines. Docetaxel
and cyclophosphamide were chosen in view of their activity as
single agents, their activity in combination, and the extent of
experience with these two agents in the treatment of breast
cancer. It is serendipitous that this regimen lacks cardiotoxicity
and makes for an appealing combination with trastuzamab.

Thus, we determined the MTDs of DC when used in
combination in patients with previously treated or untreated
solid tumors. We aso determined the MTD of this combination
without and with G-CSF in patients with untreated MBC (no
prior chemotherapy for metastatic disease). Pharmacokinetic
evaluation of docetaxel was performed in patients with MBC.
We then conducted a prospective Phase |l study to assess the
efficacy and safety of the combination of DC combination as a
first-line therapy in patients with MBC.

PATIENTS AND METHODS

Study Design and Patients. Patients in Phase | were
divided into three cohorts: (a) cohort A was composed of 18
patients with solid tumors who were allowed previous treatment
for metastatic cancer; (b) cohort B included 18 patients not
treated previously for MBC; and (c) cohort C consisted of 9
patients with untreated MBC who received G-CSF (filgrastim,
Neupogen; Amgen Corp.) after chemotherapy until the WBC
count was >10,000/p.l.

Patients with histologically confirmed solid tumors were
eligible for Phase I, cohort A. These patients were eligible
regardless of the number of prior regimens of chemotherapy,
hormonal therapy, radiotherapy, or biological therapy, provided
they had not received these or investigational agents within 4
weeks of study entry.

Patients with histologically confirmed adenocarcinoma of

the breast with progressive metastatic disease were considered
for both Phase | and Phase Il. These patients were deemed
ineligible for cohort B or C of the Phase | study and for the
Phase Il study if they had received prior chemotherapy for
MBC.

Patients were eligible for inclusion if they had recovered
from reversible toxicity caused by prior therapy, had a survival
expectancy of >12 weeks, had a performance status of >60%
on the Karnofsky scale (21), and had normal function of the
bone marrow (absolute granulocyte count >2,000/wl, platelet
count >100,000/pl), liver (serum total bilirubin less than the
ingtitutional upper limit of normal and alkaline phosphatase,
alanine aminotransferase, and aspartate aminotransferase <1.5
times the upper limit of normal), and kidneys (serum creatinine
<2.0 mg/dl or creatinine clearance >60 ml/min).

All of the patients may have had prior adjuvant or neo-
adjuvant chemotherapy, provided that they had not received
taxane-containing regimens.

Patients were also excluded if they had meningeal or brain
metastasis, symptomatic peripheral neuropathy (National Can-
cer Institute grade >1), or other serious medical or psychiatric
illness. Before treatment, all of the patients were advised of the
investigational nature of this study and signed a written in-
formed consent form approved by The University of Texas
M. D. Anderson Cancer Center Surveillance Committee (Insti-
tutional Review Board).

Pretreatment and Follow-Up Evaluation. Baseline
evaluation consisted of: (a) a complete medica history and
physical examination; (b) a CBC; (c) measurement of prothrom-
bin time and partial thromboplastin time; (d) serum biochemical
profile (SMA-20); (e) an electrocardiogram,; (f) a urinalysis; (g)
a chest radiograph; (h) an abdominal computed tomography
scan; and (i) measurement of urine or serum chorionic gonado-
tropin in patients with childbearing potential. Patients had other
appropriate imaging studies, as clinically indicated, to document
the extent of disease. All of the patients had vital signs per-
formed every 15 min during administration and 2 h after ad-
ministration. Between treatments, patients had a CBC twice
weekly during the first two courses and then weekly along with
a serum biochemica profile. Before each treatment, the patients
had a CBC, SMA-20, prothrombin time and partial thrombo-
plastin time, urinalysis, electrocardiogram, physical examina
tion, tumor measurements, and toxicity profile assessment. Ap-
propriate imaging studies to assess objective response were
performed after every two cycles of treatment.

Treatment Plan. Cyclophosphamide (Cytoxan; Bristol-
Myers-Squibb Pharmaceuticals, Princeton, NJ, or Neosar; Adria
Laboratories, Columbus, OH) then docetaxel (Aventis Pharma-
ceuticals, Bridgewater, NJ) were sequentially administered i.v.
over 1 h. At the onset of the study, premedication consisted of
dexamethasone 8 mg administered p.o. twice a day for 5 days,
starting 24 h before docetaxel administration. On April 18,
1997, the premedication dexamethasone administration was
amended to a duration of 3 days. For the Phase | study, the
starting dose of docetaxel was 60 mg/m?, and the starting dose
of cyclophosphamide was 600 mg/m?. The doses of both agents
were escalated sequentially and an MTD established in each
cohort of patients as described below. For patients experiencing
unacceptable toxicity (grade >3 nonhematol ogic toxicity, grade
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4 neutropenia for >7 days, grade 4 neutropenia with fever or
infection, grade >3 neutropenia at day 22, and temperature
>38°C requiring i.v. antibiotics), the dose of docetaxel and
cyclophosphamide were each reduced by 25%. For patients
experiencing peripheral neuropathy or cutaneous reactions as
the only toxicity, only the docetaxel was reduced by 25%. A
maximum of two dose reductions were alowed per patient.
Administration of both agents was repeated every 21 days until
disease progression was documented or until toxic effects pre-
cluded additional therapy.

After the MTD was identified in patients with solid tumors
and patients with untreated MBC, the MTDs of these agents
with G-CSF were determined in a third cohort comprised of
patients with untreated MBC (Phase I, cohort C). G-CSF was
giveninasingle daily dose of 5 pg/kg to 9 patients on days 2—8
of each course or until WBC >10,000 cellg/l. Patients entering
the Phase 1 study received cyclophosphamide 600 mg/m? and
docetaxel 75 mg/m? by the same schedule of administration and
dose reductions used in Phase I.

Assessment of Toxicity. Toxic effects were graded by
the National Cancer Institute Common Toxicity Criteria.
Other toxic effects were graded as mild (asymptomatic or
minor symptoms that did not require treatment), moderate
(symptoms that required minor treatment), or severe (Ssymp-
toms that interfered with function and that required major
treatment). Neutropenic fever was nongraded and was de-
fined as a temperature >38.5°C in a patient with an absolute
granulocyte count <500/mm?,

Assessment of Response. Assessment of antitumor ac-
tivity was evaluated after every two courses. Objective re-
sponses were graded according to standard criteria (22) for CR,
PR, SD, or no change, and PD. Tumor response was based on
two assessments performed at least 6 weeks apart. The TTP was
calculated from the time of the first dose of DC to the time of the
first objective evidence of tumor progression. OS was cal culated
from the time of patient enrollment in the study to the time of
documented death. For patients who were alive or who were lost
to follow-up, end points were based on the date they were last
known to be alive or the date of last available information.

Pharmacologic Studies. Analysis of blood plasma con-
centrations of docetaxel was performed during the first cycle of
therapy in the first 19 patients in the Phase | study. Blood
samples were collected before the infusion of docetaxel began
and again 30 mininto the 1-hinfusion, and 2, 4, 6, and 24 h after
completion of the infusion. The systemic CL, concentration at
steady state, and plasma half-life for docetaxel were calculated
using the method described by Bruno et al. (23) and Vergniol et
al. (24).

The collected data permitted elaboration and validation of
a population PK model that was used to estimate the PK pa-
rameters of each individual based on plasma concentrations,
using Bayesian methods.

The PK model is a three-compartment structural model
with first-order elimination. The interpatient and residual vari-
ability of PK parametersis modeled as described previously (23,
25). Individual plasma clearance, area under the plasma con-
centration-time curve, peak plasma level, and time at which
plasma levels exceeded given threshold levels were used as
measures of drug exposure.

Tablel Phase |: characteristics of patients with solid tumors at

study entry

Characteristic Value
Tota patients 45
No. of patients with breast cancer 32
Median age (range), years 53 (29-73)
Median Karnofsky performance status (range), % 90 (60-100)
No. of patients with prior hormonal therapy (%) 13 (29%)
No. of patients with prior chemotherapy (%) 39 (87%)
No. of patients with prior anthracycline therapy (%) 29 (64%)
Median no. of metastatic sites (range) 2(1-5)

Statistical Considerations. A main objective of the
Phase | study was to establish the dose at which the combination
of DC wasto be used in the Phase |1 portion of the study. Doses
were escalated in groups of 3 patients until unacceptabl e toxicity
was observed (grade >3 nonhematologic toxicity, grade 4 neu-
tropenia for >7 days, grade 4 neutropenia with fever or infec-
tion, grade >3 neutropenia at day 22, and temperature >38°C
requiring i.v. antibiotics). If unacceptable toxicity occurred in 1
or 2 of 3 patients, then 3 additional patients were accrued at that
level. MTD was reached when =3 patients in a group experi-
enced unacceptable toxicity. Determining whether G-CSF
would allow additional dose escalation required an additional 9
patients.

To calculate sample size for the Phase 1l study, we made
the assumption that an objective response rate >70% was con-
sidered sufficiently active to warrant additional testing of this
combination. At least 31 patients would be required to detect an
objective response rate >70% (with a power of 90%), although
we enrolled atotal of 34 patients.

The safety, efficacy, laboratory, and adverse event data
were reviewed to ensure that evaluability and responses had
been determined appropriately. Patients who died during ther-
apy or who were lost to follow-up were considered to have PD
as of the date of death or last follow-up date unless a definite
clinical or autopsy diagnosis indicated drug-related death or
death because of causes unrelated to therapy or disease.

The percentage of patients attaining a CR and the percent-
age of patients attaining either a CR or a PR were estimated, and
95% two-sided confidence intervals were calculated. The sur-
vival distributions for OS and TTP were estimated using the
Kaplan-Meier (product-limit) method. Patients for whom the
endpoints for these analyses (i.e., SD, dtill alive as of last
follow-up) were unavailable and were censored using the most
recent available data.

RESULTS

Patient Characteristics. Seventy-nine patients were en-
rolled in this Phase I/1l study between August 27, 1994, and
April 2, 1999: 45 in the Phase | study and 34 in the subsequent
Phase Il study. All of the patients included in the trial were
evaluated according to intent-to-treat analysis, including 1 who
died during the course of treatment. Reported results were
accurate as of April 10, 2001. The characteristics of the patients
treated in the Phase | study arelisted in Table 1, and those in the
Phase Il study are listed in Table 2. Of the 45 patients in the
Phase | study, 38 were women and 7 were men; 32 had MBC,
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Table2 Phase |l: characteristics of patients with MBC at study

entry

Characteristic Value
Total patients 34
Median age (range), years 55 (39-76)
Median Karnofsky performance status (range), % 90 (60-100)
No. of patients with prior hormonal therapy 14 (41%)
No. of patients with prior chemotherapy 27 (79%)
No. of patients with prior anthracycline therapy 24 (71%)
Median no. of metastatic sites (range) 2(1-6)
No. of patients ER+/PR+? 10 (29%)
No. of patients ER+/PR— 3 (9%)
No. of patients ER—/PR+ 2 (6%)
No. of patients ER—/PR— 17 (50%)
No. of patients ER/PR unknown 2 (6%)
No. of patients Her-2/neu positive 3 (15%)
No. of patients Her-2/neu negative 17 (50%)
No. of patients Her-2/neu unknown 14 (35%)

2 ER, estrogen receptor; PR, progesterone receptor.

6 had sarcoma, 3 had colon cancer, and 4 had other solid tumors.
In general, patients had a good Karnofsky performance status
and more than one site of metastasis. Most patients in the Phase
| study had prior chemotherapy, and 29 patients had received a
previous adjuvant or preoperative regimen containing an anthra-
cycline.

The median age of the 34 patientsin the Phase |1 study was
55 years (range, 39—-76 years). Phase Il patients had a good
Karnofsky performance status and two or more metastatic sites.
Thirteen patients were positive for the estrogen receptor, 19
patients were negative for the estrogen receptor, and the remain-
ing 2 patients had no data available on estrogen receptor testing.
Only 20 patients had measurement of HER-2/neu by immuno-
histochemistry or by fluorescent in situ hybridization testing.
From the patients tested for HER-2/neu, 3 patients were HER-
2/neu positive, and 17 were HER-2/neu negative. Most patients
had received prior chemotherapy. Seventy-one percent in the
Phase Il study had received an anthracycline, and 79% had
received cyclophosphamide as a previous preoperative or post-
operative regimen. No patients in the Phase Il study received
trastuzumab.

Phase | Safety Profile. In Phasel, atota of 45 patients
received atotal of 236 courses of DC. The numbers of patients,
the dose escalation scheme, and the first cycle hematologic
toxicities are shown in Table 3. The median number of cycles
was 5 (range, 1-17 cycles). Nonhematologic toxicities are
shown in Table 4.

Neutropenia complicated by fever was seen in 23 patients
(51%) during any cycle. Febrile neutropenia requiring admis-
sion for i.v. antibiotics occurred in 14 patients (9 patients
received ora antibiotics). Nine patients had two or more epi-
sodes of neutropenic fever. Twelve patients had febrile neutro-
penia with a documented infection. One patient died of non-
neutropenic sepsis after admission to an outside hospital for
nausea, vomiting, and abdominal pain.

The most common grade 3 or 4 nonhematologic toxicities
were fatigue and myalgia. Alopecia was total and universal in
most patients. Three patients each experienced one grade 2
hypersensitivity reaction. Stomatitis was frequent (34 patients,

76%, grade 1 and 2) but rarely severe (only 2 patients with grade
3 or 4). Noninfectious conjunctivitis was occasionally seen, and
was described as excessive tearing and occasional ocular itch-
ing. Thirty-one patients (69%) developed a grade 1 or 2 periph-
eral neuropathy that was predominantly of a sensory type and
nondisabling. The patients experienced mild paresthesia or dys-
esthesia in the fingertips or toes or both.

Three patient cohorts were evaluated for MTD in this study
(Table 3). The MTD for cohort A was 75 mg/m? docetaxel and
700 mg/m? cyclophosphamide. The MTD for cohort B was 75
mg/m? docetaxel and 800 mg/m? cyclophosphamide. The use of
G-CSF did not allow dose escalation, and the MTD for cohort C
remained at 75 mg/m? docetaxel and 800 mg/m? cyclophos-
phamide. There is little evidence to support the efficacy of
cyclophosphamide at doses >600 mg/m? in patients with breast
cancer (26—28). Therefore, we chose alower dose of cyclophos-
phamide (600 mg/m? rather than 800 mg/m?) to decrease the
likelihood of neutropenia-related events and reducing the dose
of docetaxel. Thus, 75 mg/m? docetaxel in combination with
600 mg/m? cyclophosphamide was the recommended Phase I
regimen for patients not treated previously for MBC.

Phase |1 Safety Profile. InPhasell, 34 patients received
a total of 254 courses of the combination of DC: 149 cycles
were administered at dose level 0, 88 cycles at dose level —1
(450 mg/m? cyclophosphamide and 45 mg/m? docetaxel), and
17 cycles at dose level —2 (340 mg/m? cyclophosphamide and
35 mg/m? docetaxel). There was 1 early death (15 days after
first cycle, etiology undetermined), and 1 patient was found to
be ineligible (after 1 cycle of therapy). The median number of
cycles per patient was 8 (range, 1-17 cycles).

Phase Il study toxicitiesarelisted in Table 5. Among the 34
patients treated with 75 mg/m? of docetaxel and 600 mg/m? of
cyclophosphamide, febrile neutropenia was seen in 12 patients
(35%); no infection was considered life-threatening, and only 6
of these patients required hospitalization for i.v. antibiotic ther-
apy. Nonfebrile neutropenia occurred in 29 patients (85%).
There were no other significant hematologic toxicities. Nonhe-
matologic toxicities were similar to those seen in the Phase |
study.

Phase | Response. Three medical oncologists and one
radiologist from our institution confirmed all of the responses.
Among the 32 patients who had MBC with evaluable disease, in
Phase I, 18 (56%) achieved a PR, and 4 (13%) had a CR. The
overall objective response rate was 69%, and the median OS
duration was 18.3 months. Among patients with other solid
tumors, 1 patient (sarcoma) had a brief PR.

Phase |1 Response Data. The outcomes of Phase Il
treatment are summarized in Table 6. Among the 34 patients
included in the intent-to-treat analysis, objective responses were
observed in 22 patients (65%): 18 patients (53%) had a PR and
4 patients (12%) had a CR. SD was observed in 7 patients
(21%). The other 5 patients (14%) had PD or withdrew from the
study. As seen in Fig. 1, the median OS was 22 months (range,
1to 39+ months). The median TTP was 6.0 months (range, 0.5
to 39+ months; Fig. 2).

PK Studies. Pharmacokinetic studies were performed in
the first 19 patients with previously untreated MBC (cohorts B
and C; Table 7) that received a combination of 75-85 mg/m? of
docetaxel and 700—800 mg/m? of cyclophosphamide. These
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Table3 Phase | cohorts and first cycle hematologic toxicity

Neutropenia

Anemia Thrombocytopenia
DC (mg/m?) Cohort® Total DLTP Grade 3 Grade 4 NF° grade 34 grade 34

60/600 A 6 1 2 2 0 1 0
75/600 A 3 0 0 3 2 0

75/700 A 6 2 1 5 2 0 0
75/800 A 3 3 0 3 2 0 0
75/700 B 3 0 0 3 1 0 0
75/800 B 6 1 0 6 2 0 0
85/800 B 3 3 0 3 2 0 0
80/600 B 6 2 1 5 3 2 0
75/800 C 3 0 1 1 0 0 0
85/800 c 6 3 1 3 3 2 0
Total 45 15 6 34 17 5 0

2 Phase | cohorts: A, patients treated previously for metastatic solid tumors; B, patients not treated previously for MBC; C, patients not treated

previously for MBC who received G-CSF.

PDLT, grade 4 nonhematologic toxicity, grade 4 neutropenia lasting > 7 days, grade 4 neutropenia with fever or infection, grade 4

thrombocytopenia.
¢ NF, neutropenic fever.

Table4 Phase |: number of patients with nonhematologic toxicity
during any cycle

Table5 Phase II: number of patients with National Cancer Institute
common toxicity criteria toxicity during any cycle

National Cancer Institute grade

Toxicity 1 2 3 4
Diarrhea 20 8 2 0
Edema 7 11 0 0
Emesis 6 4 0 0
Fatigue 8 18 17 0
Hand foot syndrome 9 2 1 0
Infection 2 7 15 0
Myalgia 13 18 4 0
Nail changes 18 2 0 0
Nausea 13 12 0 0
Sensory change 20 11 0 0
Stomatitis 17 17 2 0

results are presented in Table 7 and show no significant effect of
cyclophosphamide on docetaxel PK. This finding was not sur-
prising and confirms published observations (23, 25).

DISCUSSION

This study has shown that the nonanthracycline-containing
combination of 75 mg/m? of docetaxel plus 600 mg/m? of
cyclophosphamideis safe and highly effective when given every
21 days. Our intent-to-treat objective response rate was 69% in
Phase | and 65% in the Phase Il portion; 86% of Phase I
patients had a CR, a PR, or SD). Although this response rate is
lower than the 70% response rate we estimated in study design,
the regimen DC has activity in MBC. The efficacy presented
in this paper makes DC an attractive alternative to anthracy-
cline containing regimens. Moreover, there was a 22-month
median OS.

The safety and efficacy of DC appear to be superior to the
results seen with docetaxel as a single agent in Phase Il trials.
This conclusion is supported by two Phase Il trials of second-
line single agent docetaxel in women with MBC. The study by
Valero et al. (4) found an intent-to-treat objective response rate
of 51% (53% in evauable patients) and a median OS of 13.5

National Cancer Institute

grade
Toxicity 1 2 3 4
Hematologic toxicities
Anemia 14 14 4 0
Febrile neutropenia (non- 12
graded)
Neutropenia 2 0 2 29
Thrombopenia 6 0 0 0
Nonhematologic toxicities

Diarrhea 13 10 1 0
Edema 12 4 0 0
Emesis 7 9 0 0
Fatigue 4 13 15 0
Hand foot syndrome 14 3 1 0
Infection 0 7 7 1
Myalgia 6 20 5 0
Nail changes 15 3 0 0
Nausea 7 17 1 0
Sensory change 16 7 1 0
Stomatitis 12 14 1 0

months. In first-line MBC, others have reported intent-to-treat
objective response rates of 51-60% with docetaxel mono-
therapy (29, 30).

Although the current study is a Phase |1, single-institution
study, our results appear to be superior to the activity of do-
cetaxel monotherapy in three multi-institution, randomized trials
that demonstrate response rates of 30-50% in the subset of
MBC patients treated in first-line with docetaxel monotherapy
(8, 12, 13).

A Phase 1l randomized trial established the superiority of
docetaxel in combination randomized against docetaxel as
monotherapy. When docetaxel plus capecitabine was compared
with docetaxel alone, O’ Shaughnessy et al. (14) found improve-
ment in objective response rate (42 versus 30%), time to disease
progression (6.1 versus 4.2 months), and median survival (14.5
versus 11.5 months) when docetaxel was given in combination.
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Table6 Response rates for patients treated with docetaxel and
cyclophosphamide in Phase |1

No. of % of patients (95%
Response patients confidence interval)
Overall response 22 65 (49-81)
CR 4 12 (1-33)
PR 18 53 (36-70)
SD 7 21 (7-35)
PD 5 14 (2-26)
1.0
0.8
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£ 04
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Fig.1 Kaplan-Meier estimate of the cumulative probability of survival
of patients treated with docetaxel in combination with cyclophospha
mide (4, a censored observation; n = 34).

Docetaxel has aso been combined with either vinorelbine (31)
or epirubicin (32) in the first-line therapy of MBC with objec-
tive response rates of 64% and 66%, respectively. Whereas the
combination of cisplatinum and docetaxel had a 36% response
rate as second-line therapy (33, 34), the first-line response rates
were 77% in anthracycline-naive patients (35) and 55% in
anthracycline-exposed patients (36) with MBC. The current
study of DC indicates that this regimen has comparable activity
to other docetaxel containing two-drug combinations.

The TAX 306 trial randomized 429 patients with MBC to
receive either doxorubicin plus cyclophosphamide or doxorubi-
cin plus docetaxel. This study reported superior response rates
with the AT combination. This trial additionally established
docetaxel as an effective agent when given in combination for
MBC (37).

Although DC appears comparable in efficacy to other
combination regimens containing docetaxel, there are no ran-
domized trials directly comparing DC to a docetaxel-containing
triplet. The Phase || combination of docetaxel plus doxorubicin
plus cyclophosphamide (Taxotere plus Adriamyclin plus cyclo-
phosphamide) was used in anthracycline-naive and taxane-naive
patients with MBC with an intent-to-treat objective response
rate of 67% and a median TTP of 10.2 months (17, 38). It is
interesting to note that our Phase Il intent-to-treat objective
response rate of 65% is comparable with that of the Taxotere
plus Adriamyclin plus cyclophosphamide regimen. Addition-
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Fig.2 Kaplan-Meier estimate of the cumulative probability of remain-
ing disease free for patients treated with docetaxel in combination with
cyclophosphamide (4, a censored observation; n = 34).

ally, the current study included patients that had received a prior
anthracycline-containing regimen (71% of patients), whereas
the patients treated with TAC were anthracycline-naive. There
were more estrogen receptor-positive patients in the TAC study
(63% versus 38%), and fewer patients in the TAC study had
prior chemotherapy (31% versus 79%). Thus, patient selection
may contribute to the longer median TTP with TAC. The TAC
regimen has now been studied in Phase Ill in patients with
MBC, <25% of whom have been treated with adjuvant anthra-
cycline therapy (38). This study found that in 484 patients with
MBC randomized to either TAC or 5-fluorouracil, doxorubicin,
and cyclophosphamide, there was a 55% (range, 49—61%)
overal response rate and a median OS of 21 months (range,
17-25 months) for patients receiving TAC. Thus, it appears that
the efficacy of TAC from Phase | and Phase Il studiesis similar
to DC, as presented in the current study.

A current Phase I11, prospective, randomized tria is com-
paring postoperative doxorubicin plus cyclophosphamide to DC
(termed TC) in patients with stage I-111 operable, invasive breast
cancer (39). The preliminary results suggest that the combina-
tion of DC is well-tolerated. If this trend continues as the study
matures, DC may be another option in the treatment of patients
with high risk, early stage breast cancer.

In our study, the combination of 75 mg/m? docetaxel and
600 mg/m? cyclophosphamide was well tolerated in both the
Phase | and the Phase Il portions of this study. The Phase |
dose-limiting toxicity was neutropenic fever or neutropenia-
related infection. There appears to be similar grade 3/4 neutro-
penic fevers or infections in the current Phase | dose escalation
study (51% neutropenic fever, 91% neutropenia, and 33% in-
fection in patients during any cycle) compared with other stud-
ies using docetaxel alone. This Phase |, dose escalation toxicity
profile was obtained in patients receiving up to 85 mg/m?
docetaxel and 800 mg/m? cyclophosphamide.

The Phase I portion of our study found neutropenic fever
in 38% (grade 4 neutropenia with grade >1 fever), neutropenia
in 97%, and infection in 25% of patients during any cycle. In
comparison, a Phase Il study of single agent docetaxel (100
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Table7 Pharmacokinetic parameters of docetaxel in patients treated with docetaxel plus cyclophosphamide

C Total BSA C

AUC CL Vv T

D max ss 12
(mg/m?»?  (mg/m?) patients (m®> = SD)  (wg/ml = SD)  (ug*h/m = SD)  (liter//m? = SD)  (liter/m? = SD) (h = SD)
700 75 7 1.67 = .05 1.82 = .43 287+ .24 26.3+ 22 219 + 299 14.2 = 16.8
600 80 6 1.86 = .16 2.03 £ .27 331+ .72 250+ 5.7 219 + 97 199+ 7.2
800 85 6 188 = .24 1.68 = .73 3.10 = .69 28.6 + 6.2 240 + 336 11.8 = 11.3

2 C, cyclophosphamide; D, docetaxel; BSA, body surface area; C,,., maximum concentration; AUC, area under the concentration-time curve,

V, volume at steady state; T,,,, terminal half-life.

mg/m?) in patients treated previously for MBC at our institution
reported neutropenic fever (grade 4 neutropenia with grade >1
fever) in 51%, neutropenia in 96%, and grade 3 or greater
infection in 26% of patients during any cycle (4). A second
Phase |1 study of docetaxel at 100 mg/m? reported neutropenic
fever requiring i.v. antibiotics in 33% of patients and neutrope-
nia in 95% of patients (6). Neutropenia in Phase Il1 trials of
docetaxel monotherapy (100 mg/m?) was reported from 93 to
94% (8, 13). These trials also reported 5.7—9% rates of grade 4
neutropenia with grade >2 fever during any cycle of docetaxel.
These results suggest that there is no increase in toxicity when
the docetaxel dose is reduced from 100 mg/m? to 75 mg/m? and
combined with cyclophosphamide. The incidence of skin rash,
hypersensitivity reactions, fatigue, myalgia, and fluid retention
were similar to those reported previously in patients receiving
75 mg/m? of docetaxel (4, 11, 39).

One aspect of this study was to determine whether dose
escalation was possible with the addition of prophylactic G-CSF
in patients with untreated MBC. Since the initial design of this
study in 1994, it has become apparent that high-dose chemo-
therapy and prophylactic G-CSF in the MBC setting are of
unproven benefit (40—44). Thus, it is not surprising that the
MTD was similar without or with G-CSF for patients treated
previously with MBC. This s the rationale why G-CSF was not
required in the Phase |1 study.

The maximum concentration in micrograms per milliliter
and area under the curve in microgram + hours per minute
values for docetaxel in this study are concordant with the
pharmacokinetic profile of docetaxel administered as a single
agent. The total plasma CL of 27 liter/n/m? (SD = 6 liter/h/m?)
in this study was relatively stable over the cyclophosphamide
dose range and was similar to that observed for docetaxel
administered alone (22 liter/n/m?, SD = 11 liter/n/m?; Ref. 23).

The rationale underlying the activity and future potential of
this combination is appealing. Each agent works via a different
mechanism of action with a nonoverlapping nonhematologic
toxicity profile. Moreover, preclinical studies have shown that
there is limited cross-resistance and additive antitumor activity
when these two agents are combined (16, 45). In patients with
anthracycline-resistant MBC or those who are unable to tolerate
the toxicity of anthracyclines, the combination of DC is an
effective and well-tolerated first-line trestment for MBC. This
study has laid the groundwork for a Phase 111 trial comparing the
safety and activity of postoperative DC in the setting of early
stage breast cancer.

Cardiotoxicity is a critical limiting toxicity with anthracy-
cline-containing regimens and precludes their combination with
trastuzumab (Herceptin). Because the combination of DC has

minimal cardiotoxicity, future studies may be directed at com-
bining the promising activity of this regimen with trastuzumab
in the treatment of patients with Her-2/neu growth factor recep-
tor-expressing tumors.

ACKNOWLEDGMENTS

We thank Judy Dillon for secretarial assistance and Kate O Sil-
leabhéin for editing assistance.

REFERENCES

1. Jemal, A., Thomas, A., Murray, T., and Thun, M. Cancer statistics,
2002. (Published erratum appears in CA Cancer J. Clin. 52:119, 2002).
CA Cancer J. Clin. 52: 23-47, 2002.

2. Hortobagyi, G. N. Treatment of breast cancer. N. Engl. J. Med., 339:
974-984, 1998.

3. Ellis, M., Hayes, D., and Lippman, M. Treatment of metastatic breast
cancer. In: J. Harris, M. Lippman, and M. Morrow (eds.), Diseases of
the Breast, Ed. 2, pp. 605-665. Philadelphia: Lippincott, Williams, and
Wilkins, 2000.

4. Vaero, V., Holmes, F. A., Walters, R. S, Theriault, R. L., Esparza,
L., Fraschini, G., Fonseca, G. A., Bellet, R. E., Buzdar, A. U., and
Hortobagyi, G. N. Phase |1 trial of docetaxel: a new, highly effective
antineoplastic agent in the management of patients with anthracycline-
resistant metastatic breast cancer. J. Clin. Oncol., 13: 2886—2894, 1995.
5. Holmes, F. A., Vaero, V., Walters, R. S,, Theriault, R. L., Booser,
D. J, Fraschini, G., Buzdar, A. U., Frye, D., Gibbs, H. R., and Horto-
bagyi, G. N. The M. D. Anderson Cancer Center experience with Taxol
in metastatic breast cancer. J. Natl. Cancer Inst. Monogr., 15: 161169,
1993.

6. Ravdin, P. M., Burris, H. A., 3rd, Cook, G., Eisenberg, P., Kane, M.,
Bierman, W. A., Mortimer, J., Genevais, E., and Bellet, R. E. Phase ||
trial of docetaxel in advanced anthracycline-resistant or anthracenedi-
one-resistant breast cancer. J. Clin. Oncol., 13: 2879-2885, 1995.

7. Nabholtz, J. M., Gelmon, K., Bontenbal, M., Spielmann, M., Cat-
imel, G., Conte, P., Klaassen, U., Namer, M., Bonneterre, J., Fumoleau,
P., and Winograd, B. Multicenter, randomized comparative study of two
doses of paclitaxel in patients with metastatic breast cancer. J. Clin.
Oncol., 14: 1858-1867, 1996.

8. Nabholtz, J. M., Senn, H. J, Bezwoda, W. R., Melnychuk, D.,
Deschenes, L., Douma, J., Vandenberg, T. A., Rapoport, B., Rosso, R.,
Trillet-Lenoir, V., Drbal, J., Molino, A., Nortier, J. W., Richel, D. J,
Nagykalnai, T., Siedlecki, P., Wilking, N., Genot, J. Y., Hupperets,
P. S., Pannuti, F., Skarlos, D., Tomiak, E. M., Murawsky, M., Alakl, M.,
and Aapro, M. Prospective randomized trial of docetaxel versus mito-
mycin plus vinblastine in patients with metastatic breast cancer pro-
gressing despite previous anthracycline-containing chemotherapy. 304
Study Group. J. Clin. Oncoal., 17: 1413-1424, 1999.

9. Cortes, J., and Pazdur, R. Docetaxel. J. Clin. Oncol., 13: 2643-2655,
1995.

10. Antoine, E. C., Rixe, O., Auclerc, G., Weil, M., and Khayat, D.
Docetaxel. A review of itsrole in breast cancer treatment. Am. J. Clin.
Oncoal., 20: 429-432, 1997.

11. Vadero, V., Jones, S. E., Von Hoff, D. D., Booser, D. J., Mennel,
R. G., Ravdin, P. M., Holmes, F. A., Rahman, Z., Schottstaedt, M. W.,

Downloaded from clincancerres.aacrjournals.org on March 18, 2020. © 2003 American Association for Cancer
Research.


http://clincancerres.aacrjournals.org/

Clinical Cancer Research 2433

Erban, J. K., Esparza-Guerra, L., Earhart, R. H., Hortobagyi, G. N., and
Burris, H. A., Ill. A phase Il study of docetaxel in patients with
paclitaxel-resistant metastatic breast cancer. J. Clin. Oncol., 16: 3362—
3368, 1998.

12. Sjostrom, J., Blomqvist, C., Mouridsen, H., Pluzanska, A., Ottos-
son-Lonn, S., Bengtsson, N. O., Ostenstad, B., Mjaaland, |., Pam-
Sjoval, M., Wigt, E., Valvere, V., Anderson, H., and Bergh, J. Do-
cetaxel compared with sequential methotrexate and 5-fluorouracil in
patients with advanced breast cancer after anthracycline failure: a ran-
domised phase Il study with crossover on progression by the Scandi-
navian Breast Group. Eur. J. Cancer, 35: 1194-1201, 1999.

13. Chan, S, Friedrichs, K., Noel, D., Pinter, T., Van Belle, S., Voro-
biof, D., Duarte, R., Gil Gil, M., Bodrogi, |., Murray, E., Yelle, L., von
Minckwitz, G., Korec, S., Simmonds, P., Buzzi, F., Gonzalez Mancha,
R., Richardson, G., Walpole, E., Ronzoni, M., Murawsky, M., Alakl,
M., and Riva, A. Prospective randomized trial of docetaxel versus
doxorubicin in patients with metastatic breast cancer. The 303 Study
Group. J. Clin. Oncaol., 17: 2341-2354, 1999.

14. O’ Shaughnessy, J., Miles, D., Vukelja, S., Moiseyenko, V., Ayoub,
J. P, Cervantes, G., Fumoleau, P., Jones, S., Lui, W. Y., Mauriac, L.,
Twelves, C., Van Hazel, G., Verma, S., and Leonard, R. Superior
survival with capecitabine plus docetaxel combination therapy in an-
thracycline-pretreated patients with advanced breast cancer: phase Il
trial results. J. Clin. Oncol., 20: 2812-2823, 2002.

15. Bramwell, V. H., Howell, A., Anderson, H., and Rankin, E. M.
Intermediate dose single agent cyclophosphamide chemotherapy of ad-
vanced breast cancer. J. Clin. Oncol., 9: 251-256, 1983.

16. Bissery, M. C., Vrignaud, P., and Lavelle, F. Preclinical profile of
docetaxel (taxotere): efficacy as a single agent and in combination.
Semin. Oncol., 22: 3-16, 1995.

17. Nabholtz, J. M., Mackey, J. R., Smylie, M., Paterson, A., Noel,
D. R., Al-Tweigeri, T., Tonkin, K., North, S., Azli, N., and Riva, A.
Phase Il study of docetaxel, doxorubicin, and cyclophosphamide as
first-line chemotherapy for metastatic breast cancer. J. Clin. Oncal., 19:
314-321., 2001.

18. Kennedy, M., Zahurak. M., and Donehower, C. Phase | and phar-
macologic study of sequences of paclitaxel and cyclophosphamide sup-
ported by granulocyte colony-stimulating factor in women with previ-
ously metastatic breast cancer. J. Clin. Oncol., 14: 783-791, 1996.

19. Benjapibal, M., Kudelka, A. P., Vasuratna, A., Edwards, C. L.,
Verschraegen, C. F., Vdero, V., Vadhan-Rqj, S., and Kavanagh, J. J.
Docetaxel and cyclophosphamide induced remission in platinum and
paclitaxel refractory ovarian cancer. Anti-Cancer Drugs, 9: 577-579,
1998.

20. Pagani, O., Sessa, C., Martinelli, G., Cerny, T., de Jong, J., Gold-
hirsch, A., Zimatore, M., and Cavalli, F. Dose-finding study of pacli-
taxel and cyclophosphamide in advanced breast cancer. Ann. Oncol., 8:
655-661., 1997.

21. Karnofsky, D. The use of the nitrogen mustards in the palliative
treatment of carcinoma. Cancer (Phila.), 2: 634—656, 1948.

22. Hayward, J., Rubens, R., and Carbone, P. Assessment of response
to therapy in advanced breast cancer. Br. J. Cancer, 35: 292-298, 1977.
23. Bruno, R, Vivler, N., Vergniol, J. C., De Phillips, S. L., Montay,
G., and Sheiner, L. B. A population pharmacokinetic model for do-
cetaxel (Taxotere): model building and validation. J. Pharmacokinet.
Biopharm., 24: 153-172, 1996.

24. Vergniol, J., Bruno, R., and Montay, G. Determination of Taxotere
in human plasma by a semi-automated high-performance liquid chro-
matographic method. J. Chromatogr., 582: 273-278, 1992.

25. Bruno, R., Hille, D., Riva, A., Vivier, N., ten Bokkel Huinnink,
W. W., van Oosterom, A. T., Kaye, S. B., Verweij, J.,, Fossella, F. V.,
Valero, V., Rigas, J. R., Seidman, A. D., Chevallier, B., Fumoleau, P.,
Burris, H. A., Ravdin, P. M., and Sheiner, L. B. Population pharmaco-
kinetics/pharmacodynamics of docetaxel in phasell. J. Clin. Oncol., 16:
187-196, 1998.

26. Fisher, B., Anderson, S., Wickerham, D. L., DeCillis, A., Dimitrov,
N., Mamounas, E., Wolmark, N., Pugh, R., Atkins, J. N., Meyers, F. J,,
Abramson, N., Wolter, J., Bornstein, R. S., Levy, L., Romond, E. H.,

Caggiano, V., Grimadi, M., Jochimsen, P., and Deckers, P. Increased
intensification and total dose of cyclophosphamide in a doxorubicin-
cyclophosphamide regimen for the treatment of primary breast cancer:
findings from National Surgical Adjuvant Breast and Bowel Project
B-22. J. Clin. Oncaol., 15: 1858-1869, 1997.

27. Fisher, B., Anderson, S., DeCillis, A., Dimitrov, N., Atkins, J. N.,
Fehrenbacher, L., Henry, P. H., Romond, E. H., Lanier, K. S., Davila,
E., Kardinal, C. G., Laufman, L., Pierce, H. |., Abramson, N., Keller,
A. M., Hamm, J. T., Wickerham, D. L., Begovic, M., Tan-Chiu, E.,
Tian, W., and Wolmark, N. Further evaluation of intensified and in-
creased total dose of cyclophosphamide for the treatment of primary
breast cancer: findings from National Surgical Adjuvant Breast and
Bowel Project B-25. J. Clin. Oncol., 17: 3374-3388, 1999.

28. Stall, B. A. Evauation of cyclophosphamide dosage schedules in
breast cancer. Br. J. Cancer, 24: 475-483, 1970.

29. Chevadlier, B., Fumoleau, P., Kerbrat, P., Dieras, V., Roche, H.,
Krakowski, 1., Azli, N., Bayssas, M., Lentz, M., and Glabbeke, M. V.
Docetaxel isamajor cytotoxic drug for the treatment of advanced breast
cancer: A phase Il tria of the Clinical Screening Cooperative Group of
the European Organization for Research and Treatment of Cancer.
J. Clin. Oncol., 13: 314-322, 1995.

30. Trudeau, M., Eisenhauer, E., Higgins, B., Letendre, F., Lofters, W.,
Norris, B., Vandenberg, T., Delorme, F., and Muldal, A. Docetaxel in
patients with metastatic breast cancer: a phase I study of the National
Cancer Ingtitute of Canada-Clinical Trials Group. J. Clin. Oncol., 14:
422-428, 1996.

31. Kornek, G. V., Ulrich-Pur, H., Penz, M., Haider, K., Kwasny, W.,
Depisch, D., Kovats, E., Lang, F., Schneeweiss, B., and Scheithauer, W.
Treatment of advanced breast cancer with vinorelbine and docetaxel
with or without human granulocyte colony-stimulating factor. J. Clin.
Oncaol., 19: 621-627, 2001.

32. Pagani, O., Sessa, C., Nole, F., Crivellari, D., Lombardi, D., Thurli-
mann, B., Hess, D., Borner, M., Bauer, J., Martinelli, G., Graffeo, R.,
Zucchetti, M., D’Incalci, M., and Goldhirsch, A. Epidoxorubicin and
docetaxel as first-line chemotherapy in patients with advanced breast
cancer: amulticentric phase I-11 study. Ann. Oncol., 11: 985-991, 2000.
33. Spielmann, M., Llombart, A., Zelek, L., Sverdlin, R., Rixe, O., and
Le Cesne, A. Docetaxel-cisplatin combination (DC) chemotherapy in
patients with anthracycline-resistant advanced breast cancer. Ann. On-
col., 10: 1457-1460, 1999.

34. Crown, J. P. The platinum agents: arole in breast cancer treatment?
Semin. Oncol., 28: 28—37, 2001.

35. Vassilomanolakis, M., Koumakis, G., Droufakou, S., Demiri, S,,
Aperis, G., Lazaris, N., Tokou, R., Barbounis, V., and Efremidis, A.
First-line chemotherapy of metastatic breast cancer with docetaxel/
cisplatin and lenograstrim support: preliminary results. Proc. Am. Soc.
Clin. Oncol. Annu. Meet., 21: 40b, 2002.

36. Taki, T., Ishida, H., Tomiyama, T., Tokuhara, T., Miyake, M., and
Kofukai, T. Treatment of patients with CAF resistant relapsed breast
cancer with docetaxel and cisplatin. Proc. Am. Soc. Clin. Oncol. Annu.
Meet., 21: 43b, 2002.

37. Nabholtz, J., Falkson, G., Campos, D., Szanto, J., Martin, M., Chan,
S., Pienkowski, T., Bezwoda, W., Zaluski, J., Pinter, T., Krzakowski,
M., Vorobiof, D., Leonard, R., Kennedy, I., Azli, N., Murawsky, M.,
Riva, A., and Pouillart, P. A Phase Il trial comparing doxorubicin (A)
and docetaxel (T) (AT) to doxorubicin and cyclophosphamide (AC) as
first line chemotherapy for MBC. Proc. Am. Soc. Clin. Oncol. Annu.
Meet., 18: 127a, 1999.

38. Mackey, J. R., Paterson, A., Dirix, L. Y., Dewar, J.,, Chap, L.,
Martin, M., Chan, S., Tang, S-C., Dugan, W., Gil, M., Zauski, J.,
Russel, C., Vogel, C., Efremedis, A., Appia, F., Brunel, E., Hatteville,
L., Azli, N., and Nabholtz, ;M. Final results of the phase Il randomized
trial comparing docetaxel (T), doxorubicin (A) and cyclophosphamide
(C) to FAC as first line chemotherapy (CT) for patients (pts) with
metastatic breast cancer (MBC). Proc. Am. Soc. Clin. Oncol. Annu.
Meet., 21: 35a, 2002.

39. Jones, S., Savin, M., Holmes, F., O’ Shaughnessy, J., Blum, J.,
Vukelja, S., George, T., Mclintyre, K., Pippen, J., Kirby, R., Bordelon,
J., Sandbach, J., Hyman, W., Schottstaedt, M., Khandelwal, P., Negron,

Downloaded from clincancerres.aacrjournals.org on March 18, 2020. © 2003 American Association for Cancer
Research.


http://clincancerres.aacrjournals.org/

2434 Docetaxel/Cyclophosphamide in Metastatic Breast Cancer

A., Richards, D., Anthony, S., Mennel, R., Monaghan, G., Nugent, J.,
Benerji, M., Edelman, G., Galindo, E., Good, R., Ruzer, R., Amare, M.,
Kampe, C., Koutrelakos, N., Meyer, W., and Asmar, L. Preliminary
results of a prospective randomized tria of adjuvant chemotherapy for
patients (pts) with stage I-111 operable, invasive breast cancer comparing
4 courses of adriamycin/cyclophosphamide (AC) to 4 courses of taxo-
tere/cyclophosphamide (TC). Proc. Am. Soc. Clin. Oncol. Annu. Meet.,
20: 33a, 2001.

40. Yau, J. C., Gettler, S. Z., Hanson, J., Verma, S, Grimard, L. J.,, Malik,
S.T., Aref, 1. M., Cross, P. W., Tomigk, E. M., Stewart, D. J,, St Cyr, D. A.,
and Huan, S. D. A phase Il study of high-dose intensification without
hematopoietic progenitor cells support for patients with high-risk primary
breast carcinoma. Am. J. Clin. Oncol., 23: 292-296, 2000.

41. Zekan, P. J.,, Muss, H. B., Capizzi, R. L., Cooper, M. R., Harding,
R. W., Hopkins, J. O., Jackson, D. V., Ramseur, W. L., Richards, F., II,
and Spurr. C. L. High-dose cyclophosphamide and 5-fluorouracil versus
vincristine, doxorubicin, and cyclophosphamide in advanced carcinoma
of the breast. A phase Il study of the Piedmont Oncology Association
(POA). Cancer (Phila)), 54: 2338—2343, 1984.

42. Bashey, A., Corringham, S., Garrett, J,, Lane, T. A., Gilpin, E. A.,
Corringham, R. E., Law, P., and Ho, A. D. A phase Il study of two

cycles of high-dose chemotherapy with autologous stem cell support in
patients with metastatic breast cancer who meet eligibility criteriafor a
single cycle. Bone Marrow Transplant., 25: 519-524, 2000.

43. Nieto, Y., Cagnoni, P. J., Shpall, E. J., Matthes, S., Baron, A.,
Jones, R. B., and Bearman, S. |. Phase Il trial of high-dose chemo-
therapy with autologous stem cell transplant for stage IV breast
cancer with minimal metastatic disease. Clin. Cancer Res., 5: 1731—
1737, 1999.

44. Ozer, H., Armitage, J. O., Bennett, C. L., Crawford, J., Demetri,
G. D., Pizzo, P. A., Schiffer, C. A., Smith, T. J., Somlo, G., Wade,
J. C., Wade, J. L., 3rd. Winn, R. J.,, Wozniak, A. J., Somerfield,
M. R., and American Society of Clinical Oncology. 2000 update of
recommendations for the use of hematopoietic colony-stimulating
factors: evidence-based, clinical practice guidelines. American So-
ciety of Clinica Oncology Growth Factors Expert Panel. J. Clin.
Oncaol., 18: 3558-3585, 2000.

45. Bissery, M., Vrignand, P., and Bayssas, M. Taxotere synergistic
combination with cyclophosphamide, etoposide, 5-fluorouracil in
mouse tumor models. Proc. Am. Assoc. Cancer Res., 36: 1782—-1786,
1993.

Downloaded from clincancerres.aacrjournals.org on March 18, 2020. © 2003 American Association for Cancer
Research.


http://clincancerres.aacrjournals.org/

AAC_R American Association
for Cancer Research

Clinical Cancer Research

A Phase | Study of Docetaxel Plus Cyclophosphamide in
Solid Tumors followed by a Phase Il Study as First-Line
Therapy in Metastatic Breast Cancer

Jonathan C. Trent, Vicente Valero, Daniel J. Booser, et al.

Clin Cancer Res 2003;9:2426-2434.

Updated version

Access the most recent version of this article at:
http://clincancerres.aacrjournals.org/content/9/7/2426

Cited articles

This article cites 41 articles, 18 of which you can access for free at:
http://clincancerres.aacrjournals.org/content/9/7/2426.full#ref-list-1

E-mail alerts

Reprints and
Subscriptions

Permissions

Sign up to receive free email-alerts related to this article or journal.

To order reprints of this article or to subscribe to the journal, contact the AACR Publications
Department at pubs@aacr.org.

To request permission to re-use all or part of this article, use this link
http://clincancerres.aacrjournals.org/content/9/7/2426.

Click on "Request Permissions” which will take you to the Copyright Clearance Center's
(CCC)

Rightslink site.

Downloaded from clincancerres.aacrjournals.org on March 18, 2020. © 2003 American Association for Cancer

Research.


http://clincancerres.aacrjournals.org/content/9/7/2426
http://clincancerres.aacrjournals.org/content/9/7/2426.full#ref-list-1
http://clincancerres.aacrjournals.org/cgi/alerts
mailto:pubs@aacr.org
http://clincancerres.aacrjournals.org/content/9/7/2426
http://clincancerres.aacrjournals.org/

