
Abstract. Background: A multicenter phase II trial was
conducted to evaluate the efficacy and toxicity of irinotecan
plus carboplatin chemotherapy in patients with epithelial
ovarian cancer (EOC). Patients and Methods: Patients with
either radiologically- or serologically-recurrent EOC were
administered intravenous irinotecan (60 mg/m2; days 1 and
8) and carboplatin area under the curve of 5 mg/ml/min (day
1), repeated every 21 days. The primary end-point was
response rate (RR), while the secondary end-points were
adverse events and progression-free survival (PFS). Results:
Between 2005 and 2009, 40 patients (median age=59 years)
with EOC were enrolled. Intention-to-treat analysis showed
an RR of 43% [95% confidence interval (CI)=27-58%]. For
patients with a platinum-free interval (PFI) of <6 months,
overall RR based on RECIST was 21% (95% CI=0-43%)
and median PFS was 3.7 months (95% CI=2.5-7.7 months),
while those in patients with PFI ≥6 months were 52% (95%
CI=31-74%) and 9.1 months (95% CI=7.9-11.2 months),
respectively. Grade 3/4 toxicity encountered during the first
cycle included G3/G4 neutropenia in 65% of patients
(12/14), G3/G4 thrombocytopenia in 48% (18/1), G3 febrile
neutropenia in 5% (2), G3 nausea in 5% (2), G3 diarrhea in
5% (2), and G3 fatigue in 5% of patients (2). Conclusion:
This carboplatin plus irinotecan combination demonstrated a
modest activity in recurrent EOC. However, considering its
hematological toxicities, the regimen should be further

investigated to establish the feasibility of the modified dose
for platinum-sensitive disease.

Most patients present with advanced disease at the initial
diagnosis of ovarian cancer, and in more than 65% of cases,
relapse occurs within two years (1). Relapse occurring within
six months after platinum-based chemotherapy is generally
defined as platinum-resistant disease, whereas relapse after
six months is defined as platinum-sensitive disease. The
standard treatment for patients with platinum-resistant disease
is non-platinum monotherapy because previous reports have
shown no survival merit and increased toxicity with non-
platinum combination therapy (2, 3). However, a retrospective
study conducted in 2003 showed that patients who showed
relapse within six months of prior therapy and then received
platinum-based combination chemotherapy had a higher
response rate (RR) and increased progression-free (PFS) and
overall survival (OS) (4). Therefore, platinum-based
chemotherapy was considered to be effective for patients with
relapse within six months. The standard treatment for patients
with platinum-sensitive disease is combination chemotherapy
including carboplatin, although artificial prolongation of the
platinum-free interval (PFI) is controversial (5, 6). In
combination with carboplatin, cytotoxic agents such as
paclitaxel, gemcitabine, or pegylated liposomal doxorubicin
(PLD), are generally used (7-9).

Irinotecan is a water-soluble derivative of camptothecin
that inhibits the nuclear enzyme topoisomerase-I and
interferes with DNA replication and cell division.
Additionally, the combination of cisplatin and irinotecan has
shown synergistic effects in vitro (10-12), while a phase I
trial demonstrated the efficacy of a combination of irinotecan
and carboplatin for patients with ovarian cancer (13).
Therefore, we performed a phase II prospective study to
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assess the antitumor activity and safety of the combination
of carboplatin and irinotecan for patients with recurrent
ovarian cancer.

Patients and Methods
Eligibility criteria. Eligible patients were ≥20 years old with a
histologically-confirmed diagnosis of epithelial ovarian cancer,
primary peritoneal cancer, or fallopian tube cancer; previous
platinum and taxane therapy was required. Patients included those
with measurable disease according to the Response Evaluation
Criteria in Solid Tumors (RECIST) ver. 1.0 or CA-125 assessable
disease according to Gynecologic Cancer InterGroup (GCIG)
criteria. Additional requirements included an Eastern Cooperative
Oncology Group performance status of ≤2; life expectancy of at
least 12 weeks; and adequate bone marrow, renal, and hepatic
function. Exclusion criteria included active infection, uncontrolled
diabetes mellitus, severe heart disease, active second malignancy,
ileus, or brain metastasis. 

Written informed consent was obtained before study
participation. The study was approved by the Ethical Review Boards
and was conducted in accordance with the Declaration of Helsinki,
good clinical practice guidelines, and applicable laws and
regulations. The study was additionally approved by the Kansai
Clinical Oncology Group (KCOG).

Treatment schedule. Eligible patients received 60 mg/m2 irinotecan by
an intravenous drip over 60-90 min on days 1 and 8, and carboplatin
at an area under the curve (AUC) of 5 mg/ml/min mg/ml/min
intravenously over 60 min following irinotecan on day 1. The
carboplatin dose was calculated according to the Jelliffe formula. Dose
cycles were repeated every 21 days for a maximum of six cycles in
the absence of progressive disease or unacceptable toxicity. The
patients were administered antiemetics, including a serotonin
antagonist and corticosteroid. All toxicities were graded according to
the National Cancer Institute Common Toxicity Criteria (NCI-CTC),
ver. 3.0. Cycles could be postponed by up to two weeks due to
toxicity; longer toxicity-related delays led to treatment discontinuation.
Treatment resumed after recovery from non-hematological (<grade 2
except neuropathy or alopecia) and hematological toxicities [absolute
neutrophil count (ANC) ≥1.5×109/l and platelet count ≥100×109/l).
Irinotecan administration on day 8 was omitted if ANC was
<1.0×109/l, the level of which was amended to <0.75×109/l in 2007, or
if platelet count was <75×109/l. If the patient had grade 4 neutropenia
or grade 3 thrombocytopenia for ≥1 day, the chemotherapy dose was
reduced during the next cycle to level-1 (AUC 4 mg/ml/min of
carboplatin and 50 mg/m2 of irinotecan) and or level-2 (AUC 4
mg/ml/min of carboplatin and 40 mg/m2 of irinotecan) following an
amendment made in 2007. If a patient had grade 4 neutropenia or
grade 3 thrombocytopenia after the dose reduction then they were
excluded from the study. If additional dose reductions were required,
chemotherapy was discontinued, but the patients were still included in
the analysis. If leucopenia or neutropenia had decreased to grade 3
after chemotherapy, granulocyte colony-stimulating factors (G-CSFs)
were administered according to the manufacturer’s recommendations
until the white blood cell and ANC counts recovered.

Study evaluations. Baseline evaluation consisted of a complete history
and physical examination that included a gynecological examination,
laboratory studies including CA-125 marker analysis, and diagnostic
imaging (computed tomography, CT; ultrasonography, US; or
magnetic resonance imaging, MRI) within four weeks of study entry.
Evaluation before starting treatment at each cycle consisted of a
medical history and physical examination, determination of ECOG
performance status, complete blood count with differential, creatinine
clearance, routine chemistry profiles, and CA-125 analysis.
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Table I. Patients’ demographics and baseline characteristics (N=40).

Variable

Mean age (range), years 59 (33-78 )
ECOG PS, n (%)

0 18 (45)
1 14 (35)
2 8 (20)

Primary site, n (%)
Epithelial ovarian 38 (95)
Primary peritoneal 2 (5)

Previous regimens, n (%)
1 19 (49)
2 12 (30)
≥3 9 (22)

PFI, months, n (%) 
≤1 3 (8)
1<PFI <6 14 (35)
6≤PFI <12 11 (28)
≥12 12 (30) 

Definition of recurrence, n (%)
Measurable disease by RECIST 35 (88)
CA125 by GCIG 5 (13)

Histology, n (%) 
Serous (high-grade) 27 (68)
Endometrioid 7 (18)
Other 6 (15)

ECOG, Eastern Cooperative Oncology Group; PS, performance status;
PFI, platinum-free interval, interval following the most recent platinum-
based chemotherapy; RECIST, Response Evaluation Criteria in Solid
Tumors ver. 1.0; GCIG, Gynecologic Cancer InterGroup. 

Table II. Objective and serological responses. ITT, Intention-to-treat
analysis; PFI, platinum-free interval.

Response ITT PFI <6  PFI ≥6 
months months

n 40 17 23

RECIST 35 14 21
Complete response 8 1 7
Partial response 6 2 4
Stable disease 12 6 6
Progressive disease 9 5 4
Objective response 14/35 3/14 11/21
rate (95% CI ) 40% (24-56) 21% (0-43) 52% (31-74)

CA-125 5 3 2
Partial response 3 1 2



Tumor response in patients with measurable disease was checked
every 2 cycles and classified according to RECIST, which includes
the confirmation of response. Patients who received at least 1 cycle
of chemotherapy were assessable for response with CT or MRI scan

before every other cycle. Patients who had no measurable disease
but displayed elevated CA-125 levels were evaluated according to
GCIG criteria. Partial response of CA-125 was defined as a decrease
in CA-125 to a level less than half that at baseline for ≥4 weeks.
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Figure 1. Kaplan–Meier analysis of PFS among patients with PFI <6 months (n=17) and with PFI ≥6 months (n=23).

Figure 2. Kaplan–Meier analysis of OS among patients with PFI <6 months (n=17) and with PFI ≥6 months (n=23).



Toxicities were assessed and graded according to the NCI-CTC ver.
3.0. All patients who had received at least one cycle of
chemotherapy were assessable for toxicity and survival. PFS time
was defined as the time from the date of study enrollment to the
date of objectively determined progressive disease, increased CA-
125 level by GCIG criteria, health status deterioration attributable
to disease, and death. OS time was defined as the time from the date
of study enrollment to death.

Statistical analyses. The investigator-assessed tumor RR,
including a 95% two-sided confidence interval (CI), was
estimated for the evaluable patients and the intention-to-treat
population. This one-stage design tested the null hypothesis that
the true RR for this population was equal to 40% compared with
the clinically-relevant alternative that the RR was 60%, using
alpha=0.05 and beta=0.1 (7). It was determined that 40 patients
were required for the trial. Efficacy was assessed in two
subgroups of patients: these with a PFI of <6 months and these
with a PFI ≥6 months. Analyses were performed on the observed
distributions of PFS and OS using the Kaplan–Meier method,
including the patients who received the combination of
carboplatin and irinotecan with dose modification after
discontinuation of the protocol treatment. Toxicity analysis
included all patients who received at least one cycle of treatment.

Results

Patients’ characteristics. Between March 2005 and January
2009, 40 Japanese women were treated in seven institutions.
Among five patients who did not have measurable disease as
determined by RECIST, three with PFI <6 months had

ascites and two with PFI ≥6 months had retroperitoneal
lymph node swelling with elevated serum CA-125 level.
Among 17 patients with PFI <6 months, seven had
progressed disease during the previous platinum
chemotherapy. Among 23 patients with PFI ≥6 months, five
had progressed disease during the previous non-platinum
chemotherapy. Patients’ characteristics are summarized in
Table I.

Response rates. Seventeen out of 40 enrolled patients
demonstrated a response, and the RR was 43% (95% CI=27-
58%); 14 out of 35 patients with measurable disease
experienced an objective response, and three out of 5 patients
with serological recurrence had a partial response. Subset
analyses according to PFI are presented in Table II.

Time-to-event measures. The median follow-up time was 9.3
months (range=4.1-47.1 months) and 19.0 months (range=2.7-
47.2 months) for patients with PFI <6 months and ≥6 months,
respectively; the median PFS time was 3.7 months (95%
CI=2.5–7.7 months) with one patient censored and 9.1 months
(95% CI=7.9-11.2 months), respectively (Figure 1). The
median OS time was 9.4 months (95% CI=6.3-30.0 months)
with 29% censoring, and 25.0 months (95% CI=19.0–28.8
months) with 26% censoring, respectively (Figure 2). Among
nine patients with PFI ≤3 months, two (22%) had a PFS of
>12 months, and four (44%) and two (44%) patients had OS
>24 and >36 months, respectively.
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Table III. Adverse events. Hematological toxicity (≥grade 3) and non-
hematological toxicity (≥grade 2) during the first cycle. *Transfused
when platelet levels reached 2.3 and 1.0×104/mm3.

No. of patients (%)

Adverse events Grade 3 Grade 4 ≥Grade 3 

Anemia 7 0 7 (18)
Leukopenia 14 7 21 (53)
Neutropenia 14 13 27 (68)
Thromobocytopenia 8 9 17 (43)
Febrile neutropenia 2 0  2 (5)
Transfusion 

Platelets 2* (5)
Packed red blood cells 1 (3)

No. of patients

Adverse events Grade 2 Grade 3 Grade 4 ≥Grade 2

Neuropathy-sensory 2 0 0 2
Nausea 2 1 0 3
Fatigue 0 2 0 2
Diarrhea 1 0 0 1
Ileus 0 1 0 1

Table IV. The proportion of discontinuations after each cycle and
reasons for protocol discontinuation. *Both nausea (grade 2) and
diarrhea (grade 2) in one patient. 

Protocol discontinuation No. of patients % 

After each cycle
1st 12 30
2nd 7 18
3rd 8 20
4th 6 15
5th 0 0

Completed 7 18

Reasons for discontinuation (N=33) No. of patients % 

Toxicity
Hematological 15 45
Non-hematological 12 36

Nausea 3* 9
Diarrhea 3* 9
Fatigue 2 6
Ileus 1 3
Anaphylaxis to carboplatin 4 12

Disease progression 4 12
Complete remission 2 6



Toxicity. Hematological toxicity was the most common
toxicity possibly related to the study drug (Table III). During
the first cycle, grade 4 thrombocytopenia was observed in
nine patients (23%) and febrile neutropenia occurred in two
(5%) patients. Hypersensitivity reaction ≥grade 2 in response
to carboplatin was found in four (10%) patients over the
course of treatment. The protocol was completed in seven
patients (18%), and the median number of cycles was three
(Table IV). Twenty-seven patients discontinued treatment
because of drug-induced toxicities. 

Drug administration. The second cycle was delayed in 28 cases.
Actual dose intensity during the first 12 weeks among 21
patients who received the combination chemotherapy for >12
weeks was as follows: median dose of irinotecan, 30.5
mg/m2/week (range=15-40); median AUC/ week of carboplatin,
1.4 mg (range=1.1-1.7 mg).

Discussion

Planned accrual was generally delayed because the physician
was reluctant to recommend a carboplatin combination for
patients with PFI <6 months or treatment was not initiated until
radiologically-proven or symptomatic recurrence, and
secondary surgery was performed for patients with PFI ≥12
months. For the treatment of platinum-resistant disease, RR of
up to 30% has been reported in trials of non-platinum
monotherapy (14). In phase III trials, the median PFS was
about three to four months among patients who received PLD,
topotecan, or gemcitabine (15-17). A recent phase III study,
AURELIA, showed a median PFS of 3.4 months among
control patients who received PLD, topotecan, or weekly
paclitaxel (18). Moreover, irinotecan monotherapy showed an
RR of 29% and 17 weeks of PFS in a single institute (19).
GINECO recently published a study comparing weekly
paclitaxel with and without carboplatin; this study
demonstrated a trend for prolonged median PFS time in
patients treated with carboplatin and paclitaxel (4.8 months)
compared with paclitaxel-alone (3.7 months), but the difference
was not significant (20). In this trial, the combination of
irinotecan and carboplatin had an RR of 21% and 3.7 months
of median PFS, with a higher rate of hematological toxicities
than that of non-platinum monotherapy. These results do not
indicate an advantage of combination chemotherapy.

The efficacy of the current regimen for patients with
platinum-sensitive disease was commensurate with other
effective carboplatin-based combinations with paclitaxel,
gemcitabine, or pegylated doxorubicin (7-9, 21). Neutropenia
and thrombocytopenia were the most commonly observed
drug-related grade 3 or 4 toxicities. These toxicities also
occurred in the phase I study (13). The toxicity profile was
similar to that of the combination chemotherapy of
carboplatin and gemcitabine (8). In our trial, 27 patients

(68%) discontinued treatment because of hematological or
non-hematological toxicities. A high rate of discontinuation
was due to the strict criteria in this trial compared with those
in a phase III trial, which reduced the dose after grade 4
neutropenia lasting >6 days or thrombocytopenia <2.5×106/l.

A phase I/II study of topotecan in combination with
carboplatin area under the curve of 5 mg/ml min for recurrent
platinum-sensitive ovarian cancer also showed hematological
toxicities (22). According to the dose-limiting toxicities, the
phase II portion was conducted with a topotecan dose of 0.75
mg/m2 on days 1 to 3, which was lower than the initial dose of
topotecan in the phase I portion. RR and median PFS were
67% and 9.5 months, respectively. In this study, phase III
investigations were subsequently performed (21). Another
phase II study of weekly administration of topotecan with
carboplatin showed 40% grade 3/4 neutropenia, 31% RR, and
11 months median PFS (23).

In this trial, among 21 patients who received combination
chemotherapy of irinotecan and carboplatin for more than 12
weeks, median actual dose intensities were 30.5 mg/m2/week
of irinotecan and an AUC/week of 1.4 mg for carboplatin.
The recommended regimens for further study were 50 mg/m2

irinotecan on days 1 and 8 and carboplatin AUC of 5
mg/ml/min on day 1, repeated every 21 days, or 50 mg/m2

irinotecan on days 1, 8, and 15, and a carboplatin AUC of 5
mg/ml min on day 1, repeated every 28 days. The safety of
the abovementioned regimens has been reported for patients
with small cell lung carcinoma (24-26).

Uridine diphosphate glucuronosyltransferase (UGT) is the
principal metabolizing enzyme of irinotecan. There is an
interindividual as well as interethnic variability of UGT gene
polymorphisms, resulting in diverse toxicities (27-29). During
the current study, a personal genetic test to detect the UGT1A1
polymorphism was not conducted. UGT1A1 analysis has been
covered by medical insurance since 2008 in Japan, and the
adverse events were clinically manageable in all participants.
The sample size was small, and weekly low-dose administration
of irinotecan, similar to the regimens for standard colorectal
cancer (30), might avoid unmanageable adverse events.
However, future studies could require genetic tests.

In conclusion, carboplatin and irinotecan combination
therapy demonstrated modest activity in the treatment of
recurrent ovarian cancer. Myelosuppression was the main
toxicity but had a manageable profile. The regimen had to be
modified because of delay of the second cycle and the actual
dose intensity. The recommended regimen for future studies is
carboplatin AUC of 5 mg/ml/min on day 1 in combination with
50 mg/m2 irinotecan on days 1 and 8 in a three-week course, or
on days 1, 8, and 15 in a four-week schedule.

Conflicts of Interest 

There are no conflicts of interest to disclose.

Tsubamoto et al: Carboplatin and Irinotecan for Recurrent Ovarian Cancer

1077



References
1 Ozols RF, Bookman MA, Connolly DC, Daly MB, Godwin AK,

Schilder RJ, Xu X and Hamilton TC: Focus on epithelial ovarian
cancer. Cancer Cell 5: 19-24, 2004.

2 Buda A, Floriani I, Rossi R, Colombo N, Torri V, Conte PF, Fossati
R, Ravaioli A and Mangioni C: Randomised controlled trial
comparing single agent paclitaxel vs epidoxorubicin plus paclitaxel
in patients with advanced ovarian cancer in early progression after
platinum-based chemotherapy: An Italian Collaborative Study from
the Mario Negri Institute, Milan, G.O.N.O. (Gruppo Oncologico
Nord Ovest) group and I.O.R. (Istituto Oncologico Romagnolo)
group. Br J Cancer 90: 2112-2117, 2004.

3 Sehouli J, Stengel D, Oskay-Oezcelik G, Zeimet AG, Sommer
H, Klare P, Stauch M, Paulenz A, Camara O, Keil E and
Lichtenegger W: Nonplatinum topotecan combinations versus
topotecan alone for recurrent ovarian cancer: Results of a phase
III study of the North-Eastern German Society of Gynecological
Oncology Ovarian Cancer Study Group. J Clin Oncol 26: 3176-
3182, 2008.

4 Pujade-Lauraine E, Paraiso D, Joly F, Provencal J, Goupil A,
Provencal J, Goupil A, Mayeur D, Plaza J, Barats JC and Netter-
Pinon VG: Is there a role for platinum in the treatment of
patients with "platinum-resistant" relapsed advanced ovarian
cancer (AOC)? A GINECO study. Proc Am Soc Clin Oncol
22(suppl): abstr 1811, 2003.

5 Pignata S, Ferrandina G, Scarfone G, Scollo P, Odicino F,
Selvaggi L, Katsaros D, Frigerio L, Mereu L, Ghezzi F,
Manzione L, Lauria R, Breda E, Marforio G, Ballardini M,
Lombardi AV, Sorio R, Tumolo S, Costa B, Magni G, Perrone F
and Favalli G: Extending the platinum-free interval with a non-
platinum therapy in platinum-sensitive recurrent ovarian cancer.
Results from the SOCRATES Retrospective Study. Oncology 71:
320-326, 2006.

6 Tanguay JS, Ansari J, Buckley L and Fernando I: Epithelial ovarian
cancer: Role of pegylated liposomal doxorubicin in prolonging the
platinum-free interval and cancer antigen 125 trends during
treatment. Int J Gynecol Cancer 19: 361-366, 2009.

7 Parmar MK, Ledermann JA, Colombo N, du Bois A, Delaloye
JF, Kristensen GB, Wheeler S, Swart AM, Qian W, Torri V,
Floriani I, Jayson G, Lamont A and Tropé C: Paclitaxel plus
platinum-based chemotherapy versus conventional platinum-
based chemotherapy in women with relapsed ovarian cancer:
the ICON4/AGO-OVAR-2.2 trial. Lancet 361: 2099-2106,
2003.

8 Pfisterer J, Plante M, Vergote I, du Bois A, Hirte H, Lacave AJ,
Wagner U, Stähle A, Stuart G, Kimmig R, Olbricht S, Le T,
Emerich J, Kuhn W, Bentley J, Jackisch C, Lück HJ, Rochon J,
Zimmermann AH and Eisenhauer E: Gemcitabine plus
carboplatin compared with carboplatin in patients with platinum-
sensitive recurrent ovarian cancer: an intergroup trial of the
AGO-OVAR, the NCIC CTG, and the EORTC GCG. J Clin
Oncol 24: 4699-4707, 2006.

9 Pujade-Lauraine E, Wagner U, Aavall-Lundqvist E, Gebski V,
Heywood M, Vasey PA, Volgger B, Vergote I, Pignata S, Ferrero
A, Sehouli J, Lortholary A, Kristensen G, Jackisch C, Joly F,
Brown C, Le Fur N and du Bois A: Pegylated liposomal
doxorubicin and carboplatin compared with paclitaxel and
Carboplatin for patients with platinum-sensitive ovarian cancer
in late relapse. J Clin Oncol 28: 3323-3329, 2010.

10 Kano Y, Suzuki K, Akutsu M, Suda K, Inoue Y, Yoshida M,
Sakamoto S and Miura Y: Effects of CPT-11 in combination with
other anticancer agents in culture. Int J Cancer 50: 604-610, 1992.

11 Minagawa Y, Kigawa J, Ishihara H, Itamochi H and Terakawa
N: Synergistic enhancement of cisplatin cytotoxicity by SN-38,
an active metabolite of CPT-11, for cisplatin-resistant HeLa
cells. Jpn J Cancer Res 85: 966-971, 1994.

12 Fukuda M, Nishio K, Kanzawa F, Ogasawara H, Ishida T, Arioka
H, Bojanowski K, Oka M and Saijo N: Synergism between
cisplatin and topoisomerase I inhibitors, NB-506 and SN-38, in
human small cell lung cancer cells. Cancer Res 56: 789-793, 1996.

13 Yonemori K, Katsumata N, Yamamoto N, Kasamatsu T, Yamada
T, Tsunematsu R and Fujiwara Y: A phase I study and
pharmacologic evaluation of irinotecan and carboplatin for patients
with advanced ovarian carcinoma who previously received
platinum-containing chemotherapy. Cancer 104: 1204-1212, 2005.

14 Thigpen T: A rational approach to the management of recurrent
or persistent ovarian carcinoma. Clin Obstet Gynecol 55: 114-
130, 2012.

15 Gordon AN, Fleagle JT, Guthrie D, Parkin DE, Gore ME and
Lacave AJ: Recurrent epithelial ovarian carcinoma: A
randomized phase III study of pegylated liposomal doxorubicin
versus topotecan. J Clin Oncol 19: 3312-3322, 2001.

16 Mutch DG, Orlando M, Goss T, Teneriello MG, Gordon AN,
McMeekin SD, Wang Y, Scribner DR Jr., Marciniack M,
Naumann RW and Secord AA: Randomized phase III trial of
gemcitabine compared with pegylated liposomal doxorubicin in
patients with platinum-resistant ovarian cancer. J Clin Oncol 25:
2811-2818, 2007.

17 Vergote I, Finkler N, del Campo J, Lohr A, Hunter J, Matei D,
Kavanagh J, Vermorken JB, Meng L, Jones M, Brown G and
Kaye S: Phase 3 randomised study of canfosfamide (Telcyta,
TLK286) versus pegylated liposomal doxorubicin or topotecan
as third-line therapy in patients with platinum-refractory or -
resistant ovarian cancer. Eur J Cancer 45: 2324-2332, 2009.

18 Pujade-Lauraine E, Hilpert F, Weber B, Reuss A, Poveda A,
Kristensen G, Sorio R, Vergote I, Witteveen P, Bamias A, Pereira
D, Wimberger P, Oaknin A, Mirza MR, Follana P, Bollag DT
and Ray-Coquard L: AURELIA: A randomized phase III trial
evaluating bevacizumab (BEV) plus chemotherapy (CT) for
platinum (PT)-resistant recurrent ovarian cancer (OC). J Clin
Oncol 30 (suppl) abstr LBA5002, 2012.

19 Matsumoto K, Katsumata N, Yamanaka Y, Yonemori K, Kohno T,
Shimizu C, Andoh M and Fujiwara Y: The safety and efficacy of
the weekly dosing of irinotecan for platinum- and taxanes -resistant
epithelial ovarian cancer. Gynecol Oncol 100: 412-416, 2006.

20 Lortholary A, Largillier R, Weber B, Gladieff L, Alexandre J,
Durando X, Slama B, Dauba J, Paraiso D and Pujade-Lauraine
E: Weekly paclitaxel as a single agent or in combination with
carboplatin or weekly topotecan in patients with resistant ovarian
cancer: the CARTAXHY randomized phase II trial from Groupe
d’Investigateurs Nationaux pour l’Etude des Cancers Ovariens
(GINECO). Ann Oncol 23: 346-352, 2012.

21 Sehouli J, Meier W, Wimberger P, Chekerov R, Belau A, Mahner
S, Kurzeder C, Hilpert F, Klare P, Doerfel S, Hans-Georg Strauss
H, Canzler U, Marth C, Reinthaller A, Petru E, Richter R, Rubio
MJ, Bover I, Gonzalez-Martin A and Harter P: Topotecan plus
carboplatin versus standard therapy with paclitaxel plus
carboplatin (PC) or gemcitabin plus carboplatin (GC) or
carboplatin plus pegylated doxorubicin (PLDC): A randomized

ANTICANCER RESEARCH 33: 1073-1080 (2013)

1078



phase III trial of the NOGGO-AGO-Germany-AGO Austria and
GEICO-GCIG intergroup study (HECTOR). J Clin Oncol
30(suppl): abstr 5031, 2012.

22 Koensgen D, Stengel D, Belau A, Klare P, Oskay-Oezcelik G,
Steck T, Camara O, Mustea A, Sommer H, Coumbos A,
Bogenrieder T, Lichtenegger W and Sehouli J: Topotecan and
carboplatin in patients with platinum-sensitive recurrent ovarian
cancer. Results of a multicenter NOGGO phase I/II study.
Cancer Chemother Pharmacol 62: 393-400, 2008. 

23 Rose PG, Monk BJ, Provencher D, Hartney J, Legenne P and
Lane S: An open-label, single-arm Phase II study of intravenous
weekly (days 1 and 8) topotecan in combination with carboplatin
(day 1) every 21 days as second-line therapy in patients with
platinum-sensitive relapsed ovarian cancer. Gynecol Oncol 120:
38-42, 2011.

24 Murata Y, Hirose T, Yamaoka T, Shirai T, Okuda K, Sugiyama
T, Kusumoto S, Nakashima M, Ohmori T and Adachi M: Phase
II trial of the combination of carboplatin and irinotecan in
elderly patients with small cell lung cancer. Eur J Cancer 47:
1336-1342, 2011.

25 Horn L, Zhao Z, Sandler A, Johnson D, Shyr Y, Wolff S, Devore
RF and Laskin J: A phase II study of carboplatin and irinotecan
in extensive stage small-cell lung cancer. Clin Lung Cancer 12:
161-165, 2011.

26 Schmittel A, Sebastian M, Fischer von Weikersthal L, Martus P,
Gauler TC, Kaufmann C, Hortig P, Fischer JR, Link H, Binder
D, Fischer B, Caca K, Eberhardt WE and Keilholz U: A German
multicenter, randomized phase III trial comparing irinotecan-
carboplatin with etoposide-carboplatin as first-line therapy for
extensive-disease small-cell lung cancer. Ann Oncol 22: 1798-
1804, 2011. 

27 Minami H, Sai K, Saeki M, Saito Y, Ozawa S, Suzuki K, Kaniwa
N, Sawada J, Hamaguchi T, Yamamoto N, Shirao K, Yamada Y,
Ohmatsu H, Kubota K, Yoshida T, Ohtsu A and Saijo N:
Irinotecan pharmacokinetics/pharmacodynamics and UGT1A
genetic polymorphisms in Japanese: Roles of UGT1A1*6 and
*28. Pharmacogenet Genomics 17: 497-504, 2007.

28 Takano M, Kato M, Yoshikawa T, Sasaki N, Hirata J, Furuya K,
Takahashi M, Yokota H, Kino N, Horie K, Goto T, Fujiwara K,
Ishii K, Kikuchi Y and Kita T: Clinical significance of UDP-
glucuronosyltransferase 1A1*6 for toxicities of combination
chemotherapy with irinotecan and cisplatin in gynecologic
cancers: A prospective multi-institutional study. Oncology 76:
315-321, 2009.

29 Sai K and Saito Y. Ethnic differences in the metabolism,
toxicology and efficacy of three anticancer drugs. Expert Opin
Drug Metab Toxicol 7: 967-988, 2011. 

30 Fuchs CS, Marshall J, Mitchell E, Wierzbicki R, Ganju V,
Jeffery M, Schulz J, Richards D, Soufi-Mahjoubi R, Wang B and
Barrueco J: Randomized, controlled trial of irinotecan plus
infusional, bolus, or oral fluoropyrimidines in first-line treatment
of metastatic colorectal cancer: Results from the BICC-C Study.
J Clin Oncol 25: 4779-4786, 2011.  

Received December 25, 2012
Revised February 4, 2013

Accepted February 5, 2013

Tsubamoto et al: Carboplatin and Irinotecan for Recurrent Ovarian Cancer

1079


