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Paclitaxel Based Chemotherapy in Recurrent Epithelial Ovarian
Carcinoma (EOC)
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Summary

Prognosis of patients with recurrent epithelial ovarian carcinoma (EOC) 15 poor. Among the newer
drugs tested, paclitaxel has been found to be most active. Between Mav, 1994 and December, T9ur, 22
patients (median age, 45 vears) with recurrent EOC recerved paclitaxel based chemotheraps (1 AN22
patients had received earlier platinum based CT but were paclitaxel naive. hirteen patients received
paclitaxel and cisplatin, 7 paclitaxel alone and 2 patients received paclitaxcl and adriamyem. Paclitaxel
was administered intravenously over 3 hours as saline infusion in the dose of 135 mg /m2 every 3weeks
toatotal of 6 eycles. All patients were evaluated for response and toxicity. Ten of 22 patients (45.4%)
responded; complete 8(36.47) and partial (PR) in 2 (9%) patients. Four patients had minimal response
and 8 progressed while on CT. Response rates were higher for patients with good pertormance status
(01, and those with platinum sensitive disease (p=.23). The overall median survivaliorall patients
was 235 months frange, 5 to .2 months). CT responders had a signiticanthy higher surviv al compared to
non responders, IS5 v S months, p<. 001, Currently, 8 of 10 responders are alive, 7 with discasc and one

Jdisease tree ata median interval of 18.5 months (range, [3-52 moenthsyafter CT.

Introduction

I'pithelial ovarian cancer (EQC) is the second
commonest gyvnaccological cancer among women in
India (ICNR, 1989). Debulking surgery followed by
cisplatin based chemotherapy (CT) is the standard
treatment approach. Relapse after initial response to CT
1~ the major cause ot treatment failure. Salvage CT s
v ariablv used Tesponse to salvage chemotherapy is
dependent upon treatment free interval. Patient swho
refapse withim o months of  completion of treatment,
noprcally have Tow response rates with short survival,
Paclitanel and based (cisplatin or
carboptatinum) CI'is promising salvage CT. Though a
number of studies are available from west, Indian data
i~ rather scanty (Advanictal, 1994). We here reportour

preliminary experience.

platinum

Patients and Methods

Between May 1994 and December, [uo7, 22
patients with recurrent or refractory FOC reccived
paclitaxel based CT. All patients had carlier received
platinum based CT. Paticents characteristios are shown
in table-1. The median age was 45 vears trange, 30-82
years). 10 patients had received one C1regimen, 9 had
received 2 and 3 patients received 3CT regimoens before
receiving paclitaxel based CT - Median time to rclapse
was 7Zmonths (0 to 33 months). A\ fotal of 200 C T ovles
were delivered (mean 9.3), Paclitaxc hwas adnunistered
cither as sigle agent (n=71 in combmation with cisplatin
(n=13) or adriamycin {n=2). The latter patients had
developed renal insutficiency carlier tollowing cisplatin
based CT and had decreased creatinine clearance at the
time of relapse, thercfore platinum was avoided in these
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resistant discase other CT drugs are required as response
rate to platinam based C1 s Tow with short survival.
rhamar 199510 In past decade a member of newer drugs
have undergone phase 1T trials. These include-
pachtavel docetavel, gemertabine, oral etoposide,
hposomal dovorubicin, topotecan ete. Paclitaxel has
been stadied most extensivelv (Rowinsky et al 1992)
cither alone clhrimble et al 1993, Trope et al 1998) or in
combination with csplatm or carboplatin (Goldberg, ot
1 199e, Rose etal 1998) The response rates obtained in
ourstudy s smadar to those reported ny previous studies
Advanietal 199 Goldberg et al 1996, Rose et al [998),
[he combmattion ot paclitasel + cisplatin or carboplatin
i~ nowe standard therapy in the primary management of
advanced FOC (Piccart, ot al 2000, Nejit, et al 2000) In
the present study, paclitaxel was administered over 3
hours. Lhe resalts obtamed are stmilar to those obtained
m the Furopean-Canadian study (Fisenhauer, etal 1994,
In the later study, patients were randomized to receive
pachitanel m the dose of 135 mgm2 vs 175 mg/m2 and
mitesion over 3vs 24 hours. The response rate in both
armswere not stgnihcanthy difterent. The toxicity was
[hus, presently

5

higher in 24 hour imtusion arm.
paclhitanel is administered as 3 hours infusion as

Practiced m our study .

In the present study, patients i cood
performance status responded signiticantly Respons
rate was higher for patients with plabmunt sensitn
discasc, however, it was significantly ditterent possibily
due tosmall number of patients ttablc il These vesolts
are stmilar to those obscerved v carlier studies Al
complete responses were observed m o patients who
received paclitaxel during the fivst relapses Toweyve
these results are ditterent to those obtamed by Goldbery
ctalwho did nottindg such ditterence € Tawastolerated
welll Grade H-IThematologreal toxioiy wasseer aonh
1170 or CTeveles: Higher trequency of oy closupprossion
in carlier studics (Fisenhauer, ot al 199 coudd have
been related to the highor doee of paclitaxel I75myg m2
and longer duration of i
to 135 mg/m2 given over 3hours mou studh

nover 24 hours)compared

Thus, paclitaxel and cisplatin coinbmation s
reasonable option in patient with recurrent J O i
should be considered in patients with good performanc
status and those with platinum sensitice discase

Conclusion
chemotherapy is a reasonable option m patient wath
recurrent FOC and should be considered in patientswath

Treatment with pachtasei basceua

wood performance status.
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Table Il

Analysis of Prognostic Factors

Factor No of Pts CR PR
Pertormance

Status

(-2 16 8 2
-4 6 0 0
CDDP sensttiy e dis. 12 5 2
cDDDP resistant dis. 1O 3 0
CT Regimen

Paclitaxet  Paclitasel + Adr 9 2 (1
Paclitaxet -~ cDDP 13 6 2
Relapse Lvent

First 13 K &
Second 3 1 0
Third 3 0 1

CR + PR (°:) MR NR/PD
1(62.5; 2 |
0(9) 2 }
}w' lH
7(58.3) | i
3(30.0) 3 ]
P 23
2(22.2) 2 5
S(A1.3) 2 3
i
S(al.a) 2 3
1(16.6) 1 |
1(33.3) | |
"

CR-complete response, PR-partial response, MR-minimal response, NR-no response, PD-progressive discase, cDDP

cisplatin, Adr-adriamycin, CT-chemotherapy, p=p value
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