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Abstract

Aim: Evaluate safety & efficacy of gemcitabine at a low dose of  250 mg / m2 
in 6 h prolonged infusion plus cisplatin in advanced non – small cell lung cancer 
(NSCLC) patients. 
Patients & methods: Fifty – four patients with stage III B or IV NSCLC were 
enrolled, 39 males & 15 females, with a median age 53 years (range 18 – 65). 
A total of 33 patients (61%) had adenocarcinoma, 12 (22%) had squamous cell 
carcinoma, 2 (4%) had large cell carcinoma & 7 (13%) had other histopathological 
types.. Treatment consisted of 250 mg / m2 gemcitabine in a 6 h infusion on days 
1 & 8, and cisplatin at 75 mg / m2  on day 2 of a 3 – week cycle. A total of 210 
chemotherapy cycles were administered, with a median of 4 cycles per patient 
(range 1 – 6). 
Results: The overall response rate was 39% (o CR, 22 patient PR). Median time 
to disease progression was 5.2 months & median overall survival time was 11.7 
months. One – year survival time was 43%. Hematologic toxicity was mild where 
grade 3–4 neutropenia in 18.5% of patients, thrombocytopenia in 9.3%, and 
anemia in 5.5%. Grade 3 nausea / vomiting was one of the main nonhematological 
toxicities in 27.7% of patients, in addition to grade 1 – 2 alopecia in 62.9% and 
grade   1 – 2 skin rash in 18.4%. 
Conclusion: Prolonged infusion of low dose gemcitabine & cisplatin is an 
effective treatment in NSCLC treatment. Toxicity, especially myelosuppression, 
is remarkably mild. 

Introduction

Non small cell lung cancer (NSCLC) constitutes approximately 80% of all cases 
of lung cancer (1). It is the leading cause of cancer death in the world (2). It is the 
second most common malignancy after bladder cancer in men and breast cancer 
in women in Egypt (3). This high incidence is due to high smoking prevalence 
among Arab men (4). The standard treatment of advanced stage NSCLC is platinum 
doublet chemotherapy, as cisplatin is considered the most effective for NSCLC (5). 
The third generation agents, such as taxanes and yinorelbine, adminstered with a 
platinum derivative, have resulted in improved median and 1- year survival times 
when compared with either cisplatin alone or older platinum – based combinations 
in randomized trials (6, 7). 
Gemcitabine (2', 2' – difluorodeoxy cytidine, dFdC), an analog of cytosine 

arabinoside (Ara-C), is a pyrimidine antimetabalite. Gemcitabine – Cisplatin 
regimen is considered as one of the most active regimens for advanced NSCLC, 
with an overall response rate (ORR) of 22 – 40.6% and median survival of 8.1 
– 9.8 months in phase III trial (8). 
A recent meta – analysis showed an absolute 1– year survival benefit of 3.9% for 
gemcitabine – cisplatin regimen when compared with other platinum – containing 
regimens (9).
Gemcitabine is usually administrated intravenously at a dose of 1000 – 1250 mg 
/ m2 as a 30 – minute infusion on days 1 and 8 of a 21-day cycle or days 1, 8 and 
15 of a 28-day cycle (10). 
This standard gemcitabine infusion acts through the enzyme deoxycytidine kinase 
(dCK) which catalyzes the phosphorylation of gemcitabine into active gemcitabine 
triphosphate which then will be saturated (11). 
Preclinical studies in human tumor cell lines and xenografts showed that 
intracellular accumulation of gemcitabine triphosphate (dFdCTP), the active 
metabolite of gemcitabine, is dependent on the total exposure time & rate of 
administration of gemcitabine (12), So, the brief 30 – minutes infusion of 
gemcitabine might not result in higher concentrations of its active metabolite (13). 
Therefore, prolonging the infusion time at lower dose levels of gemcitabine, such 
as moderately prolonged 100 min infusion (fixed dose rate 10 mg / m2 / min) (14) 
and the low dose infusion lasting for 3, 6, 24 hours have been studied in different 
clinical trials, and demonstrated good efficiency in different tumors, as it leads to 
the maintenance of plasma gemcitabine concentrations at levels at which dCK is 
saturated for prolonged periods of time which increases intracellular accumulation 
of gemcitabine triphosphate  (15, 16, 17). This strategy was hypothesized to result in 
a higher antitumor activity of gemcitabine in patients (18, 19).Table 1 summarizes 
the different trials done using prolonged infusion of low dose gemcitabine.
On the basis of possible advantages of low – dose gemcitabine, this phase II study 
was done to evaluate the toxicity and response rate of a 6 h infusion of gemcitabine 
at a dose of 250 mg / m2 on days 1 and 8 plus cisplatin at 75 mg / m2 on day 2 as 
first – line chemotherapy for advanced NSCLC. Secondary end points were time 
to progression (TTP) and overall survival (OS).

Patients & Methods 

Patient selection
Patients who were 18 – 65 years of age and who had histologically or cytologically 
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confirmed, locally advanced or metastatic stage III B or IV NSCLC were eligible 
for enrollment. Patients had to have at least one bidimensionally measurable 
indicator lesion. Other eligibility criteria included performance status of ≤ 2 
according to Eastern Cooperative Oncology Group (ECOG); life expectancy ≥ 3 
months, adequate bone marrows function (absolute neutrophil count ≥ 2 × 109 / 
L-1, platelet count ≥ 100 × 109 / L-1 , haemoglobin  ≥ 10 g / dl). Adequate hepatic 
and renal functions (serum bilirubin ≤ 1.5 × upper normal limit, hepatic enzymes 
≤ 2 × upper normal limit, serum creatinine × 1.5 upper normal limit). Written 
informed consent was obtained from all patients. Exclusion criteria were brain 
metastases, other malignant diseases except for carcinoma of the cervix uteri in 
situ and squamous cell carcinoma of the skin, severe comorbid diseases, active 
infections that could have interfered with the trial.   

Treatment plan and dose adjustments
Gemcitabine (Gemzar, Eli Lilly and Company), 250 mg / m2 was administered 
as a 6 h. i.v. infusion on days 1 & 8 of a 21 day cycle. Cisplatin was given in a 
dose of 75 mg / m2  i.v. on day 2. All patients were scheduled to receive at least 
two cycles of therapy & up to 6 cycles of chemotherapy if there’s no evidence of 
disease progression. Treatment was stopped early in cases of patient refusal, severe 
toxicity, documented progressive disease (PD) or pregnancy. Patients with PD 
after 2 or 4 cycles or with stable disease after 4 cycles were withdrawn from the 
trial. Full supportive therapy, corticosteroids, anticonvulsants and antibiotics were 
given as needed. Antiemetic premedication, in the form of 5 – HT3 antagonists 
was given. All patients were treated on an outpatient basis.
Dose adjustments during therapy were based on hematologic and nonhematologic 
toxicities. On day 1, if neutrophil count was < 1.5 × 109 / L-1 & / or platelet count 
was  < 100 × 109 / L-1, chemotherapy was delayed (for up to 2 weeks) and doses 
were reduced by 25% until the count recovered. On day 8, if neutrophil count < 
1.0 × 109 / L-1  & / or platelets < 75 × 109 / L-1, the gemcitabine was omitted, 
& the cycle continued with one gemcitabine dose not given.
If patient didn’t recover from hematological toxicity (neutrophil count > 1.0 × 
109 / L-1 and platelets > 75 × 109 / L-1 ) within 2 weeks, treatment is stopped & 
patient is withdrawn from the trial.  
Patients who developed any grade 3 nonhematologic toxicity (excluding nausea, 
vomiting and alopecia), doses were reduced by 25% while treatment was 
discontinued for grade 4 or repeated grade 3 nonhematological toxicity. 

Baseline & treatment assessments
Pretreatment evaluation included physical examination; ECOG – PS, brain, 
thoracic and abdominal computed tomography scan (CT scan); bronchoscopy (if 
not performed at the time of diagnosis); bone scan; electrocardiogram; complete 
blood count, liver & renal function tests. On days 1 & 8, a physical exam (including 
weight) was performed, and ECOG – PS and blood count were assessed. All 
measurable and evaluable lesions were assessed by the same method used at 
baseline. Treatment response was evaluated every 2 cycles by clinical & / or 
radiological tumor assessment, then every 2 months for patients who finished 6 
cycles of chemotherapy. 
Toxicity was recorded according to the National Cancer Institute (NCI – CTC, 
version 2.0). All patients who received at least one dose of treatment were included 
in the toxicity assessment.

Statisical analysis
Statistical analysis were performed using SPSS 11.0 for windows procedures 
(SPSS Inc, Chicago, IL, USA).
TTP was determined by measuring the time interval from the beginning of treatment 
until the first documentation of progression. OS was determined by measuring the 

time interval from the beginning of treatment to the date of death or last contact. 
Kaplan – Meier was used to calculate TTP and OS. 

Results

Patient characteristics
From May 2005 to October 2008, a total of 54 patients were enrolled in this study. 
Patients characteristics are listed in table (2). Fifty one patients were assessable 
for response. Three patients didn’t continue treatment after the first cycle due to 
unrelated causes. 
The majority of patients were males (72%), with a median age 53 (range 18 – 65), 
performance status was 0 in 15%, 1 in 50% and 2 in 35% of patients. Eleven patients 
(20%) were stage III B & 43 patients (80%) were stage IV. Adenocarcenoma was 
the predominant pathology (61% of patients).

Efficiency
The overall response rate (ORR) was 39% including 22 partial responces and no 
complete responses. With a median follow – up time of 11.1 months, by the close 
out date, 9 patients (18%) were alive without progression & 42 patients (82%) had 
progressed, 17 patients (33%) were still alive and 34 (67%) had died. The median 
time to progression (TTP) was 5.2 months, median OS line was 10.7 months & 1 
– year survival was 43%, and 2 – year survival was 20% (fig 1, 2).

Toxicity
Grade 3-4 hematologic toxicities were neutropenia in 10 patients (18.5%), 
thrombocytopenia in 5 patients (9.3%) and anemia in 3 patients (5.5%). Two 
patients required packed RBC transfusions and no patient needed platelets 
transfusion, neither bleeding episodes were recorded. Nonhematologic toxicity 
was mild. Grade 3 nausea / vomiting occurred in 15 patients (27.7%). Grade 3 
alopecia in 2 patients (3.7%) and grade 1 – 2 alopecia occurred in 34 patients 
(62.9%). Reversible increased AST were observed in 6 patients (11.2%), 5 cases 
of grade    1 – 2 & one case of grade 3. 
Grade 1–2 skin rash was encountered in 10 patients (18.4%). No serious adverse 
events were recorded during the study & no patients died from the toxicity. Although 
the protocol was to be repeated every 21 days, 196 cycles (93.3 %) were given 
within the 21-day period of the protocol. Twelve cycles (5.7%) were delayed for 
less than 7 days; 2 cycles (1%) were delayed for more than 7 days. Of these, 10 
cycles (4.8%) were delayed for toxicity reasons.

Dose intensity
A total of 210 cycles of chemotherapy were administered, with a median of 4 
cycles per patient (range 1 – 6). Seven patients (12.9%) received all 6 cycles, 6 
(11.1%) received 5 cycles, 23 (42.6%) received 4 cycles, 11 (20.4%) received 3 
cycles, 6 (11.1%) received 2 cycles & 1 (1.9%) received 1 cycle. 

Discussion

In the last year, several clinical trials have tested the combination of gemcitabine 
& cisplatin in advanced NSCLC; in these trials, gemcitabine, at doses of 1000 
– 1200 mg / m2  was administrated weekly for 2 – 3 weeks followed by 1 week 
rest (22, 23). Among the regimens, gemcitabine – cisplatin has proven to be well 
tolerated with response rates 22 – 40.6%, TTP 4.2 – 6.9 months, median OS 8.1 
– 9.8 months & 1 – year survival rate 32 – 39% in several large phase III studies 
(7, 12, 23`). In all the trials, gemcitabine was administrated in a 30 min infusion. 



										Pan	Arab	Journal	of	Oncology		|		vol	2;	issue	3		|	September	09	 	 	 	 	 	 	 																									www.amaac.info��  >

In the current study, gemcitabine was given as a 6 h infusion at 250 mg / m2 on 
days 1 & 8 plus cisplatin. Overall response rate was 39%, with a median TTP of 
5.2 months and median OS time of 11.7 months. 
In this study, the most outstanding feature of this regimen is low – dose gemcitabine 
in prolonged infusion. The explanation for this phenomenon is the saturation of 
deoxycytidine kinase that occurs after short infusion at conventional doses. This 
enzyme is necessary to convert gemcitabine into gemcitabine triphosphate (active 
form). Prolonged infusion results in a higher intracellular concentration of the 
active metabolite,in contrast to the short infusion which leaves most of the drug 
unmetabolized. (11, 13). 
Akrivakis et. al and Pollera et. al. demonstrated in their phase I trials that the 
MTD for gemcitabine in 6 h infusion is 250 – 300 mg / m2 (25, 26). In phase 
II trials, Schmid et. al and Khaled et. al confirmed the previous data with good 
efficiency and mild myelosuppression (26, 27). On the basis of these results, this 
study was conducted. In a similar study, conducted by Zwitter et. al., response 
rate was 45%, median progression – free survival was 6.3 months and median 
OS was 11.9 months, similar to the present trial.
Ceribelli et. al and Xu et. al., demonstrated the efficiency of gemcitabine in 
prolonged infusion at fixed dose rate (10 mg / (m2 min)) if used with cisplatin or 
carboplatin in NSCCC, with a response rate of 34 – 41%, median TTP of 5 – 8 
months and OS of 11.5 – 13 months (13, 18). Tempero et. al., compared fixed dose 
rate infusion (10 mg / (m2 min)) with standard 30 min infusion of gemcitabine 
in pancreatic carcinoma and observed a longer median survival with the former. 
If gemcitabine was given in a large dose at a fixed dose rate infusion, all the 
randomized phase II trials, (15, 18, 28) indicated more hematologic toxicity in 
the fixed dose rate rather than in the 30 min infusion arms. In the current study, 
mild hematologic toxicity was encountered in the form of grade 3–4 neutropenia, 
thrombocytopenia and anemia that were 18.5, 9.3, 5.5%, respectively. Also, no 
patients had febrile neutropenia, platelet transfusion or bleeding episodes. Only two 
patients received packed RBC transfusion. This in contrast with higher rate of grade 
3–4 neutropenia, thrombocytopenia & anemia 38.1 – 64%, 36.3 – 63.9%, and 11.9 
– 30.9% respectively with regimens of conventional 30 min infusional gemcitabine 
plus cisplatin. Also, high rates of febrile neutropenia, platelet transfusions and 
packed RBCtransfusions up to 7, 20.4 and 37.7% respectively (5, 7, 12, 19, 23). 
Therefore, the lower rate of hematologic toxicity, in the present study, was due 
to low – dose gemcitabine in prolonged infusion. 
The low hematologic toxicity encountered in this study coincided with that in 
Zwitter’s study (20) where gemcitabine was given in similar way as the current 
study. Also, nonhematologic toxicity in the form of nausea & vomiting were the 
most commonly observed, in both trials followed by grade 1 – 2 alopecia, skin 
rash and increased AST. 
Beside the advantage of lower hematologic toxicity, lower costs due to low dosing 
of gemcitabine in this study made it possible for more patients to continue their 
chemotherapy. 
In conclusion, treatment with low dose gemcitabine in prolonged infusion plus 
cisplatin is feasible. 
The good efficiency, mild hematologic toxicity and lower drug costs make it an 
attractive option for patients with NSCLC. 
It is recommended to be studied in comparison with standard infusion of gemcitabine 
in a randomized study.

	

References

1. Glassberg AB, Cornett P( 1994): Lung ,Non – small cell, in Dollinger M 
Rosenbaum EH, Cable G, (eds): Everyone’s guide to cancer therapy. Kansas City, 
MO, Somerville House Books Limited pp. 469 – 475. 
2. Parkin DM, Bray F, Ferlay J et al (2005): Global Cancer Statistics  CA Cancer 
JClin 54 : 74 – 108.
3. National Cancer Institute in Egypt (2008): Lung Cancer, National Institute of 
Health of Egypt. 
4. Tarabeia J, Green MS, Barachana M, Baron – Epel O, Ifrah A, Fishler Y and 
Nitzan – Kaluski D (2008): Increasing lung cancer incidence among Arab men 
reflects or change in the earlier paradox of low incidence and high smoking 
prevalence. Eur J cancer Prev.; 17 (4): 291 – 6. 
5. Scogliotti GV, De Marinis F, Rinaldi M, Crinol, Gridelli C, Ricci S et al (2006): 
Phase III randomized trial comparing three platinum – based versus doublet in 
advanced Non small cell lung cancer. Italian cancer project, J Clin Oncol; 20: 
4285 – 91. 
6. Bonomi B, Kim K, Fairclough D et al (2000):Comparison of survival and quality 
of life in advanced Non small cell lung cancer patients treated with two dose level 
of paclitaxel combined with cisplatin versus etopside with cisplatin: results of an 
Eastern Cooperative Oncology Group trial. J clin Oncol 18 : 623 – 631. 
7. Sandler AB, Nemunaitis J, Denham Cetal (2000): Phase III trial of Gemcitabene 
plus cisplatin versus cisplatin alone in patients with locally advanced or metastatic 
non – small cell lung cancer, J Clin Oncol           18 : 122 – 130.
8. Le Chevalier T, Scaglotti G, Natale R, Danson S, Rosell R, Stahel R et. al. 
(2005): Efficiacy of gemcitabine plus cisplatinum chemotherapy compared with 
other platinum containing regimens in advanced non – small cell lung cancer: a 
meta – analysis of survival outcomes, Lung Cancer; 47 : 69 – 80.
9. Van Moorsel CJ, Peters GJ, Pinedo HM (1997): Future prospects of single 
agent and combination studies, The Oncologist; 2 : 127 – 134. 
10. Van Haperen RVW, Veerman G, Boven E et al (1994): Schedule dependence of 
sensitivity to 2', 2" – difluorodeoxycitidine (gemcitabine) in relation to accumulation 
and retention of its triphosphate in solid tumor cell lines and solid tumors. Biochem 
pharmacol; 43 : 1327 – 1339. 
11. Plunkett W, Huang P, XuYZ et al (1995): Gemcitabine, metabolism, mechanisms 
of action and self potentiation, Semin Oncol; 22 (suppl 11):   3 – 10.
12. Smit EF, Van Mear-beeck JP, Lianes P, Debruyne C, Legrand C, Schramel 
F et. al. (2003): A phase III trial of the European organization for research and 
treatment of lung cancer group – EORTC 08975. Three – arm randomized study 
of two cisplatin based regimens & paclitaxel plus gemcitabine in advanced Non 
small cell lung cancer. J Clin Oncol; 21 : 3909 – 17. 
13. Xu N, Shen P, Zhang XC, YuLF, BaoHY, Shi GM et. al., (2007): Phase II trial 
of a 2h – infusion of gemcitabine plus carboplatin as first line chemotherapy for 
advanced non small cell lung cancer. Cancer Chemother Pharmacol; 59 : 1 – 7. 
14. Von Deluis SA, Lersch C, Schulte – Frohilinde E, Mayr M, Schmid RM, Eckel 
F, (2007): Phase II trial of weekly 24 h infusion of gemcitabine in patients with 
advanced gall bladder and biliary tract carcinoma. BMC cancer, 5 : 61. 
15. Cappuzzo F, Novello S, De Marinis F et. al. (2007): A randomized phase II 
trial evaluating standard (50 mg / min) versus (10 mg / min) infusion duration 
of gemcitabine as first – line treatment in advanced non – small cell lung cancer 
patients who are not eligible for platinum - based chemotherapy, lung Cancer; 
52 : 319 – 325. 
16. Soo – RA, Wang LZ, Than LS et. al. (2006): A multicentre randomized phase 
II study of carboplatin in combination with gemcitabine at standard rate or fixed 
dose rate infusion in patients with advanced stage non – small cell lung cancer. 
Ann Oncol; 17 : 1128 – 1133.

original article  <



www.amaac.info	 	 	 	 								 	 	 																								Pan	Arab	Journal	of	Oncology		|		vol	2;	issue	3		|	September	09 <  ��

17. Boven E, Schipper H, Enkelens CA et. al. (2004): The influence of the schedule 
and the dose of gemcitabine on the anti – tumor efficacy in experimental human 
cancer. Br J cancer; 68 : 52 – 56.
18. Ceribelli A, Gridelli C, De Marinis F et. al. (2003): Prolonged gemcitabine 
infusion in advanced non small cell lung carcinoma. A randomized phase II study of 
two different schedules in combination with cisplatin. Cancer; 98 : 337 – 343. 
19. Crino L, Scagliotti G, Marengolo M, Figoli F, Clerilci M, De Marinis F et. al. 
(1997): Cisplatin – gemcitabine combination in advanced non – small cell lung 
cancer: a phase II study. J Clin Oncol; 15 : 297 – 303. 
20. Zwitter M, Kovac U, Smrdel U, Kocijancic I, Segedin B, Vrankar M (2005): 
Phase I – II trial of low dose gemcitabine in prolonged infusion and cisplatin for 
advanced non – small cell lung cancer. Anticancer Drugs; 16 : 1129 – 34.
21. Xiong JP , Feng M , Qiu F, Xu J , Tao QS , Zhang L , Xiang XJ, Zhong LX, Yu 
F ,Ma XT, Gong WY (2008): Phase II trial of low dose gemcitabine in prolonged 
infusion and cisplatin for advanced non – small cell lung cancer. Lung Cancer; 
60: 208-14.
22. Anton A, Artal A, Carrato A, Diaz – Fernandez N, Gonzalez Larribajl Vadell 
C et. al. (1997 ): Gemcitabine plus cisplatin in advanced NSCLC. Proc Ann Soc 
Clin Oncol; 16 : 461. 
23. Schiller JH, Harrington D, Belani CP, Langer C, Sandler A, Krook J et. al. 
(2002): Comparison of four chemotherapy regimens for advanced non – small cell 
lung cancer. Eastern Cooperative Oncology Group. N Engl J Med; 346; 92 – 8.
24. Akrivakis K, Schmid P, Flath B, Schweigert M, Sezer O, Mergenthaler HG et 
al (1999): Prolonged infusion of gemcitabine in stage IV breast cancer: a phase 
I study. Anticancer Drugs; 10 : 525 – 31. 
25. Pollera CF, Ceribelli A, Crecco M, Oliver C, Calabresi F (1997): Prolonged 
infusion gemcitabine: a clinical phase I study at low  (300 mg / m2) & high dose 
(875 mg / m2) levels. Invest New Drugs,  15 : 115 – 21.  
26. Schmid P, Akrivakis K, Flath B, Grosse Y, Sezer O, Mergen – Thaler HG, et. 
al (1999): Phase II trial of gemcitabine as prolonged infusion in metastatic breast 
cancer. Anticancer drugs; 10 : 625 – 31. 
27. Khaled H, Emara ME, Gaafer RM, Mansour O, Abdel Warith A, Zaghloul MS 
and El Malt O (2008): Primary chemotherapy with low – dose prolonged infusion 
gemcitabine & cisplatin in patients with bladder cancer, a phase II trial, Urol 
Oncol; 26 (2) : 133 – 6.
28. Tempero M, Plunkett W, Reiz VHV, Hainsworth J, Hochster H, Lenzi R, et. 
al., (2003): Randomized phase II comparison of dose intense Gemcitabine : 
Thirty – minute infusion & fixed dose rate infusion in patients with pancreatic 
adenocarcinoma. J Clin Oncoli; 21 : 3402 – 8. 
 

Tables

Table 1: Trials of low dose gemcitabine in NSCLC
Table(1): Trials of low dose gemcitabine in NSCLC

Regimen Used ORR

%

     OS        Side Effects

Zwitter 

et.al.(2005)
 (20)

Gemzar:250mg/m
2
d1    

Cisplatin:75mg/m
2
d2/3Ws.

45% 11.9month Mild neutropnia, 

thrombocytopenia N, V, 

alopecia, ,skin rash.

Xiong et 

.al.(2008)
 (21)

Gemzar:250mg/m
2
d1    

Cisplatin:75mg/m
2
d2/3Ws

39.3% 10.5month Mild neutropnia, 

thrombocytopenia N, V, 

alopecia, ,skin rash.

N:nausea,V:vomiting.

Table 2: Patient’s Characteristics
Table (2) Patient’s Characteristics: 

No. of patients %

No. included 54 ___

Median age (years) 53 (18 – 65) ___

Male / Female 39 / 15 72 / 28

ECOG performance status

0 8 15

1 27 50

2 19 35

Stage

III B 11 20

IV 43 80

Histology

Squamous 12 22

Adenocarcinoma 33 61

Large cell 2 4

Others 7 13

Sites of metastases

Lung 25 46

Liver 5 9

Bone 18 33

Nodes 13 24

Others 2 4

No. of metastasis sites

1 33 61

2 18 33

3 3 6
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Table 3: Toxicity profile by gradeTable 2: Toxicity profile by grade.

Patients (n = 54) Grade 1 (%) Grade 2 (%) Grade 3 (%) Grade 4 (%)

Hematologic toxicities

Leucocytopenia 7 (12.9) 15 (27.7) 12 (22.2) 1 (1.9)

Neutropenia 5 (9.3) 14 (25.9) 9 (16.6) 1 (1.9)

Febrile Neutropenia 0 0 0 0

Anemia 23(42.6) 13 (24.1) 3 (5.5) 0

Thrombocytopenia 6 (11.1) 10 (18.5) 5 (9.3) 0

Nonhematologic 

toxicities

Nausea / Vomiting 16 (29.6) 15 (27.7) 15 (27.7) 0

Danalea 2 (3.7) 0 0 0

Increased AST 4 (7.4) 1 (1.9) 1 (1.9) 0

Increased creatinine 3 (5.5) 0 0 0

Skin rash 7 (12.9) 3 (5.5) 0 0

Alopecia 15 (27.7) 19 (35.2) 2 (3.7) 0



www.amaac.info	 	 	 	 								 	 	 																								Pan	Arab	Journal	of	Oncology		|		vol	2;	issue	3		|	September	09 <  ��

Figures

Fig 1. 

Pr
ob

ab
ili

ty
 o

f S
ur

vi
va

l (
%

)

Fig 2. 

Pr
ob

ab
ili

ty
 o

f S
ur

vi
va

l (
%

)


