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INTRODUCTION

This volume, the last in this series on cancer growth and
progression, is a companion volume to Volume IX and
further explores established and novel approaches for the
therapy of patients with malignant neoplasms. The stra-
tegies reflected in these volumes are direct extrapolations
from the basic science of cancer biology, growth and pro-
gression described in earlier volumes of this series. Some
approaches are directed towards the eradication or modifi-
cation of the properties of heterogeneous malignant tumor
cells at various stages of tumor progression, while other
approaches are directed towards modification of the host
antitumor defense systems, e.g., enhancement of host anti-
tumor immune reactivity.

The chapters reviewing immunotherapy and biological
tesponse modifiers in cancer treatment indicate how
advances in the basic science of cancer biology and tumor
immunology (see Volumes I-IV) have been rapidly extended
to clinical strategies for therapy of human neoplasms. In-
deed, these new approaches may yield effective modalities
for cancer treatment with a high margin of safety and effi-
cacy with the capacity to overcome conventional drug resis-
tance and tumor heterogeneity. Additional approaches
towards cancer treatment, as well as advances in conven-
tional treatment are also reviewed in this volume and in-
clude: transcatheter management, antifolates, purine metab-
olites, alkylating agents, platinum compounds, nitro-
soureas, triazine and hydrazine derivatives, anthracycline
antibiotics, actinomycin and other antitumor antibiotics.

Moreover, the current status of plant-derived vinca alka-
loids and non-alkaloid natural products is summarized.
Advances in hyperthermia and additional approaches for
the therapy of malignancies are also presented.

The volume continues with chapters on bone marrow
transplantation as well as hematologic and nutritional sup-
port for the cancer patient. Blood pressure in the cancer
patient, therapy for nausea and vomiting as well as pain are
discussed. The last chapter is devoted to the problems of the
terminally ill, including evaluations of the burden relatives
and friends of the cancer patient have to bear.

It is clear that important advances in the basic science of
cancer growth and progression (reviewed in Volumes I-1V
of this series) coupled with an understanding of cancer in
man as compared to other species (Volume V), and an
understanding of the etiology of cancer in man (Volume VI),
local invasion and spread of cancer in man (Volume VII),
and patterns of metastasis/dissemination in man (Volume
VIII) are all essential features for the formulation of new
advances in cancer management for human neoplasms. The
recent and substantial advances in cancer management re-
viewed in this volume, and in Volume IX, indicate the rapid
and expanding progress that will continue to emerge from
this continuum of basic sciences, preclinical studies in
therapy and diagnosis models in animals, and ultimate ex-
trapolation to the management of cancer in man.

Volume Editor
Paul V. Woolley

Series Editor
Hans E. Kaiser
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BIOLOGICAL RESPONSE MODIFIERS

ROBERT K. OLDHAM

ABSTRACT

Biotherapy represents a new modality of cancer treatment. It uti-
lizes biologicals and biological response modifiers. Many of these
substances are of ‘natural’ origin eminating from mammalian cells
as physiologic mediators of immune response and as substances
active in the regulation of growth and maturation. With the advent
of molecular biological techniques, hybridoma technology and
computer applications, it is now possible to prepare these biological
substances in highly purified form and in large quantities for use as
medicinals. The expertise required to apply these biotherapeutic
approaches to the treatment of cancer often involves the use of
immunological and/or molecular biological capabilities. Because of
the rather specialized expertise needed to understand and apply
these substances as anticancer approaches, those individuals with
expertise in the application of chemotherapy to patients with cancer
are not necessarily well prepared for the translation of biotherapy
to the clinic. Biotherapeutic approaches are broad and involve a
whole range of physiological responses inherent in cancer biology.
The approaches needed to bring these biotherapeutic capabilities to
the clinic need to be considered carefully and the use of new tech-
niques and new methods of application should be encouraged so as
not to inhibit these potentially powerful anticancer approaches. As
natural mediators, many biologicals have much less inherent toxic-
ity than the drugs previously used in systemic cancer therapy.
Therefore, the systems for translating these substances from the
laboratory to the clinic should be restructured for the rapid trans-
lation of biotherapy to the patient.

INTRODUCTION

Biologicals could encompass any substance of biological
origin but generally represent the products of the mam-
malian genome. With modern techniques of genetic engi-
neering the mammalian genome represents the new ‘medi-
cine cabinet’. Biological response modifiers (BRM) are
agents and approaches whose mechanisms of action involve
the individual’s own biological responses. Biologicals and
BRM can act in several ways in the biotherapy of cancer:

(a) augment the host’s defenses by administering cells,
natural biologicals or the synthetic derivatives thercof as
effectors or mediators (direct or indirect) of an antitumor
response;

(b) increase the individual’s antitumor responses through
augmentation and/or restoration or effector mechanisms
and/or decrease a component of the host’s reaction that may
be deleterious;

(c) augment the individual’s responses using modified
tumor cells or vaccines to stimulate a greater response by the
individual or increase tumor cell sensitivity to an existing

response;

(d) decrease transformation and/or increase differentia-
tion (maturation) of tumor cells;

(e) increase the ability of the host to tolerate damage by
cytotoxic modalities of cancer treatment.

While several of these approaches involve the augmen-
tation of biological responses, an understanding of the bio-
logical properties of immune response molecules, growth
and maturation factors and other biological substances will
assist in the development of specific molecular entities which
can have direct actions on biological responses and/or on
tumor cells. Thus, one can visualize the development of
biological approaches with response modifying as well as
direct cytolytic, cytostatic, or maturational effects on tumor
cells.

It is clear that the mechanisms are now available for the
development of biotherapy. To put these approaches into
clinical practice it is important to dispel a historical dogma
of immunotherapy. Biotherapy can have activity on clini-
cally apparent disease, and the testing is not restricted to
situations where the tumor cell mass is imperceptible (38).
Thus, the clinical trial designs for biotherapy can be similar
to those used previously for other modalities of cancer

treatment, as long as one is sensitive to the need to measure

both pharmacokinetics and the biological responses affected
by these approaches (34). Thus, testing is continuing for the
interferons, lymphokines/cytokines, growth and maturation
factors, monoclonal antibodies and immunoconjugates
thereof, vaccines and cellular therapy.

HISTORICAL PERSPECTIVES

Given the variability of cancer’s clinical presentation, it is
not surprising that randomized trials of nonspecific and
specific immunotherapy, as translated from animal models,
have not been uniformly successful in cancer treatment (21,
22). Naturally occurring cancers arise in a particular organ
from one cell or a few cells under some carcinogenic stim-
ulus. In humans, these initial foci of cancer cells may grow
over very long periods of time (from 1% to 10 % of the
human life span) before there is any clinical evidence of the
disease. Dissemination of cells from initial focus may occur
at any time during the development of the primary tumor.
Thus, growth and metastasis occur over months to years,
allowing complex biological interactions to take place.

By contrast, experimentally induced cancer is an artificial
situation. The tumor cells injected into young, normal ani-

P.V. Woolley (ed.), Cancer management in Man: Biological Response Modifiers, Chemotherapy, Antibiotics, Hyperthermia, Supporting Measures
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2 Robert K. Oldham

mals, thereby circumventing the influences of environmental
or genetic factors which may be operative in the natural host
during tumor development, and the injection represents a
single instantaneous point source for a defined tumor load
which has been manipulated in virro. Regardless of whether
that tumor load is 10" or 10% cells, it is being placed artifici-
ally into a single site and allowed to grow and metastasize
from that selected single site. Thus, these transplantable
cancers are not analogous to clinical cancer.

The modern era of cancer treatment began in the 1950s
with the recognition that most cancers were systemic prob-
lem. It became obvious that lymphatic and blood-borne
metastases often occurred simultaneously with local growth
and regional spread. The early success of alkylating agents
in the systemic treatment of lymphoma prompted a massive
search for drugs which might have cytolytic or cytostatic
effects on cancer cells. There is now widespread recognition
that drugs in cancer treatment can effectively palliate and
sometimes cure. The development of three modalities (sur-
gery, radiotherapy and chemotherapy) and their subsequent
integration into what is now multimodal cancer treatment
have been recently summarized (8).

In the last 5 years, we have reached a plateau in cancer
treatment. New surgical techniques and new methods of
radiotherapy are being developed but these two modalities
are useful mainly in the local and regional cancer treatment.
Chemotherapy continues to evolve, with new drugs and new
combinations of drugs being developed for cancer treat-
ment. There has been continued slow progress in the treat-
ment of highly replicative and drug sensitive malignancies
over the last 10 to 15 years. It is now apparent that further
progress with chemotherapy will probably depend on a
greater understanding of the metabolic processes of cancer
cells and the differences between these and normal cells. In
addition, there are the problems of selectivity of action and
drug delivery. Clearly, cancer cells are more like than unlike
normal cells with respect to sensitivity to current chemo-
therapeutic agents. There is little evidence of selectivity in
the delivery or effects of anticancer drugs. Many chemo-
therapeutic agents are highly cytolytic, but the problems of
normal tissue toxicity, drug delivery, and tumor cell resis-
tance remain (8, 18). Thus, cancer remains a systemic prob-
lem which requires further systemic approaches for more
effective treatment.

The scientific base is now firm for the establishment of
biotherapy as the fourth modality of cancer treatment. His-
torically, there was an attempt to establish immunotherapy
in this role. While immunotherapeutic effects were re-
producible under selected experimental conditions, it was
not strikingly effective in animals bearing palpable tumors.
Given the observation that immunotherapy was more effec-
tive with smaller tumor burdens, investigators began to
study both ‘specific’ and ‘nonspecific’ immunotherapy as
treatment for minimal residual disease. Although it became
widely accepted that the treatment of animals with minimal
residual disease was analogous to the postsurgical treatment
of cancer in humans, this analogy was often stretched to the
limit. Immunotherapy in young and normal animals was
often begun on the day (or 1-2 days) of the tumor transplant
using a transplant of a very small number of tumor cells (one
to 1000) into a single site. In many of these studies and in
studies where the tumor was surgically resected and no

evident disease remained, the effects of immunotherapy were
reasonably reproducible and were most beneficial when the
tumor mass was < 10° cells.

These experimental results developed into the dogma that
immunological manipulation or immunotherapy could
work only when the tumor cells mass was imperceptible (38).
This posed real problems for the immunotherapy of human
malignancies since the tumor cell mass is at least two orders
of magnitude greater than 10° cells at clinical diagnosis.
Even in the postsurgical adjuvant setting, the timing of most
recurrences would seem to indicate that larger numbers of
cells were probably present (although clinically impercep-
tible) than immunotherapy would likely have been able to
cure.

Despite the obvious difficulties with the experimental re-
sults in animal tumor models, clinicians began immuno-
therapy trials in the 1970s. Initial, small nonrandomized
trials would often be reported as being positive. Larger,
randomized, controlled studies were done to confirm or
deny the efficacy of a particular immunotherapeutic regimen
in a particular cancer. While some of the controlled studies
were positive, most yielded marginal or negative results.
Thus, the negative attitude of most clinicians toward immu-
notherapy by the end of the 1970s (51).

Why did immunotherapy fail to establish itself as a major
modality for cancer treatment? An important factor was the
lack of definition and purity of the reagents for immuno-
therapy. Many of the nonspecific approaches involved the
use of complex chemicals, bacteria, viruses, and poorly
defined extracts in an attempt to ‘stimulate’ the immune
response without any molecular definition as to the actual
stimulating entities (such as tumor-associated antigens)
which might have been involved in the treatment. Given the
lack of analogy between model systems and man, the poorly
characterized reagents and the problems of variability in
experimental procedures, the lack of efficacy was hardly
surprising.

Biological control mechanisms should be envisioned on a
much broader basis than the immune system. While
immunotherapy remains a subcategory of biotherapy, there
are numerous additional possibilites for the control of can-
cer. Growth and differentiation factors, the use of syntheti-
cally derived molecular analogs, and the pharmacologic
exploitation of biological molecules now involves a much
broader range of approaches than those previously con-
sidered as immunotherapy.

There were specific developments that led to biotherapy
becoming the fourth modality of cancer therapy (37). First,
advances in molecular biology have given scientists the
capability to clone individual genes and thereby produce
significant quantities of highly purified products of the
mammalian genome for analysis. Unlike extracted and puri-
fied biological molecules, which were available only in small
quantities in semi-purified mixtures, the products of cloned
genes have a level of purity on a par with drugs and can be
analyzed alone or in combination as to their effects in cancer
biology. In addition, recent progress in nucleic acid sequenc-
ing and translation, protein sequencing and synthesis, the
isolation and purification of biological products and mass
cell culture, has given us the opportunity to alter proteins at
the nucleotide of amino acid levels to manipulate and opti-
mize their biological activity.



A second major technical advance was the discovery of
hybridomas. A major limitation for the use of antibodies
was the inability to make high-titer specific antisera and to
define these preparations on a molecular basis. Immuno-
globulin reagents can now be produced with the same level
of molecular purity as cloned gene products and drugs.
These monoclonal antibodies are powerful tools in the iso-
lation and purification of tumor-associated antigens, lym-
phokines/cytokines and other biological molecules which
can be used in biological therapy. The advances in molecular
biology and hybridoma technology have eclipsed previous
techniques for the discovery and purification of biological
molecules.

Technological advances in equipment and computers
have been critically important for isolating and purifying
biological molecules. We now have the capability to con-
struct nucleotide or amino acid sequence to fit any biological
message that we are able to decipher. While this synthetic
capability is currently limited to smaller genes and gene
products, the techniques are rapidly becoming available
where analysis and construction of nucleotide sequences will
occur in an automated way, making enormously complex
molecules possible to synthesize and manufacture.

DETECTION OF BIOLOGICAL ACTIVITY IN
PRECLINICAL MODELS

Central to the identification of biotherapy that might be
useful in clinical oncology is the recognition that, in the
main, the challenge in humans is the eradication of metas-
tases. In this regard, two important facts must be kept in
mind: First, metastases can result from different subpopu-
lations of cells that reside within the primary neoplasm (12),
which may explain the fact that cells residing within a metas-
tasis can be antigenically distinct from those that predomi-
nate in the parental tumor (2, 11, 30), and from other
metastases (2, 50). The implications of such findings as they
relate to the outcome of specific immunotherapy are ob-
vious. Second, normal animals are not comparable to ani-
mals or humans bearing autochthonous neoplasms (30).
Specific or nonspecific defects may exist in animals and in
humans that lead to the development of their autoch-
thonous tumors. Corrections of such defects may require a
totally different form of biotherapy than that required to
assist the normal host in controlling an implanted cancer.

SCREENING CRITERIA

Theoretically, an ideal procedure for screening should em-
ploy a system of sequential and progressively more demand-
ing studies designed to select a maximum number of effective
agents.

The term screening denotes a series of sequential assays
through which many agents are tested for therapeutic poten-
tial. For some BRM, a general screening procedure may be
inappropriate. For example, the activity of a monoclonal
antibody with antitumor specificity would not be detected
by use of the general activity screen. The design of a general
screening system for biological therapy has been reviewed
(13, 31). Such a step-by-step approach to the screening of
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potential BRM has been designed to define their effects on
T-cell, B-cell, NK cell, and macrophage functions. A pro-
gressive sequence in vitro to in vivo allows the variables of
dose, schedule, route, duration and maintenance of activity,
adjuvanticity, and synergistic potential to be explored in an
orderly fashion.

EFFICACY TESTING

The preclinical evaluation of biotherapy requires the in vivo
testing of these agents in relevant model systems. The impor-
tance of the use of primary hosts with autochthonous
tumors for investigating approaches that show preliminary
therapeutic potential in transplantable animal tumor models
cannot be overemphasized. Although this concept has been
frequently discussed, the ability to obtain significant num-
bers of primary hosts in a reasonable time after initiation of
a tumor by chemical or physical carcinogens remains a
problem. Spontaneous neoplasms (of unknown cause) arise
in rodents, but the use of these tumors as models is currently
not practical.

The UV radiation carcinogenesis model developed by
Kripke and co-workers (27, 28), has been useful in screen-
ing. In this system, chronic exposure of mice to UV radi-
ation results in the development of single or multiple skin
neoplasms. These tumors are antigenic, and most are re-
jected when transplanted into normal, synergeneic recip-
ients. However, the tumors grow progressively in immu-
nologically deficient recipients or in synergeneic mice that
have been exposed to low-dose, nontumorigenic UV radia-
tion. The immune response of UV-irradiated mice to a
variety of exogenous antigens is normal, suggesting that
suppressor cells with selectivity for antigens expressed on
autochthonous UV radiation-induced tumors exist.

An ideal carcinogen-induced tumor system would be one
in which the carcinogen is easily administered, has a short
latent period, is not highly toxic, and is capable of reproduc-
ibly inducing palpable primary tumors that metastasize in a
high percentage of rodents. The induction of mammary
tumors in rats by IV injections of single-dose N-nitroso-N-
methylurea appears to be a suitable carcinogen-induced
tumor system with many of these characteristics and is being
used as a second model in this screening process (29).

SCREENING EVALUATION

Screening programs for chemotherapeutic agents were initi-
ated in the mid-1950’s and attempts have been made to
randomly examine thousands of compounds for antitumor
activity. Such large screening programs are empirically rath-
er than rationally based and are no longer appropriate (1).
The biotherapy screen should confirm, standardize, and
extend previous laboratory observations in a valid, syste-
matic, and interpretable way to provide a vehicle for the
translation of data to the clinical reality.

Whether induced or transplantable animal tumor systems
are valid models for testing therapeutic modalities for
human cancer has been a controversial issue (21, 22). In
patients, therapy successful for one type of tumor may not
be successful for another type or even for another patient
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with the same histologic type of cancer. Unlike the model
systems where treatment can be given with precise timing
relative to the metastatic phase of an implanted tumor or
injected tumor cells, cancer diagnosis is generally late in
humans, and micrometastases and often macrometastases
have become established before treatment can be initiated.
Thus, screening programs can only provide tentative indi-
cations on agents/approaches of interest. The testing of
biotherapy in an involving, controlled system may help
eliminate arbitrary decisions on the use of a given biological
approach and ultimately may contribute to the development
of novel approaches for the treatment of disseminated can-
cer.

BIOTHERAPY: SPECIFIC AGENTS AND
APPROACHES

Nonspecific immunomodulators: Since the early 1900s,
immunotherapy with bacterial or viral products has been
utilized with the hope of ‘nonspecifically’ stimulating the
host’s immune response (38). These agents have been useful
as adjuvants and as nonspecific stimulants in animal tumor
models. However, human trials have been disappointing.
Clearly, in the animal tumor models, specific requirements
for immune stimulation are much better defined. It may be
possible that purified components of bacterial cell walls,

fungi, purified viruses, or specific chemicals (Table 1) will

lead to the development of more effective adjuvants or
stimulants of the immune response for use in association
with tumor associated antigens and synthetic peptide vac-
cines for active specific immunotherapy or immunoprophy-
laxis. The use of purified derivative of bacterial components
such as muramyl di- (or tri-) peptide packaged in liposomes
as a method to stimulate macrophages to greater anticancer
activity is an approach of greater promise.

Active specific immunotherapy. There has been a substantial
effort to actively immunize autochthonous or synergeneic
hosts with irradiated or chemically modified tumor cells in
an attempt to use active specific immunotherapy (39). In-
herent to this approach is the assumption that tumor cells
express immunogenic tumor associated antigens (TAA).
Treatment of tumor cells with a variety of unrelated agents
such as irradiation, mitomycin, lipophilic agents, neurami-
nidase, viruses, or admixtures of cells with bacterial ad-
juvants have produced nontumorigenic tumor cell prepara-
tions that are immunogenic upon injection into synergeneic
hosts.

Recently, a reevaluation of the procedures of active spe-
cific immunotherapy using BCG-tumor cell (‘antigens’)
vaccines has been undertaken using a synergeneic hepato-
carcinoma in an inbred strain of guinea pigs. Investigations
of several variables of vaccine preparation, such as a ratio of
organisms to viable, metabolically active tumor cells, the
procedures of cryobiologic preservation, and the irradiation
attenuation of cells, have resulted in the development of an
optimal nontumorigenic BCG-tumor cell vaccine, as well as
an effective regimen for the treatment of both micrometa-
static and limited macrometastatic disease (19, 20).

The nature of the anatomic alteration in metastatic nod-
ules that accompanies active specific immunotherapy was

Table 1. Biologicals and biological response modifiers.

Lymphokines and cytokines

Antigrowth factors
Chalones
Colony-stimulating factor
(CSF)
Growth factors (transform-
ing growth factor-TSF)
Lymphocyte activation factor
[LAF-interleukin 1(IL-1)]
Lymphotoxin (LT)
Macrophage activation
factor (MAF)
Macrophage chemotactic
factor

Migration inhibitory
factor (MIF)

Maturation factors

T-cell growth factor
[TCGF-interleukin 2
(IL-2)]

Interleukin 3 (IL-3)

T-cell replacing factor
(TRF)

Thymocyte mitogenic
factor (TMF)

Transfer factor

B-cell growth factor
(BCGF)

Tumor necrosis factor
(TNF)

Monoclonal antibodies

Monoclonal antibodies to
growth promoting factors

Anti-T-cell and anti-T-
suppressor cell antibodies

/

: Tumor-associated antigens

Antitumor antibody (including
antibody fragments and/or
conjugates with drugs, toxins,
and isotopes)

/ Antigens

Vaccines

Effector cells

Macrophages
NK cells

T-cell cytotoxic clones
Lymphokine activated cells

Miscellaneous approaches

Allogeneic immunization

Bone marrow transplantation
and reconstruction

Viral oncolysates of cells

Plasmapheresis and ex vivo
treatments (activation columns
and immunoabsorbents)

Immunomodulator and/or immunostimulating agents

. Alkyl lysophospholipids

(ALP)

Azimexon

BCG

Bestatin

Brucella abortus

Corynebacterium parvum

Cimetidine

Sodium diethylithio-
carbamate (DTC)

Levan

Muramyldipeptide (MDP)

Malic anhydide-divinyl
ether (MVE-2)

Mixed bacterial vaccines
N-137

Nocardia rubra cell wall
skeleton

Picibanil (OK 432)

Prostaglandin inhibitors

Endotoxin (aspirin, indomethacin)
Glucan Staphage lysate (SPL)
‘Immune’ RNAs Thiobendazole
Therafectin Tilorones
Krestin Tuftsin
Lentinan

Interferons and interferon inducers
Interferons Brucella abortus
Poly IC-LC Viruses
Tilorones

Thymosins

Thymosin alpha-1
Thymosin fraction 5

Other thymic factors




explored further by use of a specific monoclonal antibody as
a probe to assess vascular permeability within these tumor
models (24, 25). Immunohistologic analysis of antibody
distribution showed that significantly more antibody accu-
mulated in tumors from vaccinated animals than in compar-
able tumors from untreated guinea pigs. Insufficient atten-
tion has been given to the possibility that the anatomic
characteristics of tumor foci restricted drug or host inter-
actions, thus protecting tumors not only from immuno-
therapy but from other forms of treatment as well (18).

The regulation of the blood supply to neoplastic tissue
may be different from that of the host tissues invaded by the
tumor. This biologic state of the tumor metastatic nodule
contributes to the fact that blood-borne substances, such as
chemotherapeutic agents, monoclonal antibodies, and im-
mune effector cells, would encounter this vascular barrier,
thus limiting their access to all portions of the tumors. Such
vascular barriers may provide an environment in which
some tumor cells survive blood-borne chemotherapeutic
and biologic agents. In this respect, solid tumor nodules may
serve as ‘pharmacologic sanctuaries’, allowing even drug-
sensitive tumor cells to continue to grow (18).

Hanna and co-workers (20), demonstrated that strategi-
cally timed chemotherapy subsequent to immunotherapy can
effectively double the number of survivors attainable with
immunotherapy alone. Furthermore, it has been shown that
the synergistic effects obtained by combining immuno-
therapy with chemotherapy are not drug-specific. These
results suggest a new basis for active specific immuno-
therapy in the treatment of solid tumors. Inflammatory
disruption of anatomic barriers of metastatic nodules com-
bined with strategically administered chemotherapy or
biological therapy may prove to be useful in the design of
future clinical trials in man.

Another approach might involve the delivery of lym-
phokines/cytokines such as tumor necrosis factor, lym-
photoxins, macrophage cytotoxic factors, and activated
complexes (such as those generated by plasma perfusion
over protein A columns) to the tumor and its vascular bed.
The delivery of these substances to tumor nodules might
increase the vascular permeability and increase the access of
antibody, immunoconjugates, drugs, and activated cells to
the cancer cells (18).

A major limitation of active-specific immunotherapy has
been the availability of purified tumor antigens. As presently
established, the necessity of adhering to a strict protocol for
whole-cell vaccine preparations (which may differ among
different tumors) constitutes a major limitation in adapting
this procedure for the clinic. While the present vaccine
preparations must contain viable, nontumorigenic cells
prepared from individual tumors, it is possible that in the
future monoclonal antibody-defined purified tumor anti-
gens would be available for large-scale immunizations. With
these, a procedure can be visualized which would include
antigen purification and characterization followed by genet-
ic engineering of the antigen for vaccine production. Alter-
natively, synthetic peptide sequences of the active portion of
tumor associated antigens may prove useful in the near
future. Even the combining site of antibody to TAA has
recently been suggested as a potential vaccine. All of these.
technologies are at hand and specific preparations will soon
be available for clinical evaluation.
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Thymic factors. It has been known for years that thymic
extracts have biological activity on cells in the immune
system (17). Thymosin fraction 5 and thymosin alpha-1 have
received the most attention in the laboratory and the clinic.
Thymosin fraction 5 is an extract containing a variety of
thymic polypeptides, and alpha-1 is a synthetic polypeptide
component present in many thymic extracts. Components of
thymic preparations have been shown to enhance and sup-
press immune responses in both intact and thymectomized
animals. Many investigators have reported that the thymo-
sins can correct selected immunodeficiency states, both nat-
ural and laboratory-induced. There have also been reports
that thymic factors can augment suppressed or depressed
T-cell responses in patients with cancer. Studies are in pro-
gress with thymosin fraction 5 and with alpha-1 to deter-
mine their efficacies in patients with cancer. Studies in pre-
clinical screening have demonstrated stimulation of T-cell
activity (48), but clinical studies have not shown striking
effects (9, 47, 48).

Interferons. Interferons are small, biologically active pro-
teins with antiviral, antiproliferative and immunomodula-
tory activities. Each interferon has distinctive capabilities in
altering a variety of immunological and other biological
responses. As a class, the interferons appear to have some
growth-regulating capacity in that antiproliferative effects
are measurable with in vitro assays and in animal model
systems. The relative efficacy of the mixtures of natural
interferons that occur after virus stimulation as compared to
the cloned interferons remains to be precisely determined.
Because there may be > 20 interferon molecules (and hun-
dreds of recombinant hybrids thereof) and because attempts
have already begun at recombining the different molecules
into mixtures of interferon and because of efforts are under-
way altering individual interferon molecules in specific ways,
the range of biological activities of the interferons as anti-
viral agents, as immunomodulating agents and as antipro-
liferative agents may be very broad (35).

In addition to antiviral and antiproliferative activity, the
interferons have profound effects on the immune system.
Relatively low doses will enhance antibody formation and
lymphocyte blastogenesis, while higher doses will inhibit
both of these functions. Low to moderate doses may inhibit
delayed hypersensitivity while enhancing macrophage
phagocytosis and cytotoxicity, natural killer (NK) activity,
and surface antigen expression. Interferons prolong and
inhibit cell division, in both transformed and normal cells.
In addition, interferon stimulates the induction of several
intracellular enzyme systems with resultant profound effect
on macromolecular activities and protein synthesis. All of
these functions have been documented in murine systems,
but complete dose-response effects for all types of inter-
ferons in these cellular activities have not been thoroughly
investigated in either mouse or man. The alpha interferons
have been most extensively tested but it would appear that
beta and gamma interferon have similar effects, but relative
potency may vary.

With respect to cancer therapeutics, it is still unclear
whether the interferons work primarily by their anti-
proliferative activity or through alterations of immune re-
sponses. Most of the current evidence with lymphoma sup-
ports a direct antiproliferative effect in that higher doses
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induce more responses and patients failing in lower doses
can be reinduced to respond to higher doses (5, 16, 49).
What is clear from the current preclinical and clinical studies
is that the interferons have antitumor activity even in bulky
drug resistant cancers (46, 47). Clinical activity has been
seen most reproducibly with a variety of lymphomas, but
response in many other tumor types have been seen (36, 37).
The best dose, schedule, route of administration, and type of
interferon needs to be determined by further efficacy studies,
and the use of interferon in combination with other antican-
cer agents is just beginning (34).

Lymphokines and cytokines. Many of the biologicals which
will be tested in biotherapy are cell products (cytokines),
lymphocytes products (lymphokines) or direct cytotoxic fac-
tors of activated lymphocytes (lymphotoxins) or macro-
phages (cytotoxins) (38). The lymphokines have a specific
ability to regulate certain components of the immune re-
sponse, which may be useful in altering the growth and
metastasis of cancer in man. For example, it is possible that
certain lymphokines may augment the ability of T-cells to
respond to tumor-associated antigens, and others may in-
duce higher responsiveness with respect to B-cell activity in
cancer patients. Additionally, lymphokines which decrease
suppressor functions may be useful in enhancing immune
responses through a lessening of suppressive effects. Anoth-
er specific use of lymphokines may be in the pharmacologic
regulation of tumors of the lymphoid system. While many of
these tumors are considered to be generally unresponsive to
normal growth-controlling mechanisms mediated by lym-
phokines, it is possible that large quantities of pure lym-
phokines administered as medicinals or the use of certain
molecular analogs of these naturally occurring lymphokines
may be useful in the treatment of lymphoid malignancies.
This concept has recently been extended to other cancers in
that in vitro observations now suggest an antiproliferative
activity of the interferons in many solid tumors. A major
question exists on how to maximize the use of these sub-
stances. Their antiproliferative effects might be maximized
by testing the tumor cells of each patient to ‘custom tailor’
the treatment rather than giving these biologicals as general
treatment in the method used for anticancer drugs (42, 44).

Interleukin 1 (IL-1), originally known as lymphocyte acti-
vating factor, is a macrophage-derived cytokine that was
identified originally as a result of its nonspecific enhancing
effect on murine thymocyte proliferation. Both IL-1 and
viable macrophages are necessary for the initial step in
activation of interleukin 2 (IL-2). Cloning of IL-1 and 11-2
has made large quantities of highly purified materials avail-
able for further studies.

Clinical studies with IL-2 have been oriented around in
vitro cell production protocols and/or induction or main-
tenance of antitumor T-cell effects in vivo (6, 36). The reports
of Rosenburg using IL-2 to activate peripheral blood cells
has stimulated much interest. These activated cells are
generally more active against cancer cells than normal cells
although their lineage (T-cell, NK-cell, LAK cells, etc.) is
not clear. This approach though expensive and cumber-
some, illustrates the rapidity with which developments in
biotherapy are occurring (42, 44).

A lymphotoxic product of antigen mitogen-stimulated
leukocytes was the first lymphotoxin described. Lympho-
toxin may be the principle effector of delayed hypersensitiv-
ity and, although conflicting data have been reported, may

also be involved in the cytotoxic reactions of T-cell-
mediated lysis and NK or K-cell lysis. Depending upon the
type of tumor cell involved, the in vitro effect of lymphotoxin
may be either cytolytic or cytostatic. Mouse tumor cells are
frequently killed by homologous and heterologous lym-
photoxins, whereas in other species, reversible inhibition of
tumor cell proliferation is more common.

Human lymphotoxin has been produced from peripheral
blood lymphocytes or tonsillar lymphocytes by stimulation
with phytohemagglutinin or concanavalin A, and it has been
harvested from supernatants of lymphoblastoid cell lines
which constitutively produce small amounts of lympho-
toxins (45). Isolation of human lymphotoxin for in vivo
studies is complicated by the coproduction of at least five
major species and several subspecies which result from the
association with other components and by the subsequent
spontaneous degradation to lower molecular weight forms.
The recent purification and cloning of tumor necrosis factor
(TNF) a lymphotoxin like molecule will resolve the molec-
ular heterogenity issue as it did for the alpha interferons and
will make available sufficient material for clinical eval-
uation. Clinical trials with TNF are now underway in Japan
and the US with early reports of direct anticancer activity
and some considerable toxicity.

Combined treatments with lymphotoxin, local or system-
ically administered, with other antitumor agents may be
more valuable than lymphotoxin alone. What may be im-
portant is the ability of lymphotoxin to inhibit chemical and
radiation-induced neoplastic transformation (10). Lym-
photoxin used as an adjunct to chemotherapy may permit
higher levels of effective but potentially carcinogenic agents
to be used with less risk of producing a second malignancy.

Lymphotoxin antitumor activity may be potentiated
when it is given with other lymphokines such as macro-
phage-activating factor TNF interferon, and IL-2. Lym-
photoxin directly inhibits the growth of some tumor cells
and also renders these cells more susceptible to NK-
mediated lysis. Since interferon enhances the activity of NK
cells, lymphotoxin and interferon given together or in
sequence may result in more NK-mediated killing than that
obtainable with either agent alone. There is now evidence
that the combined use of various lymphokines may give
enhanced antiproliferative effects (Oldham, R.K., unpub-
lished observations). Selective assays for lymphokine anti-
proliferative cocktails may prove useful in tailoring such
preparations for individual patients. (42).

More than 100 biological molecules have already been
described and named as lymphokines. Clearly, several bio-
logicals such as the interferons, lymphotoxins, TNF macro-
phage-activating factor, IL-1, IL-2, and IL-3 are now avail-
able and under evaluation as antitumor agents since each,
through its own distinct mechanism, may contribute to
tumor control. Such studies require quantities of material
sufficiently pure to exclude contributions by other factors
and permit definitive evaluation of each lymphokine/
cytokine. Larger-scale studies will require standardized
preparations, in quantities best obtained through genetic
engineering, with the use of sensitive and rapid assay
procedures to monitor production, purification, bioavaila-
bility.

Monoclonal antibody. The advent of hybridoma technology
in the late 1970’s has made available an important tool for



the production of monoclonal antibodies for therapeutic
trials (4). Hybridoma/monoclonal antibody technology has
revolutionized studies with antibody across the whole field
of immunology. These reagents can now be produced in
huge quantities, in highly purified form, and in high titer,
making available specific reagents of a type never possible
with heteroantisera. These antibodies have already proven
useful in purifying lymphokines/cytokines and in defining
and isolating tumor associated antigens. As such, these
monoclonal antibodies will undoubtedly define a whole new
range of antigens on the cell surfaces, which will improve
our understanding of cell differentiation and of cancer biol-
ogy. Major problems in understanding the biology of the
cancer cell have been the difficulties of isolating, purifying,
and characterizing tumor-associated antigens. The use of
monoclonal antibody technology will better define the neo-
plastic cell surface and identify its differences from the nor-
mal counterpart, will be of value in cancer diagnosis and
histopathologic classification, and will be useful in the imag-
ing of tumor cell masses and in the therapy of cancer (14, 16,
23,24, 32, 37, 41, 43, 46). Finally, antibody may be a useful
reagent in treating certain immune deficiencies and in alter-
ing immune responses. The removal of T-cells from bone
marrow to improve bone marrow transplantation tech-
niques is an example of using antibody as a BRM (32).

In spite of encouraging data for the use of antibody and
especially immunoconjugates as targeting agents, the
heterogeneity of cancer is an important consideration. If one
uses a single antibody or a combination of a few antibodies
that cover only a portion of the tumor cells and, if that
preparation does not eliminate the true replicating cell
population (stem cell) from the tumor population present in
the patient, eventual outgrowth of viable cells and perhaps
resistant cells will be inevitable. Therefore, it seems logical to
proceed with attempts to type human tumors and to deliver
toxic substances to them utilizing ‘cocktails’ of antibodies
sufficient to cover all the tumor cells known to exist in each
patient. This type of approach may require a considerable
amount of testing for each patient and a ‘typing’ of one or
more tumors from each patient. Such approaches may be
much more custom tailored than is easily approachable
through the product development paradigm which has been
used with some success in the development of new cancer
drugs. If indeed, the spectrum of human tumor hetero-
geneity is great, the possibility of the ideal antibody con-
jugated to the ideal toxic agent may not be achievable.

The difficulties in preparing antibodies and immunocon-
jugates, for clinical use, are obvious and these approaches
will be complex and time consuming. Initially, it will be
important to deliver unconjugated antibody in a way to
better understand its biodistribution, pharmacokinetics and
clinical effects. Then, we should proceed to the delivery of
immunoconjugates in a way as to best learn what their
clinical effect might be. Testing of this sort is now underway
and investigators and patients alike can anticipate an im-
provement in the selective delivery of toxic agents to the
cancer cell in the near future.

PERSPECTIVES

What should we expect from biotherapy in this decade? At
the onset, it is clear that we now have much more powerful
tools for improving cancer therapy in the future. We now
have the techniques to decipher the major problems in can-
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cer biology down to the genetic level. The development of
these techniques, along with the recognition that biotherapy
can provide increased specificity in cancer treatment, sup-
ports the belief that new and highly effective approaches are
coming. As with the other three modalities, biotherapy
should not stand alone. It provides an additional technique
which may work most effectively in combination with sur-
gery or radiotherapy to decrease the local and regional
tumor or with chemotherapy to reduce the systemic tumor
burden. It may work very effectively with radioisotopes
specifically to the tumor site or with traditional chemo-
therapy with respect to enhancing the specificity of drug
delivery.

The use of biotherapy is at an early stage. It is already
clear that highly purified biologicals can be effective in
patients with clinically apparent tumors. Clinical studies
with alpha interferon and IL-2 have now demonstrated the
responsiveness of drug-resistant lymphoma, melanoma, and
renal carcinoma. These results, along with the early clinical
results using monoclonal antibody, confirm the concept that
we need not think of biotherapy as a tool that can be used
only in patients with undetectable and minimal tumor bur-
dens. While this modality may work best with minimal
tumor burdens, a situation which is also true for chemother-
apy, biotherapy can be useful as a single modality in clini-
cally apparent disease. It may be even more effective in
multimodality treatment regimens. Biotherapy offers the
hope for selective treatments in ways that should significant-
ly enhance the therapeutic toxic ratio and lessen the problem
of nonspecific toxicity, a major impediment to the develop-
ment of more effective anticancer treatment. The 1980s will
provide new opportunities to pursue new approaches in
cancer treatment. Given these new techniques and new ap-
proaches, we must now begin to redesign many of the
mechanisms for the development and testing of new antican-
cer agents (33). It may well be possible that specifically
tailored treatment will require biotherapy to be developed
much more individually as compared to the historical de-
velopment of therapy for broad disease categories. We must
be prepared to change and adapt to the challenges and
opportunities afforded by biotherapy (37).
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ANTITUMOR EFFECTS OF INTERFERONS'

ROBERT M. FRIEDMAN and ROBERT K. OLDHAM

ANTITUMOR EFFECTS OF INTERFERONS IN
ANIMAL SYSTEMS

Numerous studies have been reported, examining the effects
of Interferons (IFNs) on tumors of different type and histol-
ogy in various animal systems. Both IFNs and IFN inducers
have been used to study inhibitory effects on virus, chemical
and radiation induced tumors as well as transplantable and
spontaneous tumors. These have been reviewed extensively
elsewhere (2, 33, 83)

The findings that IFNs could inhibit the multiplication of
oncogenic viruses as well as nononcogenic viruses led to the
discovery that IFN preparations could also inhibit cell
transformation and tumor production caused by these on-
cogenic viruses. In animals inoculated with polyoma, Rous
sarcoma or Shope fibroma viruses, tumors were inhibited
and animal survival increased if IFN treatment was prior to
virus inoculation. In contrast, in mice inoculated with
Friend and Rauscher leukemia viruses, it was necessary to
continue IFN treatment after viral infection in order to
inhibit the various manifestations of these leukemias (33).
Since virus multiplication occurs throughout the course of
these diseases, continued repression of virus multiplication
by IFN may have been necessary for inhibition of evolution
of the disease.

In order to examine the possibility that IFNs might be
inhibiting multiplication of the tumor cells themselves or
might be enhancing tumor-cell rejection in the host, Gresser
and his associates (34, 35, 38) studied the growth of inocu-
lated tumors in several strains of mice. These tumors de-
veloped from transplanted tumor cells and not from trans-
formation of host cells by virus. Less success was usually
attained in the treatment of solid transplantable tumors
than in the treatment of ascites tumors. IFN therapy was
most effective when the tumor inoculum was low; once the
tumor was well established regression did not occur (33).
However, IFN treatment inhibited the development of both
the subcutaneous nodules of the Lewis lung carcinoma at
the site of transplantation and the development of pulmo-
nary metastases from the transplant (37).

Another approach that has been employed to study direct
effects of IFN on tumor growth has been to use immuno-
suppressed hosts. Gresser and Bourali-Maury (1973) (37a)
found that treating mice with anti-lymphocyte serum or

* The opinions or assertions contained herein are the private views
of the authors and should not be construed as official or necessarily
reflecting the views of the Uniformed Services University of the
Health Sciences or Department of Defense.
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X-irradiation did not alter IFN’s inhibitory effect on trans-
plantable tumors. Additionally, in another study, the de-
velopment of tumors from transplanted HeLa cells and
xenografts of human breast cancers in nude mice was mar-
kedly suppressed by human IFN (87). These studies suggest
the possibility that the inhibitory activity of IFN against a
tumor may result from a direct antigrowth action on the
tumor cells themselves, bypassing the immune response of
the host.

There have not been many reports on the antitumor
effects of gamma IFN, mainly due to the lack of availability
until recently of sufficient quantities of gamma IFN prepara-
tions to carry out significant studies. There are several re-
ports indicating that in the treatment of certain tumors, the
antitumor activity of gamma IFN was more potent per
antiviral unit of IFN than the alpha or beta preparations
(18, 31, 74); however, due to the presence of many lym-
phokines in these gamma IFN preparations, conclusions
cannot yet be made concerning the antitumor activities of
this form of IFN.

Another important area of investigation concerns the use
of IFN in conjunction with other antitumor agents to deter-
mine whether the effects are additive, synergistic or an-
tagonistic. In one study, IFN treatment inhibited murine
leukemia only after the number of tumor cells was first
reduced by treatment with 1,3-bis (2-chloroethyl)-1-nitro-
sourea (16). Direct injections of IFN followed by poly-
rI:poly-rC after several hours, led to a synergistic inhibitory
effect on autochthonous Moloney murine sarcoma virus-
induced tumors (83) while, IFN and cyclophosphamide
were reported to have additive effects on increasing survival
after diagnosis of lymphoma in AKR mice (41).

POSSIBLE BASES OF ANTITUMOR ACTIVITIES OF
INTERFERONS

Several hypotheses have been proposed attempting to ex-
plain the antitumor effects of IFNs. These include: (1) in-
hibition of tumor virus replication and cell transformation
by virus; (2) inhibition of tumor development through pri-
mary effects on the immune system of the host; and, (3)
direct inhibition of proliferation of the tumor cell itself.

Inhibition of virus replication

Interferon treatment results in a marked decrease in the
production of oncogenic viruses and in the efficiency of cell

P.V. Woolley (ed.), Cancer management in Man: Biological Response Modifiers, Chemotherapy, Antibiotics, Hyperthermia, Supporting Measures
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transformation by virus. IFNs were thought to inhibit
tumor viruses through the same mechanism as that involved
in the inhibition of other viruses. However, for the inhibition
of both the DNA and RNA tumor viruses that have been
studied extensively, the mechanism of IFN action appears to
be complex. For the SV40 system, treating cells with IFN at
various times relative to virus infection yields different re-
sults. These different effects have been reviewed (25, 72). If
IFN was added to cells prior to SV40 infection, virus
production and T-antigen synthesis were inhibited. It has
been suggested that these effects resulted from IFN blocking
the transcription of SV40 DNA molecules by the cell RNA
polymerase (58). The findings that infection of these cells
with SV40 DNA instead of intact virions overcame the
antiviral effect of IFN suggested that IFN was also inhibit-
ing SV40 uncoating (95) and probably thus early transcrip-
tion (9). Addition of IFN to cell during the early phase of
SV40 infection (before viral DNA synthesis) failed to inhibit
production of SV40 early RNA. In contrast, IFN addition
during the late phase of the virus lytic cycle resulted in
inhibition of viral protein synthesis at the level of translation
in the absence of inhibition of viral mRNA synthesis or
significant inhibition of host cell protein synthesis (72). Data
from studies on the effect of IFN on SV40-transformed cells
indicate that transcription and translation of the T-antigen
are not sensitive to IFN in SV40-transformed cells, although
T-antigen production is sensitive during the late phase of the
SV40 lytic cycle. The very interesting question as to why a
single viral gene may be sensitive to IFN in certain phases of
virus growth and resistant in others, remains to be elu-
cidated.

Similar to the situation with SV40-transformed cells, IFN
treatment of cells chronically infected with C-type leukemia
viruses resulted in no inhibition of viral RNA or protein
synthesis (6, 27, 29, 71). RNA tumor viruses are, however,
sensitive to IFN and it appears that IFN acts at a late stage
of virus maturation. In some systems, IFN treatment resulted
in marked inhibition of virus release while in others, particle
production appeared normal; however, the released virus
was deficient in infectivity (25). The data suggest that IFN
may be inhibiting these viruses by altering the membrane
through which these viruses are exported out of the cell (14,
26) and/or by altering cellular or viral protein(s) necessary
for proper maturation of the virus particle (13, 60, 70).

Studies with cells infected with an adeno-SV40 hybrid
virus which contains a combination of an IFN-sensitive
(SV40 virus) and an IFN-insensitive (adenovirus) genome
have yielded interesting findings. In simultaneous infection
of cells with both complete viruses the sensitivity of ad-
enovirus or SV40 T-antigen production was characteristic of
infection with either virus separately. In contrast, in cells
infected with an SV40-adenovirus hybrid, production of
both T-antigens was as resistant as adenovirus T-antigen
production in infection with adenovirus alone (67).

There is evidence that the SV40 genome is covalently
linked to the adenovirus genome in the hybrid or to cellular
DNA in SV40-transformed cells. The mRNA produced by
the integrated SV40 genome contains host sequence, and the
mRNA of the hybrid contains both adenovirus and SV40
sequences. The resistance to IFN treatment of SV40 T-
antigen production directed by an integrated viral genome

may indicate that the primary sequence in the mRNA that
specifies the viral protein does not determine sensitivity to
IFN. Other sites on the genome such as those concerned
with initiation or control of genetic expression may then be
the loci of IFN action. This may also explain the lack of
IFN-induced inhibition or murine RNA tumor virus protein
production in chronically infected cells where the proviral
DNA is integrated into host DNA.

In experimental systems with virally induced tumors, such
as hamsters inoculated with polyoma virus or chickens in-
fected with Rous sarcoma virus, IFN most likely inhibited
development of tumors by inhibiting virus multiplication
and/or an early virus-dependent step involved in cell trans-
formation. It is unlikely, however, that the antiviral activi-
ties of IFNs are responsible for inhibition of tumors which
are apparently not virus-induced, or tumors in which virus
replication is not involved in the progression of develop-
ment. One possibility is that IFN inhibits replication of the
tumor cell itself. IFN may also have effects on the host’s
capacity for tumor rejection. For example, the demonstra-
tion that leukemia L1210 cells, that were resistant to the cell
growth inhibition activity of IFN in vitro, could be inhibited
in vivo suggested that the antitumor effect of IFN in these
mice was not a result of direct inhibition of tumor cell
multiplication (40).

Effects of interferons on the immune system

IFNs have inhibitory as well as stimulatory effects on many
different immunological reactions. These have been reviewed
(30,33,77, 79, 83). IFN treatment appears to affect all of the
cells of the immune system and thus, influences many hum-
oral and cellular aspects of the immune system.

IFNs were shown to exert a dosage and time dependent
effect on antibody response. Administration of high titers of
alpha and beta IFNs to mice after immunization with sheep
red blood cells (SRC) resulted in suppression of plaque-
forming cell (PFC) response; however, lower doses of alpha
or beta IFN resulted in enhancement of the PFC response to
SRBC (8). When mice were treated with IFN 4-48 hrs before
sensitization with SRBC, the PFC response was greatly
suppressed.

If treatment was 58-72 hrs after sensitization with SRBC,
the PFC response was enhanced (79). Gamma IFN was also
shown to have a dosage regulatory effect on antibody
production and the immunosuppressive activity of gamma
IFN was substantially more potent on the basis of antiviral
titer than that of alpha or beta IFN (80, 91).

Interferons also exert an immunoregulatory effect on the
IgE system. Treatment of spleen cells from sensitized ani-
mals with interferon resulted in a decreased ability to trans-
fer cutaneous anaphylaxis. Interferon was also found to
increase the release of histamine from basophils after ex-
posure to ragweed antigen or to anti-IgE antibodies. The
addition of infectious or inactivated viruses to human leuko-
cyte cultures facilitated histamine release, when the cultures
were subsequently exposed to anti-IgE. There was a tem-
poral relationship between the augmentation of histamine
release and the induction of interferon in the cultures. It is
in this context that interferon has been ascribed a potential



role in the development of asthma during upper respiratory
tract infections. Additionally, the interferons may serve to
induce other cofactors associated with the reagenic res-
ponse, such as the IgE binding factors (44).

Many of the observed effects of interferon on the cellular
immune system may stem from interferon-induced changes
in membrane-associated antigens and receptors on lym-
phoid cell types. These changes may be analogous to other
interferon-induced changes in the cell surface (26). Inter-
feron has been demonstrated to augment in vitro the ex-
pression of histocompatibility antigens on murine thymo-
cytes and splenic lymphocytes. Substantially higher con-
centrations were required to induce Ia and Lyt 1, 2, and 3
antigens on thymocytes. No increase in theta antigen was
observed upon treatment with alpha and beta interferon
preparations. Gamma interferon-containing preparations
were found to induce histocompatability antigens at signifi-
cantly lower concentrations of interferon. Similarly, the
induction of Ia and Lyt antigens, as well as theta antigen,
was inducible. Interferon-enhanced IgG Fc receptor binding
by murine macrophages has also been demonstrated. As was
observed for the induction of thymocyte membrane anti-
gens, gamma interferon preparations were found to be con-
siderably more efficacious (by approximately 33-fold) in the
induction of FcR (30).

Evidence from studies of the murine system also suggest
a role of activated macrophages in the direct destruction of
tumor cells (77). Several types of macrophage activities have
been shown to be affected by IFNs. Administration of IFN
resulted in increase of macrophage activation, measured by
macrophage spreading, and in enhanced phagocytosis of
carbon particles by macrophages (77, 79). Macrophages can
also be induced by IFNs to be tumoricidal. Addition of IFN
to cultures of macrophages and leukemia cells induced the
resting macrophages to inhibit the growth of the leukemia
cells and this action was reversed by addition of prostaglan-
dins E1 and E2 and hydrocortisone (79).

A role for interferons in the regulation of cell-mediated
immunity has been recognized for some time; however, the
specific mechanisms by which interferons exert their varied
effects are from being elucidated. One of the earliest recog-
nized and most striking effects of interferon on cell-mediated
immune responses in vivo was the demonstration that inter-
feron inducers or interferon-rich culture supernatants sig-
nificantly delayed the rejection of skin grafts across major or
minor histocompatibility differences in mice. It was sub-
sequently demonstrated that administration of interferon
inducers or interferon-rich preparations to mice previously
sensitized with picryl chloride or sheep erythrocytes resulted
in inhibition of delayed type hypersensitivity (ear or footpad
swelling) upon challenge with the sensitizing antigen. Inter-
feron not only inhibited the delayed type hypersensitivity
reaction upon challenge, but also depressed sensitization
when administered prior to the sensitizing injection. Til-
orone (an interferon inducer in mice) administration in-
hibited the cell-mediated response to a number of intra-
cellular parasites as well as to sheep erythrocytes. As there
are many examples of depressed cell-mediated immunity
following virus infection, these findings strongly implicated
interferons as suppressive agents. The timing of administra-
tion of interferon was found to be critical with regard to the
modulation of delayed hypersensitivity. As was observed for
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the modulation of antibody synthesis (see above), adminis-
tration of interferon prior to sensitization with antigen led to
a depression of the cell-mediated response; however, when
administered after the sensitizing antigen, an augmentation
could be demonstrated. The dosage of antigen was also
critical, so that interferon-induced enhancement of the cell-
mediated response occurred only when suboptimal or non-
sensitizing doses of antigen were used (30).

Interferons have also been shown to modulate a number
of in vitro responses felt to reflect in vivo cell-mediated
immunity. Interferon depressed the proliferative responses
of lymphocytes to the T cell mitogen, phytohemagglutinin
(PHA), or to an allogeneic stimulus. Subsequently, it was
demonstrated that the T cell response to concanavalin A
(Con A) was also depressed by in vitro exposure to inter-
feron and that in vivo administration of interferon led to the
depression of proliferation in response to PHA or Con A in
vitro. Interferon mediates the suppression exhibited by Con
A-induced human suppressor cells, including the response of
normal lymphocytes to Con A. Taken collectively, these
findings suggest that interferons can exert on T lymphocytes
a strong antiproliferative effect analogous to that observed
for B lymphocytes (see above). It is interesting to note that
exogenous interferon enhanced or depressed the production
of lymphokines by Con A-stimulated human leukocytes,
depending on the concentration of interferon added to the
cultures. Since the manifestations of delayed type hypersen-
sitivity are closely associated with the production of lym-
phokines, this provides an underlying mechanism for the
observed effect of interferon on delayed type hypersensitiv-
ity responses in vivo and in vitro (30).

One possible mechanism by which IFNs might contribute
to the inhibition of tumor growth is by activation of cells
that are cytotoxic to tumors. Lindahl et al. (54) demon-
strated that IFN could enhance the specific cytotoxicity of
sensitized murine T lymphocytes but had no effect on nor-
mal lymphocytes, although there are several reports that
longer incubation times resulted in lysis or inhibition of
growth of target cells (7, 15, 86). Another mechanism of
mononuclear cell killing that might play a role in antitumor
defense is antibody-dependent, cell-mediated cytotoxicity
(ADCC) which is mediated by killer (K) cells; IFNs have
been shown to enhance ADCC in vitro (42, 43). All types of
IFN have also been shown to be potent activators or natural
killer (NK) cell cytotoxicity in vivo and in vitro (80). It is
interesting to note that NK cells challenged with cells carry-
ing foreign antigens produce alpha IFN (89).

In addition, various preparations of interferon have been
shown to augment the generation of cytotoxic lymphocytes
(CTL) and killer cells (K cells) associated with antibody-
dependent cell cytotoxicity. These findings led investigators
to hypothesize that interferons provide an essential signal in
the generation of cytolytic effector cells; however, the precise
role of interferons in the generation of CTLs and the re-
quirement for additional cytokine signals is not yet under-
stood (reviewed in ref. 30).

Natural killer (NK) cells comprise a heterogenous sub-
population of lymphoid cells that possess spontaneous cy-
tolytic activity both in vivo and in vitro against a variety of
cellular targets. No previous sensitization with the target cell
is required for their lytic activity. They exist in man, mouse,
and a wide variety of other species and are felt to form the
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cellular basis for nonspecific host resistance to tumors as
well as to intracellular infectious agents. NK cells were
originally recognized by their characteristic ability to lyse a
broad range of tumor cells in vitro, however, other studies
have since extended the lytic reactivity of NK cells to include
virus-infected, as well as certain normal cells, such as hema-
topoietic bone marrow cells. In this regard, it has been
suggested that NK cells may play a role not only in sur-
veillance and resistance against neoplasia and viral disease,
but also in the control of normal development of hemato-
poietic cells.

The participation of interferons as modulators of NK cell
activity has been recognized for approximately seven years
during which time a large number of reports have demon-
strated for murine and human systems that the in vivo and
in vitro administration of interferons or interferon inducers
resulted in a 2- to 10-fold augmentation of NK cell activity.
Interferons also induce differentiation of the pre-NK cells to
fully cytolytic forms.

The effect of interferons on NK target cells presents a
curious paradox. Several investigators have demonstrated
that interferon treatment of the target cells decrease their
sensitivity to NK cell cytolysis in a dose-dependent fashion.
Under optimal conditions, this inhibition of cytotoxicity can
be greater than 99% (30).

It is important to note that although under certain experi-
mental conditions IFNs interact with macrophages and lym-
phocytes, but it is not known if the same effects are observed
under natural conditions of tumor growth in the host. Along
these lines, Gresser and Bourali-Maury (1973) found that
IFN was still effective in inhibiting tumor growth in mice
whose lymphocyte and macrophage activities had been de-
pressed by X-irradiation, anti-lymphocyte serum, or silica;
however, it is possible that depression of lymphocyte and/or
macrophage functions was not complete or that another cell
population involved in antitumor activities was not affected
by X-irradiation, antilymphocyte serum or silica. Addition-
ally, in studies with athymic ““nude” mice, human IFN was
able to suppress the development of human breast tumors
leading the investigators to conclude that IFN was exerting
a direct effect on cell proliferation (87).

With the wide variety of effects that IFNs have on most
aspects of the immune system, it is possible that at least part
of IFN’s antitumor activity is mediated through the immune
response. However, studies on the antitumor action of IFNs
have not yet provided any unequivocal instance of the im-
mune response being responsible for slowing the growth of
a cancer.

Inhibition of cell proliferation

With the demonstrations that purified molecules of IFN can
inhibit both virus replication and cell multiplication (39, 49)
it is well established that IFNs can inhibit the growth of a
wide range of cell types. The sensitivities of cells to the
growth inhibitory effects of IFNs range from very sensitive
to resistant and the same cell type can show varying sen-
sitivities under varying assay conditions: growth of colonies
in agar is more sensitive than growth on a solid support; and
sparsely seeded culture appear to be more sensitive than the
same cells seeded at high densities (87).

There seems to be conflicting evidence about whether

tumor cells are more sensitive to the growth inhibitory
effects of IFNs than are normal cells. The multiplication of
HeLa cells was shown to be inhibited to a greater extent than
that of human fibroblasts (25); similarily, the inhibition of
the multiplication of human osteosarcoma cells was greater
than that of nontumor cells (85). In contrast, the multipli-
cation of retrovirus carrier cells (5), or of X-ray transformed
cells (10) derived from C3H fibroblasts was less inhibited by
IFN than that of nontransformed cells. Moreover, in the
comparison of normal human mammary epithelial cells to
breast cancer cells, or 3T3 cells to SV40-transformed 373
cells, the normal cells were at least as sensitive to the growth
inhibitory effects as the respective transformed cells (4).
Thus, many different cell types, both normal and malignant
appear to be affected by IFNs in vitro. There are some
studies that suggest similar effects in vivo. IFNs can inhibit
the multiplication of tumor cells as well as normal cells in
animals (36); inhibit the multiplication of allogenic lym-
phocytes and syngeneic bone marrow cells, when these were
transformed into irradiated mice (12); and, inhibit liver cell
regeneration in partially hepatectomized mice (24). It should
be noted, however, that the dosages of IFN used in these
studies were much higher than those needed to inhibit tumor
cell growth.

There are many possible sites at which IFNs can act to
inhibit the complex process of cell multiplication. Different
approaches are being used to examine aspects of control of
cell growth and what effects IFNs have on these processes:
(i) examination of IFNs’ effects on the cell cycle; (ii) study
of cellular functions that may be involved in control of cell
growth or cellular parameters that are altered in malignant
cells; and, (iii) determination of whether any of the molec-
ular mechanisms thought to be implicated in IFN’s antiviral
activities play any role in the antiproliferative activities of
IFN.

Interferons and the cell cycle

The effects of IFNs on cell cycles of both asynchronously
dividing cells and synchronized cultures have been examined
(87). The available data suggests that IFNs do not arrest
cells in one phase of the cell cycle. IFN treatment reduces the
rate of entry into S phase and also increases the duration of
the G, and S + G, phases (3). Thus, the increased length of
cell cycle time observed in IFN-treated cultures (17) is prob-
ably due to the extension of these phases.

Quiescent cells that can be stimulated to divided syn-
chronously by mitogens provide an excellent system to study
the events in G, which are crucial to the initiation of DNA
synthesis and what effects IFNs have on these activities. The
events that occur after stimulation of these cells with mito-
gens, but preceding DNA synthesis, can be divided into
‘early’ and ‘late’ categories. Early events occur within
minutes after mitogen stimulation and are not dependent on
cellular protein synthesis. These events include changes in
intracellular cAMP levels and increased uptake of ions,
nucleotides, and sugars. Late events, that occur hours after
mitogen stimulation, are protein synthesis dependent and
include secondary increases in sugar and ion uptake and an
increase in the activities of certain enzymes. One of these
enzymes, orinthine decarboxylase (ODC), catalyzes the first
rate limiting step in the synthesis of polyamines, that are
involved in the regulation of various cellular reactions, in-



cluding transcription and translation. Increases in ODC
activity are associated with the proliferative response of cells
in culture, in tumors and also with tumor promotion (46).

Addition of IFN to quiescent Swiss 3T3 cells at the time
of mitogen stimulation had no effect on the early increase in
uptake of ions, nucleosides or sugars; however, IFN treat-
ment showed a differential effect on protein synthesis-
dependent events: induction of ODC activity was inhibited
while the second phase of stimulation of 2-deoxy glucose
uptake was not affected. These results were observed with
serum, with a combination of growth factors, or with a
tumor promoter serving as the mitogen (81, 82). Similar
findings were recently reported on the inhibitory effect of
IFN on the induction of S-adenosyl-L-methionine decar-
boxylase, another enzyme involved in polyamine biosyn-
thesis (53). Thus, it appears that there is a common IFN-
sensitive step involved in the stimulation of DNA synthesis
by serum, tumor promoters or growth factors. Further evi-
dence suggesting an IFN-sensitive step crucial to DNA
synthesis is derived from the examination of two clones
isolated from Swiss 3T3 cells with differential sensitivities to
both antiviral and antiproliferative activities of IFNs. One
clone was more sensitive to IFN in terms of inhibition of cell
division, DNA synthesis, and induction of ODC activity
when IFN was added at the time of serum stimulation.
Additionally, under the same conditions, NIH 3T3 cells
which were sensitive to the antiviral effect of IFN against
murine leukemia virus exhibited no inhibition of cell divi-
sion, DNA synthesis, or ODC induction (19). One argument
against ODC induction being the crucial step involved in the
stimulation of DNA synthesis is that the inhibition of ODC
synthesis in human embryo skin fibroblasts did not result in
the inhibition of DNA synthesis upon stimulation from
quiescence. This suggested that the pool of polyamines in
these cells was sufficient for one further cycle of replication
(46). There is now strong evidence to indicate that inhibition
of DNA synthesis caused by IFN is not dependent on the
inhibition of ODC activation that is also caused by IFN.
Concomitant inhibition of DNA synthesis and of activation
of the enzyme was observed only when polypeptide hor-
mones were used as stimulants; cholera toxin-stimulated
DNA synthesis was inhibited by IFN toxin-stimulated ODC
activation was not (53). These results indicate that a poor
correlation exists between the activation of ODC and DNA
synthesis in quiescent 3T3 cells that are stimulated to
proliferate. Thus, ODC induction may not be the critical
step in DNA synthesis inhibition caused by IFN; however,
the role it plays in the cell growth inhibition caused by IFN
treatment is not yet clearly understood.

Effects of interferons on other cellular parameters

Information concerning the many varied effects of IFNs on
cell structure and function is increasing rapidly. [For reviews
see (33, 83, 87)] IFN treatment of cells results in significant
alterations of the cell surface including increased expression
of histocompatibility antigens (54); increased net negative
charge on the cell surface (49); decreased thymidine uptake
(11); and alteration in the density of the plasma membrane
(14). Alterations in the cell membrane resulting from IFN
treatment most likely play a role in the IFN-induced inhibi-
tion of murine leukemia viruses discussed earlier. Addition-
ally, SV40 transformed cells that normally produce and
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release plasminogen activator (PA) seem to accumulate PA
at the plasma membrane after IFN treatment (76). It is
possible that IFN might alter the cell surface in a manner
that prevents particle shedding in one system of C-type virus
particles and in another, of PA. Since cell to cell contact
plays a role in cell growth regulation, alteration induced in
the plasma membrane by IFN treatment could well cause
alterations in cell DNA synthesis and growth.

A direct negative effect on cell growth would, of course,
be an ideal mechanism of action for an antitumor substance.
In many respects IFNs would seem to be negative growth
control factors. Thus, they are an unusual class of biological
substances, since almost all growth factors that have been
studied stimulate cell synthesis. It is likely that many of the
‘toxic’ effects observed in IFN therapy, such as leukopenia,
thrombocytopenia and hair loss, are indeed extensions of
the growth inhibitory properties of IFN. Another structure
that has been studied is the cytoskeleton. Changes in the
cytoskeleton, which is composed of microtubules, microfila-
ments (actin and myosin) and the cytoplasmic matrix, have
been observed in conjunction with transformation. It is not
yet clear, however, whether these changes are a cause or
result of transformation. What relationship exists between
IFNs and the cell’s cytoskeleton has been and is being
examined mainly by following the effects of agents that alter
the cytoskeleton on the various activities of IFNs. For
example, drugs such as colchicine, that disrupt the cyto-
skeleton inhibit the development of the antiviral action of
IFN, while compounds such as sodium butyrate, which has
been reported to promote cytoskeletal organization, appear
to enhance IFN action (87).

The antiviral activities of IFNs were shown to be potenti-
ated by dibutyryl cAMP (28). Additionally, it was reported
that IFN-treated cells contained increased levels of cAMP
(56, 92). Since it appeared that increased levels of cAMP
might be involved with inhibiting cell growth rates of several
systems (73), it was thought that membrane adenylate cy-
clase activities might play a role in the antiproliferative
response to IFNs. It was, however, shown recently that
more time of treatment with IFN was necessary for alter-
ation of cCAMP levels than for detection of cell growth
inhibition (88). Additionally, growth of Schwann cells,
human keratinocytes, and human mammary epithelial cells
is stimulated by both cholera toxin and cAMP analogues
(87). Thus, the relationship between IFNs and cAMP ap-
pears to be complex. It is also interesting that cyclic GMP
levels are also increased after IFN treatment (88) and re-
duced levels of cGMP are found in proliferating cells (59).

Interferons and oncogene expression

The level of expression of oncs appears to be related to
malignant transformation, and to cellular differentiation
and growth (52, 90). It is possible that the effects of IFNs on
differentiation and growth involve a regulatory activity of
IFNs on onc expression; therefore, the inhibitory effects of
IFNs on the growth of some tumors may be linked to a
decrease in onc expression. This might occur in cancers
where oncogenesis is related to increased production of an
onc-specified product. Therefore, a change in the expression
of oncs could be an important mechanism in carcinogenesis.
There are two basic mechanisms for onc-induced trans-
formation: an alteration in an onc product, or an increase in
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its production. In some cancers, therefore, a decrease in onc
expression could result in reversion to an untransformed
state. Such a modulation in onc expression may be induced
by a potent biological response modifier such as an IFN.
The current rationale for the use of IFN in the therapy of
cancers is their cell growth inhibitory activity; however,
IFNs do not have a consistent, selective effect on trans-
formed cell growth. On the other hand, a regulatory effect of
IFNs on onc expression might result in a selective effect on
the growth of tumors, the etiology of which is related to an
increase in onc expression.

During the course of studies involving treatment with
IFN of RS485 cells, an NIH 3T3 line transformed by a
human c-Ha-ras oncogene, there was phenotypic reversion
of a portion of the previously transformed RS485 cells. The
revertant RS485 cells were morphologically similar to NIH
3T3 cells, had a low saturation density in culture, and did
not form colonies in soft agar or tumors in nude mice. While
the revertants retained the transfecting c-Ha-ras DNA, they
produced significantly decreased amounts of the c-Ha-ras-
specified gene product, p21, and c-Ha-ras mRNA, than did
RS485 cells (75).

Correlation of antiviral and antiproliferative activities of
interferons

Several specific proteins that are induced in IFN-treated
cells and which are most likely involved in the antiviral
activities of IFN, have been identified [for reviews see (1,
72)]. One of these proteins is the oligoadenylate synthetase
which polymerizes ATP into pppA2’ pS’A2'p5S’A .. . oli-

Table 1. Interferon preparations used for clinical trials.

gomers (chains of adnylic residues linked by 2’5" phos-
phodiester bonds) that, in turn, activate an endoribo-
nuclease (RNase F). Another is a phosphokinase which
phosphorylates the initiation factor elF2 (21).

Are these proteins, in any way, involved in the cell growth
inhibitory activities of IFN? In one report, mouse embry-
onal carcinoma stem cells which were insensitive to the
antiviral and antiproliferative effects of IFN did not demon-
strate RNaseF induction after IFN treatment. After dif-
ferentiation, RNaseF was induced and growth of these cells
was inhibited (51); however, many changes occur within a
cell upon differentiation and it is difficult to assign respon-
sibility for acquired sensitivity to any one of these changes.

The role of the (2°5") A, synthetase in these antiprolifer-
ative effects has been studied by examining the effects of 2’5
oligo adenosine directly on cells (45, 68, 93). The dephos-
phorylated timer, that can apparently pass through the cell
membrane, has also been shown to inhibit DNA synthesis in
lymphocytes stimulated by lectins (48). The induction of
these proteins in NTH 3T3 cells after IFN treatment was
studied. These cells were sensitive to the antiviral effects of
IFN against murine leukemia virus; however, IFN treat-
ment resulted in no antiviral activity against a lytic virus
such as encephalomyocarditis virus, and no inhibition of cell
division, induction of ODC activity, or DNA synthesis (19).
Both (2°-5") A, synthetase and kinase activities were induced
in these cells after IFN treatment and only the endonuclease
ordinarily activated by 2’5 oligo adenosine appeared to be
absent. These results suggest that kinase activity is not
sufficient for cell growth inhibition, and also suggest a pos-

Interferon Purity

Comments

Alpha
Natural (Cantell)
(10-25 subtypes)

Recombinant o, Highly pure

Recombinant A

Highly pure

Recombinant D or «, Highly pure

Lymphoblastoid Semipure, highly pure
(6-10 subtypes)
Beta
Natural Semipure

Recombinant f, Highly pure

Recombinant f,, Highly pure

Gamma
Natural

Recombinant y, Highly pure

Impure, semipure, highly pure

Impure, semipure

Less pure in trials
before 1982

E. coli-produced,
position-2 arginine,
position-44 deletion

E. coli-produced,
position-23 lysine,
position-44 deletion

E. coli-produced, 29

amino acid variation
from A

From cultured lymphoma
cells or from hamsters

From fibroblasts or
SV-40 transformed cells

Position-17 cysteine

Position-17 serine

Less pure in earlier trials

E. coli-produced,
probably different from
natural y




sible role of the 2’5" oligo activated pathway in the anti-
proliferative activities of IFN (20).

In one system the antiviral action of interferons has been
clearly disassociated from its antiproliferative effect (87).

CLINICAL STUDIES

Modern cancer therapy began during the 10-year period
between the mid-1940s to mid-1950s, when it was recognized
that most human tumors are, at diagnosis, systemic prob-
lems requiring systemic treatment. The first reports of favor-
able clinical responses to certain drugs that have cytolytic or
cytostatic effects on cancer cells stimulated a massive search
for more and better chemotherapeutic agents. Of more than
half a million compounds tested as possible anticancer
agents over the past four decades, only some 40 have
reached the clinic; of those, perhaps about 10 may be re-
garded as moderately effective, the others as only marginally
effective. With all clinically available chemotherapy, more-
over, dose-limiting normal tissue toxicity, inadequate drug
delivery to tumors, and tumor resistance to drugs are major
problems (61).

In recent years, another systemic approach to the treat-
ment of cancer — biotherapy has attracted increasing atten-
tion (62). Although the use of biologic or synthetic co
pounds to modulate the body’s responses to cancer was
investigated in the 1960s, interest became intense only in the
late 1970s. The major reasons included technical advances in
molecular biology and recombinant DNA technology, the
advent of hybridoma technology and improvements in com-
puter applications.

Among all biologicals with known or potential systemic
activity against human cancer, the interferons may be re-
garded as prototypes. They were the first lymphokines and
cytokines to be clearly identified and the first anticancer
agents to be genetically engineered to be clinically available
at modest cost, in highly purified form and in large quantity.

Table 2. Solid tumors: interferon results summary — 1985.
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Interferons have been used in hundreds of patients with
various neoplasms (61, 63).

In clinical trials, the preponderance of available data
relates to alpha interferon — the impure Cantell, the relative-
ly pure lymphoblastoid, and the highly pure recombinant
forms (Table 1). Much of the data comes from phase I, or
toxicity, studies not designed to measure therapeutic effi-
cacy.

With those limitations in mind, we can draw some pre-
liminary conclusions about interferon therapy for human
cancer. One is that the Cantell, lymphoblastoid and recom-
binant alpha interferons are similar, both quantitatively and
qualitatively, in their toxicity, antitumor efficacy, and other
biologic effects. Second, objectively defined antitumor re-
sponses in phase I alpha interferon trials (most involving
lymphoma, myeloma, Kaposi’s sarcoma, melanoma, and
renal cancer) have been observed in about 10% of patients.
That value may not seem impressive, but it does compare
favorably with an average response rate of 1% to 2% in
phase I trials or recently developed chemotherapeutic agents
(61). We should also note that in phase I alpha interferon
studies there have been very few responses in patients with
tumors of the colon, lung, or lower genitourinary system
(Table 2).

A third impression, suggested by increased response rates
with higher alpha interferon doses, is that interferons may
produce their acute antitumor effect by a direct cytostatic
action, rather than an indirect immunomodulatory mecha-
nism. Finally, very preliminary clinical experience with beta
and gamma interferons indicates that the beta type produces
response rates and response patterns similar to those ob-
tained with alpha interferon and that the gamma type may
not be much more potent against cancer than the other two
types. In view of the preclinical data suggesting gamma
interferon’s strong immunomodulatory and antiprolifer-
ative activities, that last findings is particularly disappoint-
ing if borne out by future results.

During the 1970s, Scandinavian and U.S. investigators
studied the effects of natural alpha interferon — primarily the

Complete or

Dosage Number partial response

Tumor (MU|wk) evaluated (%) Assessment
Colon 1-300 > 150 <5 No effect

With 5-FU 5-50 > 30 5-10 No effect over 5-Fu alone
Gastric 10-20 14 0 No effect
Lung

Non-small-cell 1-200 <5 No effect

Small-cell 1-500 0-10 No effect as single agent
Ovary 10-400 > 100 0-20 Possible palliative effect
Uterine cervix 50-150 18 0 No effect
Melanoma 1-500 > 300 5-15 Visceral disease

responses < 10%
(comparable to those
with dacarbazine);
addition of cimetidine
not effective
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Cantell preparation — in patients with multiple myeloma,
non-Hodgkin lymphoma, renal cell carcinoma, and breast
cancer. In patients with osteosarcoma initial analysis, based
on comparison with historical controls, indicated that inter-
feron treatment added to surgery was beneficial. In a
randomized study of an interferon-treated group in com-
parison to a chemotherapy-treated and a nontreated group,
all three groups did better than historical controls yet did
not differ significantly among themselves. Recent trials in-
volving small numbers of patients with advanced disease
have indicated no benefit in osteosarcoma.

Studies by Merigan showed that Cantell alpha interferon
administered over a longer period at 1-3 Million Units
(MU) per day induced intolerable fatigue, malaise, and
weight loss. In more recent phase I trials, with alpha inter-
feron obtained by a process similar to Cantell’s, the maxim-
ally tolerated dose was about 18 MU/m per day with two
different products, and the single maximal tolerated dose
was 60 MU/m for a third. Aside from the major dose-limit-
ing effects, natural alpha interferon preparations sometimes
produced mild hepatic toxicity (elevated serum glutamic-
oxaloacetic transminase) and myelosuppression (reduce
neutrophil and lymphocyte counts). As for clinical efficacy,
trials reported on polyacrylamide gel electrophoresis there
are real constitutional differences among Cantell alpha in-
terferon products; nevertheless, toxicity and clinical efficacy
have been resonably comparable.

As for clinical efficacy, trials reported in the early 1980s
added hairy cell leukemia, chronic myeloid leukemia,
Juvenile laryngeal papillomatosis, and bladder papilloma-
tosis to the list of conditions responsive to natural alpha
interferon.

Altogether, most clinical trials with impure alpha inter-
feron preparations evaluated doses of 3 to 10 MU per day
administered intramuscularly or subcutaneously for 28 to 35
days. Serum levels reached 1 to 300 U/ml within four to six
hours, with measurable activity still present at 24 hours. The
major immunologic effect noted was increased natural killer
cell activity. A 3MU dose initially augmented NK cell
cytotoxicity (24-48 hr after administration), with a fall to
baseline 7 to 10 days later in spite of continued treatment.

Lymphoblastoid and recombinant alpha interferons have
been studied in a number of phase I and phase II trials.
Tolerable doses of lymphoblastoid preparation ranged for
15 to 30 MU/m (admuinistered intramuscularly twice a day
for seven days, intramuscularly three times a week for five
days by a six hour infusion). Other recent studies showed
that recombinant clone A alpha interferon was tolerable at
25 to 50 MU/m (intramuscularly three times a week), and
recombinant alpha-2, at 20 to 30 MU/m (intravenously or
intramuscularly daily for five days every three weeks). As
with the impure alpha interferon products, fever, chills,
anorexia, weight loss, and fatigue were the major dose-limit-
ing effects. Chronic dosing at moderate and higher levels
with the purer alpha interferon products also first boosted,
then suppressed NK cell cytotoxicity.

Objectively defined clinical responses to either lympho-
blastoid or recombinant alpha interferon have been noted in
patients with hairy cell leukemia, myeloma, non-Hodgkin’s
lymphoma, renal cell carcinoma, Kaposi’s sarcoma, malig-
nant glioma and breast cancer. The pattern of antitumor
activity resembles that seen with impure alpha interferon.

However, high doses (30 MU/m) of recombinant clone A
alpha interferon were needed to obtain responses in melano-
ma, and breast cancer has been less responsive to the purer
alpha interferon products than to the Cantell interferon
preparation. A major overall finding with lymphoblastoid
and recombinant alpha interferons is that higher doses lead
to increased response rates. This dose response effect has
been seen in patients with Kaposi sarcoma, renal cell car-
cinoma, lymphoma, and malignant melanoma.

For any given tumor type, issues such as optimal dose,
schedule, route of administration, and alpha subtype are still
unresolved. The most impressive results have been seen in
selected hematologic malignancies (Table 3). Among solid
tumors, there are also encouraging preliminary results, but
most of the common solid tumors have been quite unrespon-
sive.

Table 3. Hematologic malignancies: summary of responses to alpha
interferon.

Tumor type Response
rate (%)

Multiple myeloma 18-27

Chronic lymphocytic leukemia 0-77

Hairy-cell leukemia 80

Low-grade lymphoma 38-73
High-grade lymphoma 0-10
Kaposi sarcoma 25-40
Chronic myelogenous leukemia 88

Adapted from Bonnem EM, Spiegel RJ: J Biol Response Modif 3:
580, 1984

Phase II trials in acute myelogenous leukemia docu-
mented that alpha interferon reduced levels of circulating
tumor cells, but it did not produce prolonged remission.
Similar results were obtained in patients with chronic lym-
phocytic leukemia. In both chronic myelogenous leukemia
and hairy cell leukemia, however, complete clinical response
rates on the order of 75% or better have been reported,;
treatment resulted in generally excellent (but not always
complete) clearing of leukemia cells from peripheral blood
and bone marrow, and patients have remained in remission
for periods of more than one year.

Almost as encouraging are the results in non-Hodgkin’s
lymphoma patients. Aggressive tumors in this category have
been relatively unresponsive, but about 50% of indolent,
favorable histology, low grade tumors (e.g., nodular, poorly
differentiated lymphocytic lymphomas) and intermediate
grade tumors (e.g., diffuse, poorly differentiated lymphocyt-
ic lymphomas) have responded. The responses were more
often partial than complete, and the median duration of
response has been little more than six to eight months. Many
of the treated patients had bulky advanced disease that were
progressive and drug and radiation resistant.

In a recently reported phase 11 trial of recombinant alpha
interferon in previously treated patients with relapsing non-
Hodgkin’s lymphoma, 13 of 24 patients with low grade
tumors had objective responses, four of which histologically
confirmed as complete; two of six patients with intermediate
grade lymphoma also responded (one completely), whereas



only one partial response was seen in seven patients with
high-grade tumors. Patients whose responses ceased with
low dose maintenance interferon could be reinduced to
respond with higher doses (4) was given to sustain responses
4).

In solid tumors, phase II trials with Cantell, lymphoblas-
toid, or recombinant alpha interferon have demonstrated
overall (complete and partial) response rates of about 15-
40% in patients renal cancer, melanoma and Kaposi’s sar-
coma. In patients, with renal cancer, Cantell or recombinant
alpha interferon induced significant responses in 15-25%.
Approximately the same rates (20-30%) were seen when
patients with melanoma were treated with recombinant
alpha interferon; some responses occurred in patients with
visceral disease, and some were complete. Recombinant
alpha interferon also induced partial or complete responses
in patients with Kaposi sarcoma, the highest overall rated
being 41%. Breast cancer response rates have fallen with
further testing. Two studies using a 3MU/m per day of
natural alpha interferon found antitumor activity in about
25% of patients, whereas later studies, using lymphoblas-
toid or recombinant alpha interferon, found less or no such
activity (Table 4). Other common solid tumors have been
almost uniformly unresponsive to alpha interferon treat-
ment.

Studies with recombinant beta and gamma interferons are
only beginning so less can be said about their biologic effects
and antitumor efficacy. Early studies with partially purified
nonrecombinant beta and gamma preparations, however,
showed that both types were inactivated after intramuscular
injection and the half-lives were very brief (78). Results to
date with recombinant preparations confirm the need for an
intravenous route of administration, but the relative merits
of prolonged infusion versus repetitive dosing remain to be
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In summary, it is clear that the interferons are promising
agents for the treatment of human cancer. Their clinical
activity has been seen most reproducibly in a variety of
hematologic malignancies, but the responses of other tumor
types have also been observed. Further studies must resolve
the issues of appropriate dose, schedule, route of ad-
ministration, and interferon type. It is also unclear whether
interferons work primarily by direct antiproliferative activ-
ity or indirectly by altering immune responses. Most of the
available evidence - especially that from lymphoma studies,
supports the view that a direct antiproliferative effect is
responsible, since higher interferon doses induce more re-
sponses than lower doses and patients failing at lower doses
respond at higher doses.

Perhaps the most important finding in preclinical and
clinical interferon studies is that these biologicals have
antitumor activity even in advanced, bulky cancer that are
resistant to drugs or radiation (6-8).
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POSTSCRIPT

Hematopoietic growth factors could be of great importance
in the treatment of neoplastic diseases following aplasiogen-
ic chemotherapy and bone marrow transplantation (11).
Genetic engineering techniques permit large scale produc-
tion of substances produced during the immune response
which may have therapeutic value for the modification of
biologic response to cancer (8). The role of contact inhibi-
tion and cell shape was nil in the malignant fibrosarcoma
line HT1080. Treatment of HT1080 cells with low con-
centration of human fibroblast interferon (less than 40 units/
ml) restored shape-dependent proliferation but had little
effect on normal cells. Subantiproliferative doses of inter-
feron restored contact-inhibited proliferation control to
malignant cells previously lacking it (10).

Recombinant DNA technology is able to produce large
amounts of several interferons (20). Gamma-interferon is
perhaps stronger in boosting immune recognition and rejec-
tion of tumor cells than alpha and beta interferons (2).
Immunomodulators in clinical medicine, cancer and ac-
quired immunodeficiency syndrome alike were reviewed by
Fauchi and co-workers (5). It is unexplained why only a
small proportion of patients show an objective response to
interferon (3; see also 9, 23, 18, 21, 6, 17). Antigen-
nonspecific suppressor factors may have an important phy-
siological role in regulating immune responses and cell divi-
sion in general (1). Antiproliferative effects of interferon alfa
2b were seen in vitro and in vivo. This interferon showed as
a single agent maximum tumor cell colony reduction when
used in high concentrations with continued cell exposure.
Combined with doxorubicin clinical responses in patients
with ovarian, cervical, colorectal and pancreatic carcinoma
and one case of lymphoma were observed (24). The role of
interferon in cancer therapy lies in the combination with
other agents as the 4th arm of cancer therapy (7). Interferon
can be a potent inducer of various degrees of transforma-
tion, differentiation, and proliferation in different subsets of
normal and malignant B cells (16, see also 15). Endogenous
production of tumor necrosis factor in normal mice and
human cancer patients by interferons and other cytokines
combined with biological response modifiers of bacterial
origin was investigated by Satoh (19). Interferons preferenti-
ally inhibit the chemotaxis of transformed and tumor-
derived cell lines when compared to control fibroblasts (12).
Objective tumor effects in Japan have been observed in renal
cell carcinoma, brain tumor, multiple myeloma, malignant
lymphoma, adult T cell leukemia, chronic lymphocytic
leukemia, chronic myelogenous leukemia and by local injec-
tions in skin cancer such as malignant melanoma and cuta-
neous lymphoma (13). The inducing agents of interferons
include viruses, bacteria, bacterial products, polymers, low
molecular weight compounds, and antigens or mitogens.
Interferon gamma employed alone and in combination with
interferon alpha may dramatically increase interferons ac-
tivity (22). Toxicity of interferons exhibits fever, chills, myal-
gias, arthragias, and headache with some variation accord-
ing to type of interferon, route of administration, schedule

and dose. The most important nonacute symptom is fatigue
(14). Clinical immunology exhibits three active develop-
ments namely immunopharmacology of immunosuppres-
sive drugs; clinical use of the alpha-beta and gamma inter-
ferons and interleukin-2; and monoclonal antibody applica-
tions in marrow transplantations and antitumor therapy (4).
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TRANSCATHETER MANAGEMENT OF NEOPLAMS

C. HUMBERTO CARRASCO, SIDNEY WALLACE, CHUSILP CHARNSANGAVEJ
and W. BECHTEL

The development of percutaneous angiographic techniques
has made possible selective catheterization of most clinically
important vascular territories in the human body. The inter-
ventional radiologist has integrated these techniques with
others derived from established surgical procedures for a
more aggressive approach to the management of the cancer
patient. Our ability to gain access to neoplasms by either
direct punctures or through vascular catherizations, to
establish the nature and extent of the disease, and to assess
its response to therapy have been greatly augmented by
developments in the various imaging modalities, particular-
ly image intensification, ultrasound and computed tomo-
graphy. Vascular occlusions and infusions, and per-
cutaneous drainage procedures have now become the
province of the interventional radiologist.

INTRA-ARTERIAL INFUSION CHEMOTHERAPY

The therapeutic activity of an antineoplastic agent is related
in part to its concentration at the target organ which is
determined by dosage, schedule, metabolic processes, and
route of administration. The responses achieved by most
chemotherapeutic agents have been accomplished by their
intravenous administration, however, higher drug con-
centrations at the target organ may be achieved by the
intra-arterial route. At the present, two major modes of
intra-arterial administration of chemotherapeutic agents are
available and consist of isolation perfusion and infusion
techniques. Isolation perfusion chemotherapy (5, 46, 3, 4, 1)
is usually performed by surgical cannulation of vessels and
maintenance of circulation through an extracorporeal pump
oxygenator. The chemotherapeutic agent is administered
into the isolated artery and the venous outflow is recir-
culated, thus minimizing the systemic escape of the drug.
This technique permits the use of very large doses of che-
motherapeutic agents which would otherwise be lethal.
During intra-arterial infusion chemotherapy there is no re-
circulation of the venous effluent via an extracorporeal cir-
cuit and variable amounts of the drug, not taken up by the
infused tissues during the first pass, reach the systemic cir-
culation.

Intra-arterial infusion of chemotherapeutic agents was
introduced in 1950 when Klopp et al. (73) and Bierman et al.
(11) independently reported their experiences with the ar-
terial administration of nitrogen mustard in the manage-
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ment of various neoplasms. They observed profound tissue
changes within the territory supplied by the infused artery
that had not been noted following the intravenous ad-
ministration of the drug. Their experience also suggested
greater therapeutic efficacy and a decreased systemic toxicity
when this drug was administered intra-arterially as opposed
to intravenously.

The rationale for intra-arterial infusion is to expose a
given neoplasm to a higher concentration of a chemothera-
peutic agent than that achieved by its intravenous ad-
ministration in order to obtain a greater therapeutic effect in
a limited anatomic area. The cytotoxic effect of a given
chemotherapeutic agent is not only concentration time de-
pendent but also varies according to its total body clearance,
its metabolic alterations, its intratumoral disposition, and
the intrinsic sensitivity of the tumor to the drug. A linear
physiologically based pharmacokinetic model was used by
Chen and Gross (22) to study drug delivery characteristics of
chemotherapeutic agents after intra-arterial and intra-
venous infusion. This model confirms that intra-arterial
infusion produces higher local tissue levels and a reduction
in the systemic drug availability. The increase in local drug
concentration depends largely on the blood flow rate
through the infused artery and the rate of drug elimination
by the rest of the body, whereas the reduction in systemic
drug delivery is dependent on the ability of the infused
region to eliminate the drug. Ensminger et al (36) discovered
that hepatic extraction of S5-fluoro 2’-deoxyuridine
(floxuridine) was in the order of 94% to 99% and that of
S-fluorouracil was 19% to 51% after a single pass through
the liver following hepatic artery infusion. During hepatic
artery infusion, the systemic levels of floxuridine were 25%
and those of S5-fluorouracil were 60% of corresponding
systemic concentrations with peripheral venous infusion.
Hepatic extraction was also demonstrated for doxorubicin
(adriamycin) which had an extraction ratio of 45% to 50%
depending on the dosage of the drug administered. The
systemic levels of adriamycin during hepatic arterial in-
fusion were 25% lower than the corresponding systemic
levels with peripheral venous infusion (41). Similar observa-
tions were made by Kelsen ez al. (72) with hepatic arterial
infusion of cis-diamminedichloroplatinum (cisplatin) in
dogs which yielded a coefficient of extraction of 72% to
97%. Therefore, hepatic arterial infusion should have
greater advantage over the intravenous route in the manage-
ment of hepatic neoplasms at least with relation to the use
of floxuridine, 5-fluorouracil, adriamycin and cisplatin.

Jaffe et al. (59) demonstrated consistently elevated cis-
platin concentrations in the local vein as opposed to a
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peripheral vein during arterial infusion of this agent for the
management of patients with osteosarcoma. Concentrations
of cisplatin in the neoplasms were directly related to the
number of arterial infusions. A direct relationship between
the neoplastic concentrations of cisplatin and degree of
tumor destruction was also noted.

In the attempt to increase the efficacy of intra-arterial
infusion chemotherapy, various techniques aimed at reduc-
ing the blood flow through the infused territory have been
attempted. Theoretically, by decreasing the rate of blood
flow there is an increase in the concentration of the infused
agent and concomitantly a decrease in the transit time re-
sults in prolongation of the tissue contact time. Tourniquets
have been applied to the abdomen and extremities during
intra-arterial infusion chemotherapy in order to achieve this
effect (13, 14, 15, 16) Anderson et al. (5) by combining
intra-arterial infusion of 14C labelled 5-fluorouracil with
temporary vascular occlusion using a double lumen balloon
catheter in the external iliac artery of a dog increased the
local tissue concentration of this drug by 7 to 9 times when
compared to intra-arterial infusion alone. The tissue levels
of 5-fluorouracil were 30 to 50 times greater than those
obtained by the intravenous administration. Wright ez al.
(137) using a percutaneous approach combined arterial bal-
loon occlusion infusion of floxuridine with recirculation of
the venous effluent with the aid of a pump oxygenator and
achieved local tissue levels 27 times greater than those ob-
tained by arterial balloon occlusion infusion alone.

TRANSCATHETER EMBOLIZATION

Therapeutic embolization has been in use for over 50 years
(48), it was initially employed in the management of ar-
teriovenous fistulas (122, 78) and malformations (84, 85),
particularly of those occurring in the brain. With the de-
velopment of percutaneous transcatheter techniques, the
uses of embolization were extended to the control of
hemorrhage (112) in various regions of the body and devas-
cularization of tumors prior to surgery in order to minimize
intraoperative blood loss. The changes observed in neo-
plasms following surgical arterial ligation and the occasion-
al iatrogenic arterial occlusion occurring during catheteri-
zation for infusion chemotherapy led to the realization that
occlusion could be an effective tool in the local control of
neoplasms. (132) Devascularization is a general term which
includes surgical arterial ligation, catheter induced arterial
injury, drug induced arteritis, as well as transcatheter em-
bolization. The goal of tumor embolization is to apply
superselective catheterization techniques for vascular occlu-
sion in order to achieve maximal tumor necrosis with mini-
mal normal tissue infarction.

Arterial embolization can result in central or peripheral
occlusion depending on the size of the embolic particles
employed and, therefore, on the caliber of the vessels oc-
cluded. Central embolization, analogous to surgical liga-
tion, consists of occlusion of an artery maintaining its
peripheral branches patent. Reconstitution of the peripheral
branches then occurs immediately, in most vascular ter-
ritories, through a different route. This technique is used to
redistribute blood flow to a single vessel where a given
neoplasm is supplied by more than one artery. In this man-

ner, only one catheter is employed for effective infusion of
the entire neoplasm (23). Central embolization is also per-
formed to protect a vascular territory not involved by tumor
from the effects of chemotherapeutic agents or embolic
materials injected proximally to its origin (46, 76). In most
vascular territories tissue infarction does not occur second-
ary to central embolization. The purpose of peripheral
embolization in tumor management is the production of
ischemic necrosis of the neoplasms in question. Small parti-
cles, usually measuring less than 0.5mm in diameter are
employed for this purpose.

The choice of embolic materials will depend on their
availability, ease of use, their effectiveness as occluding
agents and on whether central or peripheral embolization is
desired. Although a large number of embolization materials
is available, the most commonly ones used at UT M.D.
Anderson Hospital and Tumor Institute are absorbable
gelatin foam (Gelfoam) polyvinyl alcohol foam (Ivalon)
(46), dehydrated ethanol and stainless steel coils (25, 132).
These materials have been used in over 1000 procedures with
minimal complications.

HEPATIC NEOPLASMS

The liver is one of the major organs most commonly in-
volved by metastatic neoplasms that usually originate in the
alimentary tract. The extent of the hepatic metastases and
the functional state of the residual normal hepatic paren-
chyma appear to be the most important factors influencing
the course of the disease and the duration of survival (63).
A median survival time of 75 days for patients with un-
treated hepatic metastases from a variety of primary neo-
plasms was reported by Jaffe and colleagues (63). Other
authors reported median survival times of 4.2 months (136)
and 13 months (17) for patients with untreated hepatic
metastases from colorectal carcinomas. The prognosis for
primary hepatic neoplasms is similar to that of metastatic
disease (9). Rarely, hepatic neoplasms are localized and thus
amenable to surgical resection (41). In unresectable disease,
alternative modes of treatment such as systemic chemo-
therapy (110) and surgical dearterialization of the liver have
been used with limited success (3, 97, 121). Hepatic artery
infusion chemotherapy and hepatic artery embolization are
also being used in an effort to control the local progression
of the disease and prolong the survival of patients with
hepatic neoplasms.

HEPATIC ARTERY INFUSION CHEMOTHERAPY

Since hepatic neoplasms derive most of their blood supply
from the hepatic artery (14, 50, 119) while the normal liver
parenchyma receives only 25%, these tumors are exposed to
relatively higher concentrations of the agents infused intra-
arterially. Hepatic neoplasms refractory to systemic chemo-
therapy may respond to arterial infusion of the same agent
dosage (6). Hepatic inactivation of some of the cytotoxic
agents infused (49) may also lessen the systemic toxic side
effects. Increased tumor response rates have been reported
with hepatic artery infusion of some chemotherapeutic
agents with prolongation of the median survival time in the
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Figure 1. Hepatocellular carcinoma. A. Computed tomography demonstrates a large tumor in the left lobe of the liver. B. Following three
courses of hepatic artery infusion chemotherapy there was complete resolution of the mass. Biopsies at laparotomy failed to demonstrate

viable tumor.

responders (41, 99, 103, 104). A response rate of 43.4% with
a median overall survival of 11 months was observed in a
group of 55 patients with metastatic colorectal carcinoma
confined to the liver treated with floxuridine and mitomycin
C by hepatic arterial infusion. The median survival in pa-
tients with intentional or inadvertent arterial occlusion was
prolonged to 15 months as opposed to 8 months for those
with an intact arterial tree (105). In a group of 12 patients
with hepatocellular carcinoma treated with intra-arterial
floxuridine, adriamycin and mitomycin C there were seven
partial and one complete remissions (Figure 1). A prolonga-
tion of the median survival time (14 months) was also ob-
served in patients with hepatic arterial occlusion when com-
pared to those patients without it (6 months) (106).
Several chemotherapeutic agents are used for infusion
into the hepatic artery. Floxuridine, mitomycin C and cis-

platin are used for metastases from colorectal carcinomas.
These agents in combination with adriamycin are also used
to treat primary hepatic neoplasms and various metastatic
neoplasms. Cisplatin is used to treat hepatic metastases from
melanoma and breast carcinoma. Other agents used for
hepatic artery infusion include 5-fluorouracil, vincristine,
dacarbazine, and streptozotocin.

HEPATIC ARTERY EMBOLIZATION

Markowitz in 1952 (89) suggested hepatic artery ligation as
a possible method of treating neoplasms. Following hepatic
artery ligation, Gelin and associates (45) demonstrated a
90% decrease in tumor blood flow and a 35% to 40%
decrease of flow in the normal liver parenchyma. Variable

Figure 2. Metastatic carcinoid. A. Computed tomography demonstrates two metastatic foci in the liver. B. Partial remission of the hepatic

metastases following hepatic artery embolization.
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Figure 3. Hepatic artery embolization for redistribution. A. Celiac
arteriogram. Note accessory right hepatic artery arising from the
gastroduodenal artery. B. Catheterization of the accessory right
hepatic artery prior to its occlusion with a stainless steel coil. C.
Proper hepatic arteriogram. Reconstitution of the embolized artery
has occurred through intrahepatic collaterals.

results of hepatic artery ligation in the management of
hepatic neoplasms have been reported (74, 7, 91, 37) but the
effects of surgical ligation are usually short-lived since re-
constitution of flow occurs through intra- and extra-hepatic
collaterals. This phenomenon is demonstratable angio-
graphically immediately following central occlusion of any
part of the hepatic arterial system and forms the basis for
redistribution of flow in the presence of aberrant hepatic
arteries (23). Occlusion of the more peripheral branches
through embolization with fine particles has a longer lasting
effect and causes varying degrees of necrosis of hepatic
neoplasms by depriving them of their blood supply. The
normal liver parenchyma is protected from infarction by
reason of its dual blood supply.

The collateral circulation that develops after occlusion of
any portion of the hepatic arterial system will determine, at

least in part, the degree of necrosis of hepatic neoplasms.
The more peripheral the occlusion, the less effective the
collateral circulation, and therefore, the greater the tumor
necrosis. It is also possible that some neoplasms are more
sensitive to ischemia than others. Complete necrosis of
hepatic neoplasms does not usually occur following the
initial hepatic embolization and therefore, the procedure
must be performed periodically. Initially, embolizations are
spaced approximately one month apart, and depending on
the response, subsequent procedures are performed at lon-
ger intervals. A median survival time of 11.5 months after
the first hepatic artery embolization in patients with hepatic
neoplasms in whom other forms of therapy, including hepat-
ic artery infusion chemotherapy, had failed has been re-
ported previously (24).

When portal hypertension with secondary ascites and
esophageal varices occur due to arterio-portal shunting in
some hepatic neoplasms, particularly hepatomas, hepatic
artery embolization may decrease the shunt and reverse the
hepatofugal flow in the portal vein. Resolution of the symp-
toms of portal hypertension may occur subsequently.

In cases of hormone-secreting hepatic tumors such as
metastases from neuroendocrine tumors, hepatic artery em-
bolization will decrease the tumor’s production of pharma-
cologically active substances. Patients with the carcinoid
syndrome whose clinical symptomatology is usually deter-
mined by the hepatic metastases will experience relief of
their symptoms for variable periods of time (Figure 2). (2,
20, 86, 109)

HEPATIC ARTERY REDISTRIBUTION

The classic sequence of the common hepatic artery originat-
ing from the celiac artery and continuing as the proper
hepatic artery which then divides into right, middle and left
hepatic arteries only occurs in 55% of the population (92).
In the remainder, aberrant hepatic arteries arising from the
left gastric artery and the superior mesenteric artery pose an
obstacle to effective arterial infusion of chemotherapeutic



agents. In order to infuse the entire liver through a single
catheter it is necessary to occlude the aberrant vessels. Cen-
tral embolization of an aberrant hepatic artery is readily
achieved with stainless steel coils which will lead to im-
mediate reconstitution of its territory through intrahepatic
collaterals arising from the still patent celiacal hepatic artery
(23) (Figure 3).

RENAL CELL CARCINOMA

The treatment for primary renal cell carcinoma confined to
the renal capsule (Stage I) is radical nephrectomy (111).
Renal artery embolization as a therapeutic modality was
first suggested by Lalli e «l. in 1969 (77) and it is now
utilized prior to surgery in cases of large neoplasms in order
to facilitate resection and decrease operative blood loss (134)
(Figure 4). It has been reported that over 50% of a group of
patients with Stage I neoplasms measuring over 6.5¢cm in
diameter were found to have lymph node metastases (54)
and it is possible that these may benefit from a possible
immunologic response against the neoplasm following pre-
operative renal infarction.

Patients with metastatic disease at the time of their initial
presentation pose a therapeutic dilemma. Chemotherapy,
radiation therapy and hormonal manipulation have gener-
ally been of no value in prolonging survival nor causing
regression of metastases in patients with renal cell car-
cinoma. Based on the initial work of Almgard et al. (4) who
reported stabilization of metastases in several of their pa-
tients with renal adenocarcinomas following renal artery
embolization, a protocol involving renal infarction, ne-
phrectomy, and hormonal therapy was established at UT
M.D. Anderson Hospital and Tumor Institute. Evaluation
of the first 100 cases with long term follow-up demonstrated

Figure 4. Renal cell carcinoma. A. Left arterio
vein. An additional left renal arter
ethanol.
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an overall response rate (including those patients showing a
complete or partial response or prolonged stabilization) of
28% (128). The median survival time for the responding
patients was over 30 months with one-third surviving 5
years. The overall survival rates for this group of patients do
not represent an improvement when compared to historical
controls treated at UT M.D. Anderson Hospital and Tumor
Institute by nephrectomy and hormonal-chemotherapeutic
protocols without renal embolization. However, in patients
with only pulmonary metastases a significant increase in the
survival rates was observed in comparison to controls
treated by nephrectomy alone. This improvement in the
survival rates was almost entirely due to those patients with
only pulmonary parenchymal metastases. The median sur-
vival time of patients with metastases confined to the lung
parenchyma was twice as high (18 versus 9 months) that of
patients with hilar mediastinal lymphadenopathy or pleural
effusion (with or without parenchymal metastases).

The apparent clinical benefit of renal embolization and
nephrectomy in some patients with pulmonary parenchymal
metastases from renal cell carcinoma continues to be an
empiric observation. It has been suggested that immunologi-
cal factors play a role based on the assumption that infarc-
tion of the neoplasm may release or uncover tumor antigens
thereby triggering an antineoplastic response (20).

Our current management of patients who present with
pulmonary parenchymal metastases include transcatheter
embolization of the primary tumor with Gelfoam and stain-
less steel coils followed by radical nephrectomy approx-
imately 1 week later. Following nephrectomy, these patients
are treated with medroxyprogesterone acetate (Depro-Prov-
era) 400 mg intramuscularly twice weekly as long as there is
no progression of their disease. Patients with metastases to
sites other than the pulmonary parenchyma alone do not
appear to benefit from infarction and nephrectomy and are,

eft ar gram. Diffuse neoplastic infiltration of the kidney with tumor vessels extending into the renal
y is faintly opacified. B. Complete occlusion of the renal artery following embolization with dehydrated
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therefore, offered experimental protocols that include renal
embolization with BCG, and infarction and nephrectomy
followed by daily injections of human leukocyte interferon.

PELVIC NEOPLASMS

Pelvic neoplasms often undergo extensive local growth prior
to metastasizing and local recurrence following primary
treatment modalities is a frequent occurrence. In such cases,
these neoplasms are unsuitable for extirpative surgery or
radiation therapy but are amenable to arterial infusion
chemotherapy.

The majority of pelvic neoplasms managed by intra-
arterial infusion chemotherapy receive their blood supply
from branches of both internal iliac arteries, thus requiring
simultaneous catheterization of each one of these vessels for
infusion. The local concentration of the infused chemo-
therapeutic agents can be augmented by central emboliza-
tion of the superior and inferior gluteal arteries (Figure 5).
These two vessels, after giving origin to a variable number
of pelvic visceral branches, exit from the pelvis to supply the
tissues of the buttocks and posterior aspect of the proximal
thighs. Since these two vessels usually account for over half
of the blood flow derived from the internal iliac arteries,
their occlusion will prevent infusion of tissues not usually
compromised by pelvic neoplasms while at the same time
increasing the concentration of the drug in the area of
interest. Occlusion of both gluteal arteries can be accom-
plished with stainless steel coils and Gelfoam fragments.
Reconstitution of their peripheral branches occurs usually
through collateral circulation arising from the fourth lum-
bar artery, the superficial iliac circumflex artery and bran-
ches of the deep femoral artery. The pelvic blood flow
derived from each internal iliac artery is then estimated by
radionuclide angiography utilizing 99 mTc macroaggre-
gated albumin and the dose of the chemotherapeutic agents

Figure 5. Occlusion of both superior and inferior gluteal arteries
with steel coils. Bilateral internal iliac angiography prior to infusion’
chemotherapy demonstrates flow limited to the pelvic cavity.

to be infused is fractionated between the two infusion cath-
eters accordingly. Bilateral internal iliac artery infusion
chemotherapy for pelvic neoplasms is usually performed at
monthly intervals for three courses following which the
infusions are spaced at longer intervals depending on the
response or the suitability of other modes of treatment
following remission.

CARCINOMA OF THE UTERINE CERVIX

The treatment of patients with squamous cell carcinoma of
the uterine cervix varies according to the extent of their
disease. Surgical resection or radiation therapy are usually
employed in those patients with Stage I and II tumors (131).
Patients with locally advanced (Stage III and IV) disease are
usually treated solely by radiation therapy because of the
difficulty of ensuring adequate surgical margins and the high
incidence of pelvic and para-aortic lymph node metastases
which contraindicate primary surgery (13, 131). Neverthe-
less, persistence or local recurrence of disease continues to
be a major problem and is often associated with intractable
pain, bleeding, foul discharge and fistulas. In these patients
palliation has been difficult to achieve by systemic chemo-
therapy. During the past three decades arterial infusion of
chemotherapeutic agents has been utilized to increase the
local concentration of drugs but responses have been gener-
ally poor and of short duration.

In 1952 Cromer et al. (32) reported on the intra-aortic
injection of nitrogen mustard in 16 patients with carcinoma
of the cervix and vagina. They observed regression of the
local disease in 8 patients and a reduction in the size of the
pelvic tumor in 4 patients. Krakoff and Sullivan (75) using
the percutaneous approach, also found some objective bene-
fitin 3 of a group of 6 patients with carcinoma of the cervix
following the intra-aortic injection of nitrogen mustard.
Sullivan et al. (124) used surgically implanted catheters into
the internal iliac arteries for the infusion of methotrexate
and noted total or partial tumor regression in all 4 of their
evaluable patients with carcinoma of the cervix. Hulka and
Bise (53) also infused chemotherapeutic agents (5-fluoroura-
cil, floxuridine or methotrexate) selectively into the internal
iliac arteries of a group of 13 patients with carcinoma of the
cervix and vagina. These investigators observed a complete
remission in four patients with Stage III and IV disease who
also underwent irradiation following chemotherapy. Mor-
row et al. (94) employed intra-arterial infusion of bleomycin
in 20 patients with carcinoma of the cervix without a signifi-
cant response rate. Libshitz et al. (81) using intra-aortic
methotrexate alone or in combination with vincristine ob-
served tumor regression in 3 of 14 patients with a mean
survival time of 13 months compared to 7.9 months for the
nonresponders. Their 3 patients who experienced objective
tumor response had all received combination methotrexate
and vincristine. None of their patients treated with metho-
trexate alone had tumor regression. Swenerton et al. (130)
used intra-aortic or common iliac artery infusions of com-
bination vincristine, bleomycin and mitomycin C in 20 pa-
tients with carcinoma of the cervix. There were no complete
responders and only three patients experienced partial re-
sponses which were generally short lived. In a study perfor-
med at UT M.D. Anderson Hospital and Tumor Institute,



cisplatin was selectively infused into the internal iliac ar-
teries of 9 patients with cervical carcinoma. A partial remiss-
ion was observed in 3 patients with a mean survival of 13
months compared to 7 months for the nonresponders (18).

In an attempt to lower the local recurrence rate and
improve the response rates to chemotherapy of Stage 111 and
IV patients, a study consisting of intravenous administra-
tion of vincristine (2 mg) with intra-arterial infusion of mit-
omycin C (10 mg/m?), bleomycin (20-40mg.m?) and cis-
platinum (100-110 mg/m?) is being performed at UT M.D.
Anderson Hospital and Tumor Institute. Three courses
spaced three weeks apart are given via percutaneously
placed catheters into each internal iliac artery. The initial
results of this study are encouraging; 30 out of 41 evaluable
patients without previous therapy were considered respon-
ders (Figure 6) and 7 patients had stable disease. All of these
37 patients underwent subsequent external irradiation and
24 patients (59%) remain free of disease at a median follow-
up of 8 months (range 1-31 months). Thirteen of the 41
patients relapsed at a median of 5 months and their median
survival time after relapse was only 3 months. The median
length of follow-up in this group of patients is still short and
the impact of this therapeutic modality on survival and local
recurrence is as yet unknown. An identical drug regimen was
employed in 17 patients with recurrent disease following
primary radiation with an overall response rate of 41%.
However, partial responses (29%) were of short duration
and did not lead to a significant prolongation of the patients’
survival (69).

CARCINOMA OF THE URINARY BLADDER

A variety of forms of local therapy are employed in the
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treatment of patients with carcinoma of the urinary bladder
in stages O and A. The treatment of invasive carcinoma
(Stages B and C) usually consists of a combination of radi-
ation therapy and radical excision (66). Surgical therapy or
irradiation are of no value in patients with advanced disease
(Stage D-D,). Different chemotherapeutic agents adminis-
tered via the intravenous or the intra-arterial routes have
been employed in patients with unresectable bladder car-
cinomas. In 1961, Byron et al. (15) reported on their ex-
perience with intra-arterial infusion of several antineoplastic
agents in a group of patients with various malignancies. No
responses were observed in their two patients with bladder
carcinomas. Ogata et al. (101) noted various degrees of
antitumor effect in all of their 33 patients treated with
mitomycin C via surgically placed catheters into the internal
iliac arteries. Nevin ez al. (98) utilizing a similar technique
infused 5-fluorouracil into each internal iliac artery. A com-
plete response in 9 of a group of 15 patients undergoing
infusion chemotherapy followed by radiation therapy was
reported. A partial response occurred in 5 patients and only
one patient failed to respond. No worthwhile response was
demonstrated in another group of patients with recurrent
bladder disease after radiation therapy nor in those patients
with squamous cell carcinomas.

With the introduction of newer agents and techniques for
the percutaneous approach to catheter placement, various
therapeutic modalities were investigated at UT M.D. An-
derson Hospital and Tumor Institute. In a group of 18
patients with advanced carcinoma of the bladder (Stage
D,-D,) cisplatin was infused into each internal iliac artery
at a dose of 80-120 mg/m” over a 24 hr period. The infusions
in three of the 18 patients were performed after surgery or
radiation therapy had eliminated all measurable traces of
the disease and were therefore considered as adjuvant

Figure 6. Carcinoma of the uterine cervix. Bilateral internal iliac angiography. A. large hypervascular pelvic tumor. B. Marked improve-

ment following arterial infusion chemotherapy.
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therapy. In the remaining 15 patients, there were 6 complete
responses, 3 partial responses and 6 failures. The overall
response rate was 60 percent (9 of 15 patients) with a median
survival of 75 weeks. Pelvic pain in 12 of 15 patients and
hematuria in 8 of 10 patients were adequately controlled
(135).

In another group of 29 patients, 5-fluorouracil was ad-
ministered intra-arterially during the intravenous infusion
of adriamycin and mitomycin C. Seventeen (58%) of the 29
patients achieved an objective response. Twelve of the 20
patients with transitional cell carcinomas responded. All
four patients with adenocarcinomas and one patient with
adenocarcinomatous transformation responded to the in-
fusion chemotherapy. No response was observed in the three
patients with squamous transformation of transitional cell
carcinoma nor in the single patient with a spindle cell variant
neoplasm (83).

A third group consisting of 28 patients with unresectable
bladder carcinomas who had no evidence of distant visceral
metastases were managed with intravenous and intra-
arterial CISCA (cytoxan, adriamycin and cisplatin) chemo-
therapy. For intra-arterial CISCA, only cisplatin was ad-
ministered intra-arterially; cytoxan and adriamycin were
infused via the intravenous route. All patients had locally
advanced disease with or without nodal metastases. These
patients either had unresectable tumor at presentation (26
patients) or had failed initial therapy consisting of cystec-
tomy or irradiation (2 patients). The tumors were of bladder
origin in 26 patients and of ureteral origin in 2 patients. All
but two patients received a combination of intra-arterial and
intravenous CISCA chemotherapy. Those patients with
only locally advanced disease received three courses of intra-
arterial CISCA spaced one month apart. Patients with nodal

Figure 7. Carcinoma of the urinary bladder. A Computed tomo-
graphy demonstrates a large neoplasm about the right lateral and
posterior aspects of the bladder. B. Complete remission following
bilateral internal iliac artery infusion chemotherapy.

metastases received their initial chemotherapy intravenously
followed by intra-arterial CISCA if an objective response
was achieved. The doses for intra-arterial CISCA consisted
of cytoxan 650mg/m?, adriamycin 50-60 mg/m® and cis-
platin 100mg/m*. A complete remission occurred in 11
patients (39%) with a median duration of remission 49
weeks (range 25-108 weeks) (Figure 7). In seven (25%)
additional patients an objective regression of tumor occur-
red. Ten patients (36%) failed to respond. A significant
improvement in the survival rate was documented for the
complete responders but there was no difference in the
survival rates between those patients achieving an objective
response and the nonresponders (82).

OSTEOSARCOMA

For many years, radical surgery has been the principal mode
of therapy for primary osteosarcomas. The overall survival
rate for patients with osteosarcoma employing this thera-
peutic modality is around 20% (43). Radiologic evidence of
pulmonary metastases occurs at a median of 8.5 months
following potentially curative surgery (64, 88) and patients
usually die within six months after detection of pulmonary
metastases (129).

The fatal outcome of most osteosarcoma patients follow-
ing surgery led to the use of radiation therapy for local
control (16, 65, 80) in an effort to spare patients likely to
develop pulmonary metastases unnecessary mutilation. It
was also believed that radiation might change tumor cell
viability and prevent implantation of cells dislodged during
surgery. However, this approach yielded survival rates com-
parable to those achieved by surgery alone (43) and so
radiation therapy was discarded as a primary treatment
modality.

Chemotherapeutic agents were also utilized in an attempt
to improve on the results obtained by surgery alone. Initi-
ally, the agents used yielded far from ideal results (39, 47,
123, 125). However, more recently, response rates in the
order of 35 to 40 % have been obtained using methotrexate
(57, 58), adriamycin (30), cisplatin (100) and cytoxan (107).
Their administration alone or in combination has led to
eradication of established metastases, destruction of pri-
mary tumors and prolongation of disease-free survival. The
fact that osteosarcoma is microscopically disseminated at
the time of diagnosis, as evidenced by the rapid onset of
clinically evident pulmonary metastases soon after ampu-
tation, has led to the administration of adjuvant chemo-
therapy following surgery (28, 126).

Advances achieved with chemotherapy led to the search
for alternative methods to treat the primary tumor short of
amputation the most significant of which has been limb
salvage (60, 107, 114). Preoperative chemotherapy was also
used initially in an attempt to contain the primary tumor
while awaiting the production of a customized endopros-
thesis for limb salvage surgery (87, 116). Subsequently, pre-
operative chemotherapy and delayed surgery were employed
with the intent to treat the primary tumor and identify an
effective chemotherapeutic agent for adjuvant therapy based
on the degree of tumor necrosis (86, 114, 115). Rosen et al.
(115) using methotrexate, adriamycin, bleomycin, cytoxan
and actinomycin achieved an overall disease-free rate of
72%.



Intra-arterial infusion chemotherapy was performed in
order to increase the exposure of the primary osteosarcoma
to the antineoplastic agents and thus attempt to improve on
the results obtained by their systemic administration.
Akaoshi et al. (1) used mitomycin C, 5-fluorouracil and
methotrexate by continuous intra-arterial infusion for 8 to
48 days followed by surgery and bronchial artery infusion in
14 patients with osteosarcoma. Metastases occurred in 60%
of patients during the first year. The projected S-year sur-
vival rate was 44% in those patients in whom the infusion
lasted longer than 3 weeks compared to 26% for those who
received shorter infusions. Eilber et al. (35) using the intra-
arterial infusions of adriamycin followed by radiation
therapy in 36 patients, observed tumor cell necrosis in over
80% of the resected specimens. In more than half of the
specimens, 90 to 100% destruction of the neoplasm was
noted. Jaffe et al. (60) observed between 90 to 100% tumor
destruction in 3 of § patients who underwent intra-arterial
infusion of adriamycin and systemic methotrexate. In
another report, Jaffe et al. (61) noted one partial and three
complete responses among nine patients who underwent
intra-arterial infusion of methotrexate as part of a rando-
mized study. No responses occurred in the six patients who
recieved intravenous methotrexate.

Preoperative intra-arterial cisplatin is currently being ad-
ministered to patients with localized osteosarcomas at UT
M.D. Anderson Hospital and Tumor Institute. A response
rate of 66% was achieved in 18 patients treated with intra-
arterial cisplatin; there were nine complete and three partial
responses (62) (Figure 8). The results were determined by
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clinical, angiographic and histologic parameters (needle
biopsy, amputation, and local resection). Increased tumor
destruction was found to be a function of the number of
infusions (three or more), high cisplatin concentration with-
in the neoplasms, and tumor subtype (osteoblastic). In con-
trast, decreased tumor destruction was associated with less
than four infusions, smaller concentrations and the telan-
giectatic subtype (59).

In another group of 40 evaluated adult patients, ten
(25%) showed 100% tumor necrosis and 13 (32.5%) showed
90% to 99% necrosis in the resected specimens. Twenty-
four (60%) of the 40 adult patients underwent limb salvage,
surgery, whereas 16 (40%) required amputation because of
early disease progression (two patients), size or location of
tumor (nine patients), or inappropriately placed biopsy (five
patients). Only six of the 24 patients who underwent limb
salvage surgery were considered candidates for this
procedure at presentation. Therefore, preoperative chemo-
therapy increased the number of patients in whom the ex-
tremities could be preserved. The overall two-year survival
rate projected according to the Kaplan-Meier life-table
analysis was 82% with a continuous disease-free survival
rate of 60%. The most important predictor of prolonged,
continuous disease-free survival was the degree of response
to preoperative chemotherapy. Patients with at least 90%
tumor necrosis had a three-year rate of 85%, compared with
30% for those with less than 90% tumor necrosis (116).

In summary, systemic methotrexate, adriamycin, cispla-
tin, mitomycin C, and 5-fluorouracil are effective in the
treatment of the primary tumor in osteosarcoma, with

Figure 8. Femoral osteosarcoma. Superficial femoral arteriography. A. Hypervascular neoplasm prior to arterial infusion chemotherapy.
B. Decreased vascularity of the tumor consistent with response to intra-arterial chemotherapy.
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methotrexate appearing to be the most efficacious yielding
response rates of up to 80% (117). In contrast to the intra-
venous administration, the intra-arterial route delivers high
tumoricidal concentrations to the primary tumor. The re-
sponse rates to intra-arterially administered adriamycin and
irradiation (135) were higher than those achieved by its
intravenous infusion (118). With cisplatin, the responses
were increased from approximately 20% to 50% for its
systemic administration (20, 37, 39, 95, 132) to approximate-
ly 66% for its intra-arterial infusion (111). The intra-arterial
administration of methotrexate did not prove to be more
effective than the systemic route which yielded comparable
and even superior results (50, 62, 117). Intra-arterial
adriamycin and cisplatin infusions may be complicated by
skin and subcutaneous tissue reactions. Skin reactions
secondary to cisplatin usually consist of erythema and
brawny induration, however, those caused by adriamycin
may lead to sloughing and ulceration.

EMBOLIZATION OF SKELETAL NEOPLASMS

Embolization of skeletal neoplasms was initially performed
as an adjunct to surgical resection for hypervascular tumors
in order to decrease operative blood loss (73, 97, 104).
Subsequently, this technique was used for palliation of pain
caused by skeletal metastases (68) and later it was extended
to the management of patients with certain benign bone
tumors who had failed other therapeutic modalities (67).
Bone metastases from renal carcinoma are frequently
hypervascular which can influence their surgical manage-

ment. When a pathological fracture occurs, internal fixation
is usually indicated to relieve pain and to allow the patient
to remain ambulatory. Surgical excision and prosthetic re-
placement may be considered in cases of solitary lesions
located in accessible sites (90). However, surgical interven-
tion i8 often complicated by excessive blood loss which can
be avoided in the majority of cases by preoperative em-
bolization (69, 77). In six of eight patients managed in this
manner at UT M.D. Anderson Hospital and Tumor In-
stitute the estimated operative blood loss averaged 550 ml.
In the two remaining patients, embolization was inadequate
and blood losses were 3800 ml and 7000 ml respectively (69).
Radiation therapy, at times in conjunction with hormonal
and chemotherapeutic agents, is usually the primary modal-
ity employed in palliation of pain due to skeletal metastases.
Embolization is performed when the patient fails to respond
to conventional treatment (25, 69, 128) (Figure 9). In a
group of 21 patients with bone metastases treated in this
manner, mild to marked pain relief lasting from one to seven
months occurred in all patients (25).

Embolization has been performed in the management of
unresectable giant cells tumors and aneurysmal bone cysts
after failure of other modes of therapy or as a primary
treatment modality (31, 64, 67, 84). Twelve patients with
giant cell tumor and/or aneurysmal bone cyst were treated
by arterial embolization at UT M.D. Anderson Hospital
and Tumor Institute (18, 64). The tumor were located in the
sacrum in four patients, sacrum and lumbar spine in two
patients, sacrum and ilium in one patient, ilium only in two
patients and in one patient each in the thoracic spine (T-10),
the lumbar spine (L-4) and the humerus. All patients had

Figure 9. Sl_(ele.tal metastases from renal cell carcinoma. A. Lumbar angiography. Hypervascular metastases at the L-3 vertebral body. B.
Post embolization arteriogram demonstrates adequate occlusion of the lumbar artery supplying the tumor. The patient experienced marked

pain relief following embolization.
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Figure 10. Giant cell tumor. A. Computed tomography demonstrates a large lytic and expansile tumor destroying the sacrum. B. Following
arterial infusion of cisplatin and bilateral internal iliac embolization there is healing of the tumor.

some degree of pain as the initial symptom. Five of the 12
patients had failed to respond to both chemotherapy and
irradiation. Two additional patients had had chemotherapy
alone and all had some form of surgery. Seven of the 12
patients experienced significant pain relief but radiographic
features of healing (calcium deposition within the tumor and
decrease in size of the soft tissue mass) were observed in only
six patients (Figure 10). These seven patients had excellent
clinical response lasting 14 to 55 months.
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POSTSCRIPT

Transcatheter management of certain neoplasms, either as
arterial infusion (chemotherapy) or as embolization, has
been done with a number of organs, especially the liver, and
with primary or metastatic tumors as well. Advantages and
disadvantages of Lipiodol-Transcatheter arterial emboliza-
tion in diagnosis and treatment of hepatocellular carcinoma
were outlined by Shimotsuma et al. (2) and Shimamura et al.
(1). Transarterial embolization or infusion in regard to un-
resectable liver cancer were discussed by Taniguchi et al. (3).
Infusion chemotherapy of primary neoplasms is especially
known from Japan with its high incidence of liver cancer (see
chapter 6/Vol. VI) or in metastatic cancer to the liver. Em-
bolization is used in patients with primary and metastatic
cancer: Primary tumors and their treatment were described
and metastatic ones such as islet cell tumors metastatic to
the liver or from colorectal cancer. Other recent studies dealt
with combined treatment for primary and metastatic neo-
plasms and complications. Some papers were more of tech-
nical nature or reported experimental work.
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INTRODUCTION

By definition, folate antagonists are compounds which are
capable of interfering with tetrahydrofolate utilization. The
source of folic acid (1) in man is exogenous. All biologically
relevant coenzymatic forms of folic acid possess a tetrahy-
dropteridine ring system (11). Folic acid is converted to
5,6,7,8-tetrahydrofolic acid by a stepwise reduction
mediated by the key enzyme dihydrofolate reductase (EC
1.5.1.3). The stereochemistry of the enzymatic reduction of
folic acid to its tetrahydroderivative was investigated by
Charlton and Young (19), and they defined the absolute
configuration at C-6 of this derivative as (S). The (S) con-
figuration at C-6 of tetrahydrofolic acid is usually referred to
as the ‘natural configuration’. This stereochemical assign-
ment was in agreement with that proposed by Fontecilla-
Camps et al. (44) by X-ray crystallography.

In contrast to the enzymatic reduction, the chemical re-
duction of folic acid results in the formation of d,/-L-
tetrahydrofolic acid, which is a mixture of diastereomers.
The individual diastereomers are /-L-tetrahydrofolic acid
and d-L-tetrahydrofolic acid. The former compound is the
natural isomer of tetrahydrofolic acid having the (S) con-
figuration at C-6 and the later is the unnatural isomer (79).
All known folate cofactors, which take part in the biochemi-
cal reactions catalyzed by folate dependent enzymes have
the natural configuration at C-6. The crystal and molecular
structure of folic acid dihydrate has been determined by
Mastropaolo and Camerman (86) by X-ray diffraction and
found that it is an extended conformation with the pteridine
ring in the keto form. The pteridine ring and the phenyl ring
interact in a stacking manner, and the investigators specu-
lated that this type of interaction is suggestive of the type of
association these rings could form in a complex of folic acid,

Figure 1. Schematic representation of the role of folate cofactors and folate based enzymes in de novo thymidylate biosynthesis.
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Table 1. Enzymatic reactions.

1. Dihydrofolic acid
+ NADPH + H*

dihydrofolate reductase,
e e

Serine hydroxymethyl transferase

Tetrahydrofolic acid + NADP*

Thymidylate synthase
e e

Methylene tetrahydrofolate reductase

N°, N'*_methylene tetrahydrofolic
acid + glycine

Dihydrofolic acid + dTMP

2. Serine + tetrahydrofolic
acid

3. N, N'%_-methylene
tetrahydrofolic acid
+ dUMP

4, N°, N'%-methylene

tetrahydrofolic acid
+ NADH + H*

Methylene tetrahydrofolate dehydrogenase

N°-methyl tetrahydrofolic
acid + NAD*

N°, N'%-methenyl tetrahydrofolic

5. N°, N'’-methylene
tetrahydrofolic acid
+ NADP*

6. Glycinamide ribo-

nucleotide (GAR) +
N°, N¥-methenyl-
tetrahydrofolic acid
+ H,0

7. Aminoimidazole
carboxamide ribo-
nucleotide + NY-
formyl-tetrahydro
folate

8. Homocystein + N°-
methyl-tetrahydro-
folic acid

GAR-transformylase
Pt ekl S

AICAR-transformylase
—_— 5

Methionine synthetase
— s

Glutamate-formimino transferase

acid + NADPH + H*

N-formyl glycinamide ribo-
nucleotide + tetrahydrofolate

5-formamido imidazole-4-
carboxamide ribonucleotide
+ tetrahydrofolic acid

Methionine + tetrahydrofolic
acid

9. N-formimino glutamic
acid + tetrahydro-
folic acid

10. Formimino glycine +
tetrahydrofolic acid

1. Tetrahydrofolate +
Formic acid + ATP

Glycine-formimino transferase
Pt Attt Y

Tetrahydrofolate formylase
bt A bbbt Ay

N°-formimino tetrahydrofolic
acid + glutamic acid

N°-formimino tetrahydrofolic
acid + glycine

N'._formyl tetrahydrofolate
+ ADP + Pi

NADPH and dihydrofolate reductase. The enzymatic re-
duction product of 7,8-dihydrofolic acid (/-L-tetrahydrofol-
ic acid) serves as a common precursor of all biologically
active coenzymatic forms of folic acid. The metabolic fate of
dihydrofolic acid as well as it’s regeneration in vivo is depic-
ted diagrammatically in Figure 1. An outline of the major
enzymatic reactions in which folate coenzymes are involved
is presented in Table 1. The presence of 7,8-dihydrofolic acid
in the cell is the result of its formation as a co-product in the
reaction catalyzed by the enzyme thymidylate synthase (EC
2.1.1.45). Dihydrofolate thus generated can become active
only if it is reduced to the tetrahydro derivative by dihy-
drofolate reductase. Tetrahydrofolic acid, as its N> N'"-
methylene derivative plays a unique role in the de novo
biosynthesis of DNA, by providing the required methylene
unit for the conversion of deoxyuridylic acid (dUMP) to
thymidylic acid (dTMP). This thymidine nucleotide (dATMP)
is required exclusively for the biosynthesis of DNA and
hence cell division. Three folate dependent enzymes are
directly involved in the conversion of dUMP to dTMP.
They are:

(1) Dihydrofolate reductase: This enzyme catalyzes the

reduction of dihydrofolate to tetrahydrofolate (reaction 1,
Table 1).

(2) Serine hydroxymethyl transferase, which catalyzes the
transfer of the methylene unit from serine to tetrahy-
drofolate, with the formation of N° N'"-methylene tetrahy-
drofolate and glycine (reaction 2, Table 1).

(3) Thymidylate synthase: This enzyme facilitates the
transfer of a methylene unit from N°,N'-methylene te-
trahydrofolate to the 5-position of deoxy uridylate (reaction
3, Table 1).

In addition to the unique metabolic role of tetrahy-
drofolate in de novo DNA biosynthesis, it also functions as
a key intermediate in all other one carbon transfer reactions.
Various derivatives of tetrahydrofolate function as one car-
bon carriers in many metabolic processes.

The one carbon fragment is carried in a covalent linkage
either at N°, N'°, or as a cyclic unit between N° and N'° of
the tetrahydrofolate molecule. The one carbon unit is car-
ried over these positions in various oxidation states of car-
bon. The partial structures of these derivatives are shown in
Table 2 together with a statement of the function of each of
these compounds. Examination of this table reveals that



Table 2. Partial structures in various oxidation states of carbon.

apart from its participation in the synthesis of thymidylic
acid, tetrahydrofolate has other important functions as well;
such as its role in amino acid interconversion; purine biosyn-
thesis; RNA biosynthesis; histidine degradation; protein
synthesis and the formation of methionine. Participation of
a folate derivative has been implicated in the biosynthesis of
heme. This compound, presumably a folyl-polyglutamate
apparently functions as an activator of uroporphyrinogen-I
synthase (112). It has been shown that 5-methyl tetrahy-
drofolic acid can also function as a methyl donor in the
methylation of indolethylamines (82). Although, it is well
recognized that the folate cofactor used in the GAR-trans-
formylase reaction is N°,N'-methenyl tetrahydrofolate,
Benkovic has shown that reaction no. 6 as written in Table
1, requires a second enzyme which is a trifunctional protein,
and the true folate cofactor for the GAR-transformylase
reaction is L(—)-10-formyl tetrahydrofolate; which is the
hydrolysis product of L(+)-5,10-methenyl tetrahydrofolate
(134). Historically, the transformylase assay was carried out
with a mixture of diastereomers. Therefore, the utilization of
L(—)-10-formyl tetrahydrofolate was not previously recog-
nized because L-(+)-10-formyl-tetrahydrofolate is an ex-
cellent competitive inhibitor of GAR transformylase.
These observations, taken together clearly indicate that
tetrahydrofolate is a vitamin which has a central role in
many important biochemical processes and any interference
with its utilization in vive might lead to profound biological
consequences. Natural folates have complex structures, and
they are widely distributed. The complexity of their struc-
tures arises from the fact that at least three states of reduc-
tion can occur in the pyrazine ring, and six different one
carbon substituents can be present at N°, N'° or both of
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these positions of the folate framework. Each of these de-
rivatives can exist as their respective poly-y-glutamates with
the glutamyl chain length varying anywhere from two to
eight (4). The structures of the naturally occurring folate
derivatives are shown in Figure 2. During absorption of the
vitamin, the polyglutamates are broken down to their re-
spective monoglutamates by the enzyme pteroyl-y-glutamyl
carboxy peptidase (2, 110); also known as ‘conjugase’.
Evidence has been presented by Butterworth, Baugh and
Krumdieck (16) that synthetic poly-y-glutamates are con-
verted to the monoglutamate form in man shortly after oral
ingestion. Folates are circulated in the plasma after they are
bound to the folate binding proteins as suggested by Colman
and Herbert (23) and Waxman (141). These bound folates
are accessible to the active, carrier mediated cell transport
system. It has been shown by Huennekens and Henderson
(65) that transport of folate compounds into mammalian
cells is an active process, which requires energy, carrier
mediated and saturable. These cells possess two transport
systems, one specific for folic acid itself, and the other for
reduced natural folates. Neithammer and Jackson (105)
have shown that in human lymphocytes uptake of folic acid
and natural reduced folates occurred by separate pathways.
These two distinct transport systems are responsible for the
influx of folate derivatives to mammalian cell lines.

FOLATE BASED ENZYMES AS TARGETS FOR
CANCER CHEMOTHERAPY

The central role of tetrahydrofolate in DNA synthesis, and
its importance as a target of cancer chemotherapy has been
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Figure 2. Schematic representations of the theoretical structures of
the folates. Adapted from Baugh and Krumdieck: Annal NY Acad
Sei 186:7-28, 1971.

widely recognized. Any situation which interferes with the
formation of tetrahydrofolate will have an adverse effect on
the synthesis of purines and pyrimidines which are required
for the synthesis of DNA and hence cell division. The
enzyme which catalyzes the reduction of dihydrofolate to
tetrahydrofolate is dihydrofolate reductase. Therefore, it is
not surprising to note that the majority of attempts to block
cell division, were targeted primarily at the inhibition of this
enzyme.

Another important folate based enzyme, which has been
a target for cancer chemotherapy is thymidylate synthase.
The inhibition of this enzyme specifically blocks the biosyn-
thesis of a single nucleotide (dTMP) which is exclusively
required for DNA synthesis. Inhibitors of both dihy-
drofolate reductase and thymidylate synthase, are currently
used as well known anticancer drugs.

The third enzyme which is a potential target for cancer
chemotherapy is serine hydroxymethyl transferase. This
enzyme catalyzes the formation of the key intermediate

N° N'%-methylene tetrahydrofolate, which is a specific

«coenzyme for the reaction catalyzed by thymidylate syn-

thase. However, this coenzyme can also be formed by the
alternate pathways which are shown below.

(a) Tetrahydrofolate + formaldehyde "Mt NS N0
methylene tetrahydrofolate

(b) N°,N' methenyl tetrahydrofolate + NADPH + H*

dehydrogenase 5 10
—— N°,N"°-methylene tetrahydrofolate +

NADP*

It should be noted that N° N'°-methenyl tetrahydrofolate is
formed by the action of cyclohydrolase on N'°-formyl
tetrahydrofolate which, in turn, originates from tetrahy-
drofolate and formic acid or via N*-formyl tetrahydrofolate.

Because of the availability of these alternate pathways,
very selective inhibition of serine hydroxymethyl transferase
may not contribute to a dramatic reduction of dTMP syn-
thesis. Perhaps, this theoretical consideration might have
been the reason for the lack of enthusiasm which prevailed
regarding the development of specific inhibitors of this
enzyme. However, it should be recognized that a precise
understanding of the relative contribution of each of these
pathways to the overall production of N°®N™.methylene
tetrahydrofolate is required before any meaningful con-
clusions regarding this approach in blocking cell division
can be derived. At this writing a specific and powerful
inhibitor of serine hydroxymethyl transferase, which is use-
ful for the chemotherapy of cancer has not been developed.

Since a majority of folate coenzyme derivatives are inter-
convertible in vivo, at least from a theoretical standpoint,
most of the folate based enzymes are potential targets for
cancer chemotherapy. Therefore, in addition to the three
enzymes mentioned above, two additional enzymes which
are directly involved in the de novo synthesis of purine
nucleotides have to be pointed out. They are GAR-trans-
formylase and AICAR transformylase (Table 1). Specific
inhibition of any one of these enzymes, should effectively
block DNA and RNA biosynthesis.

Inhibitors of dihydrofolate reductase
Mechanism of action, toxicity and clinical use

The most widely used anticancer drug, which is an inhibitor
of DHFR is methotrexate. It is one of the most powerful
inhibitors of this enzyme; and this inhibition has been de-
scribed in the literature using various terms such as noncom-
petitive (8) pseudo irreversible, and stoichiometric. These
descriptions are used to convey the message that one mole-
cule of MTX binds tightly to one molecule of the enzyme,
and at pH 6 there is no dissociation of the enzyme inhibitor
complex. At the physiological pH and higher, reversible
competitive kinetics are observed.

There are only two known sources of dihydrofolic acid in
man. They are (1) the dietary source, and (2) the availability
of dihydrofolate as a coproduct of the reaction catalyzed by
thymidylate synthase. In growing tissues the demand for
DNA is high, and one molecule of dihydrofolate is formed
for every molecule of thymidylate synthesized. To keep the
folate pool functioning at normal levels, dihydrofolate must
be reduced to tetrahydrofolate by DHFR and NADPH



(Figure 1). During MTX treatment, DHFR is inhibited and
consequently a large fraction of the various folate coen-
zymes of one carbon metabolism is channeled to ‘inert’
dihydrofolate. The result is a complete blockade of one
carbon metabolism. These observations have been docu-
mented. The incorporation of 14-C formate in to the purines
is blocked up to 90% in animals receiving MTX (132, 133).
Methotrexate also inhibits de novo purine biosynthesis in
bone marrow cells in vitro (138) and Ehrlich ascites cells in
vivo (119). The incorporation of labeled amino acids into
protein in Escherichia coli extracts is drastically inhibited by
MTX, perhaps due to the scarcity of methionine or N-
formyl methionine (41). Williams and co-workers (145) re-
ported the inhibition of *C formate incorporation into pro-
tein of L1210 lymphoma in mice as well as the protein of
spleen and liver of these animals. The incorporation of “C
into DNA thymine is drastically reduced in ascites cells by
MTX (120). Methotrexate has also been shown to block the
degradation of histidine at the formiminotransferase level,
which results in increased excretion of formiminoglutamic
acid in the urine of patients receiving this drug (13). These
results clearly indicate that all major routes to one carbon
metabolism are effectively blocked by MTX. This remark-
able effect of MTX on one carbon metabolism has a pro-
found influence on rapidly proliferating cells. In most cells,
the leading cause of cell death is inhibition of thymidylate
synthesis (117) and consequently MTX Kkills cells in the S
phase. In addition, MTX also inhibits the syntheses of pu-
rines, RNA and proteins. Therefore, MTX also slows the
entry of cells into the S phase. Because of the broader and
more general inhibition of MTX on one carbon metabolism
it is unable to accomplish an ideal thymineless death.

Borsa and Whitmore (12) observed that the cytotoxicity
of MTX was enhanced in certain cultured cell lines when
they were exposed to purines in absence of thymine. In
certain other systems the cytotoxicity of MTX actually de-
creased when the cells were exposed to purines, indicating
the antipurine effect of the drug. A combination of thy-
midine and deoxy adenosine could completely reverse the
cytotoxicity of MTX in a variety of experimental systems.
From these results, it would appear that the cytotoxicity of
MTX is due to the depletion of both purine and pyrimidine
nucleotides.

Methotrexate is most effective against those tumors with
a high growth fraction where the demand for DNA is very
high. Therefore, it is not surprising that MTX is curative to
Burkitt’s lymphoma and choriocarcinoma, both of which
have doubling time of less than two days. On the contrary,
MTX is not as effective in the treatment of those tumors
such as lung and colon cancer which have a doubling time
of 3 months. Due to these reasons, MTX toxicity will be
more pronounced, and confined to those tissues which have
a relatively high growth fraction (135). These include gas-
trointestinal mucosa, bone marrow and hair follicles. Bone
marrow depression, gastrointestinal bleeding and hair loss
are very common toxic symptoms in patients receiving MTX
chemotherapy. A 72 hr plasma concentration of the drug at
10-"M or above has been associated with high toxicity.
Renal toxicity has been observed due to precipitation of the
drug in the kidney. The major component of the precipitated
material was shown to be 7-hydroxymethotrexate (69). The
renal status of the patients has to be carefully monitored,
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and proper hydration and alkalinization of the urine is
necessary to enhance drug clearance. The toxic effect of
MTX on bone marrow is manifested as leukopenia and
thrombocytopenia. It is absolutely necessary to monitor the
leukocyte and platelet counts periodically. Ulceration and
bleeding of the intestinal tract and damage to the buccal
mucosa are common consequences of methotrexate toxicity.
Methotrexate is known to produce hepatotoxicity, and fre-
quent measurements of hepatic enzymes are of clinical
value. Other toxic symptoms include alopecia, anorexia,
nausea, skin rashes and osteoporosis. Encephalopathy,
neurotoxicity, and meningeal irritation have been observed
as toxic side effects of intrathecal administration of MTX
(142).

Another closely related potent inhibitor of DHFR is ami-
nopterin (2). Both aminopterin and methotrexate (3) were
synthesized by Seeger e al., in 1947 and 1949, respectively
(123, 124). Methotrexate is widely used in the treatment of
many solid tumor and hematologic malignancies. Major
clinical uses of methotrexate are in the treatment of chorio-
carcinoma, carcinomas of the head and neck, acute lym-
phocytic leukemia, cancer of the cervix and breast cancer. In
the early 1960s, it was reported by Hertz et al. (60, 61), that
methotrexate was able to produce permanent remission of
choriocarcinoma in women. Burkitt ez al. (15) and Bertino
(6) reported the remarkable success of treating Burkitt’s
lymphoma with methotrexate and reported that 20% of the
survivors were free of the disease for up to six years in some
series.

In 1966, Burchenal (14a) reported that patients suffering
from acute leukemia can be treated with MTX, which
produced long-term remissions beyond five years in 65% of
132 cases. In the remission maintenance phase of anti-
leukemic therapy intrathecal methotrexate is frequently
used (when tumor cells infiltrate into the central nervous
system in leukemia patients). The first example of a cure of
cancer was achieved with the use of MTX in the treatment
of gestational choriocarcinoma of women (60). Metho-
trexate is also being used to achieve objective responses in
patients with epidermoid carcinoma of the cervix, lung can-
cer and other solid tumors (5). Bitran and co-workers (10)
reported a 50% response rate in the treatment of non-small
cell bronchogenic carcinoma with a combination of cyclo-
phosphamide, doxorubicin, methotrexate and procarbazine.
Methotrexate has also been used in the treatment of advan-
ced gastric cancer (14). A chemotherapy regimen consisting
of cisplatin, bleomycin and methotrexate was used for the
treatment of advanced squamous cell carcinoma of the head
and neck. In this regimen, all evaluable patients had signifi-
cant reduction (>50%) of measurable tumor. Complete
regression was noted in 27% of patients (43). Methotrexate
is still the single drug of choice for the treatment of menin-
geal leukemia. In spite of this documented success of MTX
as a widely used anticancer drug, the toxicity of the drug,
particularly to normal proliferating tissues, is a major pro-
blem associated with its clinical use.

In order to minimize the toxicity of methotrexate certain
rescue techniques have been developed and clinically used
with varying degrees of success. The use of high dose metho-
trexate followed by leucovorin is the most frequently used
method to improve the chemotherapeutic index of MTX.
Leucovorin is the trivial name for N*-formyl tetrahydrofolic
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acid. This compound is also known as citrovorum factor
(CF) or folinic acid. The rationale for the design of this
rescue technique was based on the assumption that ci-
trovorum factor (CF) does not compete with MTX, at the
sites of action of the latter. While MTX is a very powerful
inhibitor of DHFR, CF has practically no effect on this
enzyme at the levels used, but is a folate coenzyme inter-
mediate which can be interconverted to those coenzyme
derivatives, the formation of which are inhibited by MTX.
Other methods to alleviate the toxicity of MTX was exam-
ined by Kisliuk and co-workers (81) using animal models.
They showed that an ip injection of a L. casei dihydrofolate
reductase preparation into rats and mice given a single dose
of MTX caused a marked lowering of free MTX in the
blood. Alternatives to CF such as dl,L-5-methyl tetrahy-
drofolate, d,/-L-5-methylene tetrahydrofolate and /,L-5,10-
methylene tetrahydrofolate were effective MTX antagonists.
It was interesting to note that ¢,L-5,10-methylene tetrahy-
drofolate was completely inert.

The design of another rescue technique has the following
biochemical rationale. As discussed earlier CF can be met-
abolized to N°,N'"-methenyl tetrahydrofolate and N™-
formyl tetrahydrofolate. These two compounds are neces-
sary for the de novo synthesis of purines. It can also be
metabolized to N°,N'*-methylene tetrahydrofolate which is
the coenzyme needed for de novo thymidylate biosynthesis.
Since MTX blocks both purine and dTMP biosynthesis, it
was hypothesized that a more selective rescue can be accom-
plished by providing thymidine rather than CF. The end
result would be to preserve the antipurine effect of MTX and
to bypass the block of MTX on thymidylate synthesis. If, for
instance, some tumors are more sensitive to an antipurine
effect, a thymidine rescue will be more selective than a CF
rescue (64).

Sirotnak and co-workers (126) provided a pharmacologic
perspective of high dose MTX therapy with CF in murine
tumor models and showed that the uptake of MTX at these
levels (800 mg/kg) showed saturation kinetics and the drug
persisted much longer in the tumor cells than in the small
intestine. The effect of delayed CF on drug levels was the
same in tumor cells and small intestine, but much more CF

was required to initiate recovery of DNA synthesis in tumor
cells. A schedule employing 24 mg/kg of CF sc, 16 hr after
400 mg/kg MTX sc, gave a two-log tumor cell kill and
prevented lethal toxicity in most animals.

In the clinical treatment of certain neoplasms high dose
methotrexate therapy with CF rescue has been used to
improve the therapeutic index of MTX treatment (7, 52, 53).
Djerassi and co-workers, developed the use of high-dose
pulse methotrexate with citrovorum factor during the course
of their studies in childhood acute leukemia (36) lymphosar-
coma (37) and primary carcinoma of the lung (35). Al-
though there are conflicting reports about the efficacy of
such treatments (125), it has been shown by Djerassi et al.
(34) that administration in continuous infusion of massive
doses of CF reduced potentially lethal toxicity of MTX in
several patients with different carcinoma. These results are
summarized in Table 3.

Incidence of drug related deaths secondary to high dose
methotrexate and CF administration was reported in 498
treated patients. Wide variation in the percentage of fatal
toxicities from investigator to investigator was observed
with a range of 0-29% (139). As Djerassi notes, the main
difficulty with this method is unpredictable toxicity and even
in ‘good risk’ individuals with normal renal function cata-
strophic side effects may develop.

Results of a study at Memorial Sloan-Kettering Cancer
Center (115) has shown that the treatment of metastatic
osteogenic sarcoma with high dose methotrexate and leuco-
vorin rescue can be successful only if it is administered in
‘exactly the way that experience has dictated objective re-
sponses will occur’. A major breakthrough in the chemo
therapy of osteogenic sarcoma was reported in 1972 by Jaffe
and Paed (71). A threshold dose of 300 mg/kg was initially
suggested below which there was no response. Rosen and
Nirenberg (115) reported a 40% complete response rate of
osteogenic sarcoma to single-agent, high dose methotrexate
with leucovorin rescue. The overall partial and complete
response was 68%. With more than 5 years experience in
treating 200 patients with evaluable disease with approxim-
ately 5000 high dose methotrexate treatments, the effective
dose of MTX was found to be 8 g/m? in fully grown adoles-

Table 3. Massive CF for potentially lethal MTX-toxicity. Data from Djerassi e al.: Cancer Treat Rep 61: 749750, 1977.

MTX
Patient dose Day of MTX
No. Diagnosis (g) toxicity Toxic signs CF Status
1 Glioma 50 4 Throat and mouth ulcers, skin 3g/l day Improved in 24 hr; recovered
rash, and jaundice
2 Carcinoma, lung 30 4 Skin rash and throat and mouth 3 g/l day Improved in 36 hr; cleared in
ulcers 4 days
3 Carcinoma, lung 18 5 Skin rash, trachial irritation, 2g/1 day Improved in 48 hr; recovered
mucosal ulcers, and jaundice
5 Hepatoma 12 4 Skin rash and throat and mouth  1g/1 day Improved in 24 hr; recovered
ulcers
6 Carcinoma, lung 24 5 Mucosal ulcers 4g/2 days Improved in 48 hr; recovered
7 Carcinoma, 6 2 Skin rash and mouth ulcers 8g/2 days Improved in 48 hr; recovered
colon
8 Glioma 24 7 Skin rash and mucosal ulcer 4¢g/1 day Improved in 36 hr; recovered
9 Lymphosarcoma 3 4 Skin rash and mucosal ulcer 4g/2 days Improved in 48 hr; recovered
2 5
10 Lymphosarcoma 1.2 4 Skin rash 3 g/l day Improved in 24 hr; recovered




cents and 12 g/m? in younger children. The serum levels of
MTX should be monitored and leucovorin should be con-
tinued until serum MTX level falls below 10°"M. A 72-hr
serum MTX level of 1077 M can be potentially toxic. The
alkalinization of the urine for the first 24 hr is beneficial to
prevent renal toxicity. Under a carefully monitored treat-
ment schedule, these investigators found that high dose
MTX with CF rescue is extremely effective in the treatment
of osteogenic sarcoma. However, effective chemotherapy of
osteogenic sarcoma is difficult to perform, and should not be
attempted by those who are not well experienced in the use
of high dose MTX with CF rescue.

Several attempts to direct MTX more specifically to target
tumor cells have appeared recently. These include, conju-
gation of the drug with macromolecules of varying speci-
ficity such as tumor specific antigens, liposomes and poly-
amino acids (118). For example, MTX polylysine complex
readily penetrate the resistant tumor cells which are deficient
in the transport of the drug. It is hoped that the proper
selection and use of such conjugates will result in a more
favorable chemotherapeutic index of MTX in the treatment
of various forms of human cancers.

Metabolism of methotrexate

As a protective measure, mammals usually metabolize in-
gested foreign substances to compounds, with reduced bio-
logical activity, and to structures which permits their easy
excretion from the body. The potent folate antagonists
aminopterin (2), and MTX (3) were thought to be exceptions
to this general phenomenon, because virtually almost all
administered drug could be recovered unchanged from urine
and feces (45, 59). However, Oliverio and Loo (108) re-
ported that the 3’,5-dichloro analogue of MTX (DCM)
underwent metabolic alteration in vivo, and the metabolite
of this folate antagonists could be recovered from the urine.
In a subsequent paper (84), the structure of this metabolite
was disclosed to be 7-hydroxy-DCM. On close examination
(72), it was found that not only the dichloro analogue, but
also the parent drugs aminopterin and methotrexate, includ-
ing several other derivatives could be converted to their
respective 7-hydroxy derivative in several mammalian spe-
cies. In rabbit liver, the oxidizing activity was found to be
due to aldehyde oxidase. During high-dose MTX therapy,
significant amounts of 7-hydroxymethotrexate are elimi-
nated in the urine of humans (69). Conversion of metho-
trexate to 4-amino-4-deoxy-N'"-methyl pteroic acid by in-
testinal bacteria has been observed in mice. Similar meta-
bolic conversion of MTX in man has not yet been demon-
strated. It appears that the metabolism of methotrexate is
species specific, and dose dependent, and some of the meta-
bolic pathways of the drug has been overlooked by previous
workers due to these reasons.

Although studies in man and certain animals indicated
that MTX may, in large part, be recovered as unaltered drug
within 24 hr, a minor proportion of the drug was retained in
tissues for long periods. The major fraction of this material,
having half-life of about 3 months may be recovered from
the liver. Significant proportions of the long half-life MTX
may also be recovered from the intestine, stomach, and
kidneys (107). It was postulated that the long half-life MTX
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was actually the proportion of the drug which is bound to
dihydrofolate reductase in an irreversible manner, and the
drug persists in the cell during its entire lifetime.

The first report on the nature of the long half-life MTX in
mammalian tissues emerged from our laboratories (3). Pre-
liminary work tentatively identified two MTX conjugates in
red blood cells from a leukemic patient undergoing MTX
therapy as the poly-y-glutamates of MTX having two and
three glutamate residues respectively. Additional experi-
ments in rats using tritiated MTX, led to the isolation and
characterization of the di- and triglutamates of MTX
MTXG, and MTXG,) from the tissues of these animals.
The unequivocal structural characterization of these metab-
olites were subsequently accomplished by the unambiguous
chemical syntheses of all potential poly-y-glutamates of
MTX, and comparing these synthetic samples with the nat-
ural metabolites (95). Subsequent to our work, various in-
vestigators have confirmed the formation of the poly-y-
glutamyl metabolites of MTX in tissues of various mam-
malian species, including man. The structures (21) of these
metabolites are shown in Figure 7.

In order to assess the role of this newly discovered poly-
glutamates to the overall antitumor activity of MTX, evalu-
ation of the biological activity of the metabolites themselves
were undertaken. The relative potencies of these analogs in
inhibiting the growth of S. faecium decreased, as the chain
length of the glutamate residues increased (95). It was not
known at that time whether the decreased potency was due
to the inability of these compounds to penetrate the bac-
terial wall as efficiently as MTX or their decreased ability to
inhibit DHFR. Subsequently, other investigators (68, 70)
established that MTX conjugates with a chain length of up
to six glutamate moieties were equally powerful as the
parent drug in inhibiting DHFR from various sources in
vitro. The diglutamate showed activity equal to MTX in
increasing the survival time of mice bearing L1210 leukemia.

Kisliuk and co-workers (78) found that the polygluta-
mates of MTX are potent inhibitors of thymidylate synthase
derived from several different sources. The triglutamate
(MTX Gy) inhibited L. casei thymidylate synthase by 50%
at2 x 1077 M. This metabolite was 100 times more inhibi-
tory to the E. coli enzyme than MTX. Therefore, at least in
this instance, a definite additional role of these metabolites
to the overall chemotherapeutic effectiveness of MTX be-
came apparent. Cheng and co-workers (21) investigated the
effects of various folate and MTX analogues on human
thymidylate synthase activity and found that increasing the
number of gamma glutamyl residues increased their respec-
tive binding affinities towards the enzyme. The other two
widely speculated roles of these metabolites with regard to
their contribution to cytotoxicity are (1) the greater persis-
tence of these metabolites in the cells, and (2) differential
synthesis of the polyglutamates in tumor versus normal
proliferative tissues. The greater persistence of these metab-
olites in the cells may be due to their slower efflux rate,
especially with those having longer chain length compared
to the efflux rate of MTX. Differential synthesis may be
attributed to the enhanced synthesis of the metabolites in the
tumor and/or the synthesis of longer chain length metab-
olites in the tumor versus normal tissues. At any rate, there
is a growing consensus among investigators that poly-
glutamation of MTX has a significant role in the chemo-
therapeutic effectiveness of this drug.
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Figure 3. Radioactive elution profiles after DEAE-Sephadex chro-
matography of heat-treated cellular or supernatant extracts, with D.
pneumoniae dihydrofolate reductase added to the cell suspension.
The vertical axis is total drug, which was 2.872 ug/g wet weight for
T, cells, 1.018 g/g for T ,, cells, after 20 min at 37°; 0.049 ug/ml for
T, supernatant, 0.138 ug/g for T , ,, supernatant, after 20 min at 37°.
The net intracellular decrease shown equals the net extracellular
accumulation. (L1210 cells). Adapted from Poser, Sirotnak and
Chello: Biochem Pharmacol 29:2701-2704, 1980.

With regard to the synthesis of the polyglutamates it
appears that the same synthetase is involved in the polyg-
lutamation of both MTX and natural folates. Whitehead
and Rosenblat (144) using mutant Chinese hamster ovary
cells, which lack folypolyglutamate synthetase activity
showed that these cells are incapable of synthesizing MTX-
polyglutamates. While folate polyglutamates having up to
eight glutamate residues are readily formed, metabolites of
MTX having more than four glutamate residues are formed
only in small quantities at higher doses. Thus, the formation
of only MTX Gs has been recognized. One explanation for
this different pattern of metabolism by MTX, compared to
the natural folates, may be due to the fact that the DHFR
bound MTX and its glutamate conjugates are not substrates
for the synthetase. Some evidence to support this hypothesis
are at hand. MTX resistant baby hamster kidney cells
having high levels of DHFR were also shown to require
higher concentrations of MTX compared to the sensitive
cells for polyglutamate synthesis to occur, indicating that
DHFR bound MTX is a poor substrate for the synthetase.

The synthesis of MTX polyglutamates in L1210 murine
leukemia cells was reported by Whitehead (143). Jacobs and
co-workers (68) found that the diglutamate of methotrexate
was accumulated in human liver during MTX therapy. Like
the folate cofactors, MTX is metabolized in vitro to their
polygamma glutamates of varying chain length in murine
tissues and tumors (113, 114). Various investigators have
speculated that like folate, MTX polyglutamates are indeed
storage forms of the drug and they efflux from the cell at a
slower rate than free MTX (24, 31, 143). They rationalized
that those tissues which are capable of enhanced conversion
of MTX to polyglutamates will also have a higher persist-

ence of this drug. Poser, Sirotnak and Chello (113) in an
elegant study demonstrated that MTXG,, MTXG, and
MTXG; efflux from L1210 cells at the same rate as MTX
itself (Figure 3). Earlier workers, were unable to detect the
efflux of these compounds because the extracellular efflux
medium they used contained the enzyme conjugase, which
apparently hydrolysed the effluxed polyglutamates to MTX,
before they could be detected. To prevent the effluxed poly-
glutamates from being hydrolyzed by conjugate, Sirotnak
added hydrofolate reductase to the medium; thereby trap-
ping the effluxed compounds. Dihydrofolate reductase
bound MTX polyglutamates are very poor substrates of the
hydrolytic enzyme, conjugate. (Pteroylglutamyl-y-glutamyl
hydrolase). In a subsequent study Sirotnak also found that
polyglutamate synthesis in L1210 cells is dose and time
dependent, and he detected the formation of MTX poly-
glutamates of higher chain lengths of up to five glutamate
residues, when tumor-bearing mice were treated with
PHIMTX at doses ranging from 3 mg to 400 mg/kg. Under
these conditions, no detectable amounts of pentaglutamates
were found in the small intestine of the same animal. The
formation of a metabolite of still higher chain length with six
glutamate residues to an appreciable extent was observed in
these tumor-bearing animals at a dose of 12 mg/kg after 16
and 24 hrs. Again, no hexaglutamate was detected in the
drug limiting small intestine. These experiments indicated
for the first time that tumor specificity in the formation of
MTX polyglutamates exists, and it may contribute to the
overall therapeutic responsiveness and toxicity of MTX.

Investigations by Goldman (55) revealed that a portion of
intracellular MTX in excess to that bound to DHFR may
play a critical role in the chemotherapeutic activity of the
drug. Although the membrane transport parameters do not
appear to affect the rate of decline of intracellular MTX or
MTX polyglutamates in vivo, they do affect the intracellular
concentration of the drug achieved, and thereby influence
the synthesis of these metabolites (48). Therefore, it is con-
ceivable that other factors being the same, those tissues or
tumors which are able to transport MTX at a faster rate will
invariably contain a larger fraction of the drug in the poly-
glutamate form. As free MTX decline within the cell, the
polyglutamates replace the monoglutamate on DHFR and
from a relatively stable pool of antifolates above the enzyme
binding capacity (49, 116).

The greater persistence of MTX at pharmacologically
effective levels in tumor versus normal proliferative tissue
has indeed been associated with the selective action of this
drug (129). In order to determine the pharmacologic impor-
tance of MTX-polyglutamates, Jolivet and co-workers (74)
examined the formation, retention, and effect of these met-
abolites in cultured human breast cancer cells. The two cell
lines MCF-7 and ZR-75-B converted MTX to polygluta-
mates in a dose and time-dependent fashion (Figures 4A and
B). All of the MTX G, and 47 and 38% of MTX G; re-
mained in MCF-7 and ZR-75-B cells respectively and could
be identified in the cytosol after 24 hr in drug free medium.
These polyglutamates which were retained in the cell lines in
excess of DHFR binding capacity led to inhibition of thy-
midylate and loss of cell viability after removal of extra-
cellular MTX. Although MTX polyglutamates of shorter
chain lengths efflux from the cells at the same rate as MTX,
those with higher chain lengths are effluxed at a slower rate,
thereby partially contributing to the overall retention of the
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Figure 4A. Time course of MTXPG formation in MCF-7 cells. After 1-, 6-, 12-, and 24-hr incubations with 2M PHJMTX, cell extracts
were chromatogr'aphed by HPLC. Peaks A to E represent, respectively, 4-NH,-10-CH,-PteGlu, (MTX) to 4-NH,-10-CH-PteGlu,. The
total amount of intracellular drug in nanomoles per gram of cell protein is given at each time point (70). Data from Jolivet et al.: J Clin

Invest 70:351-360, 1982.

drug in certain tissues. Such prolonged retention of the drug
in a non-effluxable form, combined with the differential
synthesis of these metabolites is undoubtedly related to the
overall therapeutic index of methotrexate. The exact contri-
bution of MTX polyglutamates of varying chain length to
the cytotoxicity of MTX is not precisely known at this
writing. A great deal of research has to be done to unravel
the biological role of these metabolites, and to exploit such
results in a practical way to the development of more effec-
tive antifolates. One appealing area would be the develop-
ment of powerful inhibitors of DHFR, capable of enhanced
polyglutamation in the tumor, compared to MTX. If such
compounds have better chemotherapeutic indices than
MTX, further research along these lines might produce very
selective antifolates. It may be possible to predict (25) the
efficacy of MTX therapy by measuring the extent of MTX-
polyglutamate formation in the tumor versus normal tissues
of patients undergoing MTX therapy.

Transport and resistance

Transport of MTX to tumor cells plays a very important
role in the therapeutic effectiveness of this drug (129). The
transport parameters do govern the absolute levels of in-
tracellular MTX, which, in turn, influences the cytotoxicity

of the drug by various mechanisms (48). Defective transport
of MTX has been associated with MTX-resistance in certain
tumor cells (127). Due to these reasons, investigations re-
garding the transport of MTX to tumor cells continues to be
an active area of current research.

The uptake of natural folates and folate analogues to
mammalian cells has been studied by various investigators;
and these were reviewed by Goldman (54). Transport of
folate compounds in to cultured L1210 murine leukemia
cells is an active process requiring energy, is carried
mediated and saturable. Two separate transport systems are
known to mediate the transport process. One of these is
specific for folic acid, and the other one for reduced folates
such as 5-methyl tetrahydrofolate. These two systems are
readily distinguished. For example, the reduced folate path-
way is sensitive to sulfhydryl inhibitors. The uptake of
5-methyltetrahydrofolate is competitively inhibited by
MTX and vice versa; but neither compounds inhibit the
uptake of folate (65). Using newly synthesized folate
analogues, Hornbeak and Nair (63) confirmed the existence
of two transport systems in HeLa cells, one specific for folic
acid, and the other one for MTX. In human lymphocytes the
uptake of folic acid and natural reduced folates occurred by
separate pathways, and MTX shared the transport system of
the latter (27). Folate analogue transport by isolated murine
intestinal epithelial cells was examined by Chello and co-
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Figure 4B. Dose-response of MTXPG formation in human breast cancer cells. 24-hr incubations with either 0.2, 2, or 10 M [P HIMTX were
done in the MDA-231, MCF-7, and ZR-75-B cells, following which cell extracts were chromatographed by HPLC. Peaks A to E represent,
respectively, 4-NH,-10-CH;-PteGlu; (MTX) to 4-NH,-10-CH,-Pte-Glu;. The total amount of intracellular drug in nanomoles per gram
of cell protein is given at each time point (132). Data from Jolivet et al.: J Clin Invest 70:351-360, 1982.

workers (20). Suspensions of these cells transported MTX
and exhibited Michaelis-Menton saturation kinetics. The
influx of the drug was competitively inhibited by natural
folates. The transport system exhibited structural specificity
for substituents at the 10 position of the folate molecule. The
data supported the notion of carried-mediated transport of
MTX and other folate analogues.

Several MTX-resistant tumor cells have a defective trans-
port system for influx of the drug. Therefore, it is appealing
to consider the possibility of developing powerful antifolates
which are capable of being transported by the folic acid
transport system for the treatment of transport defective
MTX-resistant tumors. Correlations of structure activity
relationships with regard to the relative ability of various
folate analogues to be transported by each of these transport
systems will be very useful in the design of such compounds
in the future (62). One such analogue is 10-Oxa aminopterin
(99) which was shown to be able to compete with the trans-
port of folic acid in HeLa cells (63). Since MTX shares the
same transport system with CF (92), the clinical use of an

antifolate which can be transported through the folic acid
transport system in high doses in combination with citro-
vorum factor (CF) might permit a selective rescue of the
host cells, while preserving the antitumor activity of the drug
towards the resistant tumor cells.

In spite of the extremely potent anticancer activity of
MTX, the clinical usefulness of this drug is limited to a.
certain extent due to drug resistance. Tumors may acquire
resistance as treatment progresses; or some tumors may be
inherently resistant to MTX (58). There are several mecha-
nisms by which tumors may accrue resistance to metho-
trexate: (a) increased levels of dihydrofolate reductase, (b)
structural alterations of this target enzyme, (c) restricted
uptake of the drug and (d) inactivation of the drug by the
resistant cells (5, 17). Methotrexate resistance, which is as-
sociated with an elevation of the target enzyme, has been
shown to be due to amplification of the gene coding for
DHFR. This gene amplification may occur within a single
chromosome, producing an expanded homogeniously stain-
ing region containing multiple copies of the DHFR gene.



Resistance acquired through such a mechanism is stable and
can be passed to both daughter cells during mitosis How-
ever, gene amplification on the double minute chromosome
is unstable in the absence of the selecting agent (9, 40, 106,
122).

High elevation of the target enzyme DHFR is very com-
mon in resistant cells, and they always tend to maintain
zone-free enzyme in excess of the binding capacity of the
drug (57). In a methotrexate resistant strain of S180 cells
(AT/300) the synthesis of DHFR actually represents 6 to 7
percent of the soluble protein synthesis (1). In certain MTX
resistant cell lines the rate of DHFR synthesis may be 200—
250 fold greater than the sensitive parental line. Domin,
Cheng, and Hakala (40) isolated the DHFR from a metho-
trexate resistant subline of human KB cells, having high
levels of this enzyme. They demonstrated that the human
KB/MTX enzyme is different from the mouse S180 AT/300
DHFR in its isoelectric point, turnover number, and K; for
MTX. From these studies, they pointed out that extrapo-
lation of enzyme data from other mammalian sources to
human enzyme is not warranted. Although, acquired MTX
resistance has resulted in the marked elevation of both
DHFR and thymidylate synthase (EC 2.1.1.45) in certain
bacteria, concurrent elevation of folate dependent enzymes
other than DHFR has not been encountered in the mam-
malian system. Unstable MTX-resistance was observed by
Curt and co-workers (26) in human small cell carcinoma.
This cell line displayed amplification of the DHFR gene and
a large number of double minute chromosomes. Progressive
loss of drug resistance was observed when these cells under-
went serial passage in tissue culture. This loss of resistance
was in association with loss of double minute chromosomes
and a decline in dihydrofolate reductase levels.

In order to overcome MTX-resistance due to defective
transport of the drug Ryser and Shen (118) investigated the
use of a conjugate of MTX with poly(L-lysine). MTX and
PH] MTX were conjugated through a carbodiimide cata-
lyzed reaction to a 70 000 molecular weight poly(L-lysine) in
molar ratios of approximately 13 to 1. The MTX conjugate,
was transported at a much faster rate in both transport
proficient and deficient Chinese hamster ovary cells. The
100-fold difference in drug concentration needed to inhibit
the mutant cells and their corresponding wild type was
totally abolished by exposing the resistant cells to MTX-
Poly(Lys). Since the MTX conjugate did not inhibit DHFR,
these authors concluded that, after being transported to the
resistant cell lines, the conjugate is hydrolyzed to release the
free drug within the cell. The possible delivery of MTX to
resistant cells in the form of macromolecular complexes to
overcome resistance is an area of active investigation at the
present time.

Analogues of methotrexate

In spite of the fact that a large number of aminopterin
analogues were synthesized and evaluated, methotrexate
continues to enjoy the reputation as one of the very best
inhibitors of DHFR. At this writing, it can be stated with
some degree of confidence that no further improvement in
the inhibitory potency towards DHFR can be expected from
close analogues of MTX. Such improvements, if at all pos-
sible will in all likelihood result in more toxic compounds.
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However, in contrast to the inhibition of DHFR, there are
other biological and pharmacological parameters, which
might be exploited for the development of analogues with
better chemotherapeutic indices than MTX. Some of the
parameters include differences in the rate of influx and
efflux; polyglutamation, metabolic activation and deacti-
vation of these analogues in the tumor versus normal
proliferative tissues. For example, if an analogue which is
equally potent as MTX in inhibiting DHFR can be selective-
ly accumulated in the tumor compared to normal intestinal
epithelium or bone marrow either by enhanced transport or
polyglutamation; it might exhibit a definite therapeutic ad-
vantage over MTX.

The transport characteristics of MTX-analogues were
shown to be sensitive to structural changes at the C° N'-
bridge region (128). Several close analogues of aminopterin
with structural changes at the C°,N'%-region were syn-
thesized and evaluated using several biochemical and
pharmacological test systems (Figure 5). Some of these com-
pounds are N'"-propargyl aminopterin 4 (111) N'-
cyanomethylaminopterin 5 (94) 10-deaza aminopterin 6;
10-ethyl-10-deaza aminopterin 7 (32, 33) 10-thio aminop-
terin (100) 10-oxa aminopterin (91, 99) 11-thiohomoami-
nopterin (98) and 11-oxa homoaminopterin (97). One of
these analogues, 10-deaza aminopterin 6, exhibited very
interesting biological activity. With regard to its inhibition
of DHFR and inhibition of growth of Streptococcus faecium
and Lactobacillus casei 10-DA was classified as one of the
most potent antifolates (32). The in vivo antitumor activity
of 10-DA has been shown to be superior to MTX in mice
against three of five ascites tumors and two of three solid
tumors (130). When 10-DA was compared with MTX at the
optimum dose of 12mg/kg, the increase in the life span of
animals bearing a variety of murine ascites tumors was
significantly greater in all cases examined and were out-
standing in Ehrlich carcinoma, Taper liver tumor and sar-
coma 180 (Table 4). Sirotnak has also shown that when
given orally 10-DA was twice as potent as MTX against
L1210 leukemia at 6 mg/kg. 10-DA had a greater accumu-
lation in tumor, but the persistence was similar for both
drugs in drug limiting normal intestinal epithelium. The
influx of both MTX and 10-DA was mediated by the same

NH2 R 0 ., COOH
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Figure 5. Structures of promising analogues of methotrexate.
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Table 4. Relative efficacy of sc administered methotrexate and 10-deaza-aminopterin against a variety of murine ascites tumors. Data from

Sirotnak et al.: Cancer treat Rep 62: 1047-1051, 1977.

Doset Average
No. of (mg/ MST + SD LS weight}
Tumor Drug mice* kg) (days) (%) (g)
L1210 - 5% 4 - 6.7 + 0.8 - 23.1 £ 0.6
Methotrexate 5x 2 3 11.5 £ 1.1 71.8 228 + 0.9
5x2 6 144 + 0.8 114.9 226 £ 1.9
5% 3 9 158 £ 0.9 136.0 230 +£ 1.5
5x3 12 16.7 £ 1.1 149.8 222 + 1.8
5 x4 18 158 £ 1.9 136.0 183 + 24
10-Deaza-aminopterin 5 x 4 3 13.8 + 0.7 106.2 2254+ 1.7
5x 2 6 152 + 1.5 127.0 23.1 + 2.1
5x3 9 179 + 0.8 167.8 21.5 £ 2.3
5x3 12 182 + 1.3 171.6 203 + 23
5% 2 18 179 + 1.6 167.8 172 + 2.7
Sarcoma 180 - 5x3 - 121 + 1.1 - 284 + 2.7
Methotrexate 5x 2 3 11.7 + 1.7 0 26.2 + 2.0
5x3 6 152 + 09 24.9 29.0 + 3.1
5x3 9 18.3 + 2.0 51.3 294 + 2.8
5x3 12 19.8 + 1.8 64.0 272 £ 3.2
5x2 18 19.4 + 2.7 60.6 19.6 + 4.1
10-Deaza-aminopterin 5x 2 3 15.7 + 1.1 28.7 260 + 2.2
5x3 6 212 + 1.7 74.8 28.6 £ 1.9
5x 4 9 272 £ 0.9 124.3 272 + 2.6
5x3 12 >314 4+ 25 > 159.6§ 246 + 2.9
5x2 18 22.1 + 24 84.0 16.8 + 3.2
P815 plasmacytoma - S x 2 - 88 + 09 - 224 + 1.2
Methotrexate 5x%x2 6 154 1.1 75.0 234 + 0.6
5x2 9 176 + 1.6 100.3 227 + 1.7
5x2 12 184 + 1.3 109.1 222 + 0.9
10-Deaza-aminopterin 5x 2 6 182 + 1.3 107.5 23.1 + 0.8
5x2 9 19.0 + 0.9 116.3 224 + 1.3
5x 2 12 192 + 1.2 118.4 19.6 + 1.8
Ehrlich ascites - S x 2 - 17.2 + 2.1 - 312 £ 1.9
Methotrexate 5x 2 6 19.8 + 2.3 15.1 31.0 + 2.8
5x2 9 20.8 + 3.0 20.9 304 + 34
5% 2 12 202 +£ 1.9 17.0 29.6 + 3.2
10-Deaza-aminopterin 5x2 6 232 + 1.8 34.8 306 + 2.4
5x 2 9 272 4+ 22 58.1 320 + 4.1
5x2 12 282 + 29 64.0 26.6 + 3.1
Taper liver - 5x 2 - 142 + 2.2 - 324 + 1.8
Methotrexate 5x 2 6 19.7 + 2.3 39.0 293 + 2.7
5x 2 9 20.6 + 2.8 44.8 29.7 + 4.3
5x 3 12 20.2 + 3.1 41.6 304 + 3.8
10-Deaza-aminopterin 5x3 12 26.1 + 29 84.2 29.5 + 4.8

*No. of mice in each experiment x No. of experiments.
tGiven as a single sc injection.

1 Initial weight = 20 g.

§ Two 60-day survivors.

carrier mechanism and 10-DA showed a greater affinity for
the tumor carrier. The differences in the antitumor activities
of these drugs can be attributed in part to the differences in
their membrane transport to various tissues. The contri-
bution of polyglutamation to antitumor activity, if any,
should await further investigations.

Further structural modifications of 10-DA have led to the
development of a still better antitumor agent (33). This
antifolate, 10-deaza-10-ethyl aminopterin was much
superior to 10-DA and exhibited a wide spectrum of anti-

tumor activity in mice. The K for the inhibition of L1210
DHFR by compound 7 was 0.0028 nM compared to a K; of
0.0032nM for MTX. This ethyl derivative was transported
better to L1210 cells in culture than MTX. The Km for the
influx of these compounds in this system were 0.89 and
3.42 uM respectively. Finally, the antitumor effects of 10-
deaza-10-ethyl aminopterin (7), and MTX were determined
in mice bearing L1210 leukemia. At the LD, dosages, 7 was
considerably more potent than 10-DA, which is itself more
potent than MTX. These authors concluded that ‘significant



improvement in anticancer potential among antifolates can
be achieved via modification of their cellular transport and
in vivo distribution properties. The alterations in lipophilic
character about the C°N'-bridge region of the folate
skeleton were conductive to an improvement in rates of
influx into tumor cells versus drug-limiting intestinal epithe-
lium’. Both 10-Deaza aminopterin 6 and its ethyl analogue
7 are undergoing clinical trials at Memorial Sloan-Kettering
Cancer Center (131) and it is too early to evaluate their
clinical utility. It is hoped that these analogues will offer a
greater therapeutic advantage over MTX.

2- Amino-4-oxy antifolates which are not inhibitors of
DHFR

According to the definition, a folate antagonist is a com-
pound which is capable of interfering with tetrahydrofolate
utilization. Since a large number of folate based coenzymes
play a significant role in cellular metabolism, it is conceiv-
able that a powerful inhibitor of any one of these enzymes,
can be a potent antifolate. Our discussions on Folate An-
tagonists belonging to this category will be restricted to
those compounds, which are structural analogues of the
vitamin folic acid.

As discussed earlier, several MTX-resistant tumors have
high levels of dihydrofolate reductase. Rather than develop-
ing more powerful inhibitors of DHFR, Friedkin and co-
workers (46, 47) were intrigued with the possibility of ex-
ploiting high levels of dihydrofolate reductase in resistant
cells to convert dihydro analogues of folic acid to lethal
tetrahydro derivatives. If a synthetic substrate of DHFR can
be enzymatically reduced to its tetrahydro derivative in vivo,
and if the resulting product is capable of inhibiting a folate
dependent enzyme that is crucial to DNA biosynthesis such
as thymidylate synthase (EC 2.1.1.45); selective toxicity in
the chemotherapy of those cancers that are resistant to
MTX can be achieved with varying degrees of success (46,
93). This hypothesis was first subjected to experimental test
when DeGraw and co-workers synthesized homofolic acid
(8) (29). The 7,8-dihydro derivative of homofolic acid served
as an excellent substrate of dihydrofolate reductase. This
enzymatic reduction product, 1-L-tetrahydrohomofolic acid
was shown to be a potent inhibitor of E. coli thymidylate
synthase (56). However, it was a growth factor for S. fae-
cium and L. casei. When 7,8-dihydrohomofolate was re-
duced catalytically to the tetrahydro derivative; the resulting
mixture of diastereomers exhibited powerful antifolate ac-
tivity. This activity was later traced to be due to the “unna-
‘tural” diastereomer (80). Homofolic acid 8, its 7,8-dihydro
‘derivative, and the catalytic reduction product d,/-L-
tetrahydrohomofolic acid showed in vivo antitumor activity
in the L1210 murine tumor system (87, 90). These com-
pounds exhibited superior activity against the MTX-resis-
tant tumor line than the sensitive one. A derivative of homo-
folic acid, d,/-L-5-methyl-tetrahydrohomofolate (compound
20) showed activity against P288 leukemia, Lewis lung car-
cinoma and B16 melanocarcinoma (77). Because of the alkyl
substitution at N°, compound 20 is chemically more stable
than d,l-L-tetrahydrohomofolic acid. This compound is
presently undergoing Phase 1 clinical trial at the Sidney
Farber Cancer Institute in Boston.

The actual mechanism of the cytotoxic action of various
homofolate derivatives is not clear. None of the compounds
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showed potent inhibition of any one of the folate dependent
enzymes in vitro. There are evidences, however, that various
homofolate derivatives inhibit different systems at different
sites. The inhibitory effect of d,/-L-tetrahydrohomofolate on
L1210 serine hydroxymethyl transferase, as well as 5,10-
methenyl tetrahydrofolate cyclohydrolase has been docu-
mented (77). There is no question, however, that homofolate
derivatives interfere with folate metabolism. For example,
the toxicity to rhesus monkeys as a result of intravenous
administration of the sodium salt of this drug such as
anorexia, diarrhea, leukopenia, reticulocytopenia and im-
paired renal function can be completely reversed by concur-
rent administration of tetrahydrofolate. Livingston, Craw-
ford and Friedkin (83) have shown that tetrahydroho-
mofolate does not exert its cytotoxicity by inhibiting either
DHFR or thymidylate synthase in MTX-resistant mouse
leukemia cells. There is a distinct possibility that these com-
pounds may be metabolized in vivo to an antimetabolite
which is responsible for their cytotoxicity. Such a metabolite
may be a poly-y-glutamate with a specified chain length
(Structure 19). The 5-methyl derivative of d,/-L-
tetrahydrohomofolate (20) is considerably less toxic to mice
than the parent compound at 800-1600 mg/kg. This ob-
servation has been confirmed, also in dogs and monkeys.
5-methyl tetrahydrohomofolate is a substrate of cobalamin
methyl transferase from mammalian cells. However, this
enzyme in intact animals apparently does not metabolize
large amounts of this compound. Studies by El-Dareer and
co-workers (42) have shown that no appreciable metabolism
of this drug occurred in the bodies of mice, dogs or mon-
keys. Because of the great interest in homofolate derivatives,
three reviews have appeared on this subject, and the readers
are referred to these reviews for additional details (77, 78,
79). Subsequent to the synthesis and biological evaluation of
homofolate derivatives, several 2-amino-4-oxy antifolates
were reported from a few laboratories. These compounds
are (Figure 6):
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Figure 6. Several 2-amino-4-oxy-antifolates.
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(a) 11-Oxahomofolic acid (11) and its reduced deriva-
tives (98)

(b) 11-Thiohomofolic acid (12) and its reduced deriva-
tives (96)

(c) Isofolic acid (101)

(d) 10-Thiofolic acid (9) (100)

(e) 10-Oxafolic acid (10) (99)

(f) 8-Deazafolic acid (13) (31)

(g) 10-Deazafolic acid (136)

(h) 5,8-Dideaza-N'"-Propargyl folic acid (14) (75)

(i)  5,8-Dideaza-N'"-cyanomethyl folic acid (15) (94)

None of the antifolates mentioned above is a potent
inhibitor of DHFR in vitro. 11-Oxahomofolic acid (11) after
chemical reduction to its 7,8-dihydro derivative serves a
substrate for L. casei DHFR, exhibiting a rate of > 50% of
that of the natural substrate. The enzymatically reduced
I-L-tetrahydro-11-oxahomofolate showed antifolate activity
against both MTX sensitive and MTX resistant strains of L.
casei and S. faecium. The catalytically reduced d /-L-
tetrahydro-11-oxahomofolate was 5-10 times more inhibi-
tory than the enzymatic reduction product for both S. fae-
cium and L. casei. 7,8-dihydro-11-oxahomofolate also
served as a substrate for DHFR derived from human KB/6b
cell lines. This enzymatic reduction product, however,
showed only weak cytotoxicity against human KBP and
human KB/6b cell lines in culture (38). Similar investi-
gations were carried out with 11-thiohomofolate and its
reduced derivatives. Again, it was observed that the tetra-
hydro derivative possessing the ‘unnatural’ configuration at
C® was more active than the natural isomer.

Another example of a 4-oxy antifolate which showed
significant activity in the L1210 system is 8-deazafolic acid
(13). It is a poor inhibitor of L. casei DHFR or thymidylate
synthase; or L-1210 DHFR. Other folate analogues which
are not inhibitors of DHFR but exhibiting antifolate ac-
tivity in the microbial system include isofolic acid, (d/)-5,8-
dideaza-tetrahydrofolate (28); 10-deazafolic acid, 10-oxafol-
ic acid, and 10-thiofolic acid. Some of these analogs were not
tested in the mammalian system.

Antifolates which are inhibitors of thymidylate synthase and
GAR transformylase

As pointed out earlier, specific inhibitors of thymidylate
synthase which are generated in vivo by the bioreduction of
synthetic substrates of DHFR will have definite advantages
in the chemotherapy of those tumors which are over-
producers of DHFR. Although this approach is very ap-
pealing, the development of such analogues is dependent on

the activities of more than one enzyme. Another attractive -

approach is to develop very specific and potent inhibitors of
thymidylate synthase. Several powerful inhibitors of this
enzyme such as 5-fluorodeoxy uridine are already available,
and a few of them are in clinical use. These inhibitors are
analogues of the substrate, deoxy urilylate monophosphate,
and they need to be activated by enzymes which are not
involved in de novo thymidylate biosynthesis, such as thy-
midine kinase and they frequently get incorporated in bio-
logical macromolecules. Such factors seriously limit the
clinical usefulness of these compounds.

If, on the other hand, potent inhibitors of thymidylate
synthase which are analogues of the coenzyme can be de-

veloped, the problems of the need for activation as well as

the toxicities associated with the incorporation of the in-
hibitors to biological macromolecules such as RNA can be
eliminated. The reasons are: (a) the independence of
coenzyme analogues to metabolic activation; (b) the im-
probability of the coenzyme analogues becoming incor-
porated into RNA; (c) a coenzyme analogue which is a
specific inhibitor of thymidylate synthase, but not an in-
hibitor of DHFR will have practically no adverse effect on
purine metabolism or other one carbon metabolism path-
ways; and (d) the metabolic block is confined to the syn-
thesis of only dTMP, which is an obligatory intermediate in
de novo DNA biosynthesis. In addition to these advantages,
these compounds may be expected to have potential use in
the chemotherapy of MTX-resistant tumors. Based on these
arguments, there have been numerous attempts to develop
specific inhibitors of thymidylate synthase of the coenzyme
class. The synthesis and biological evaluation of a number of
folate and homofolate analogues were carried out during the
past two decades. However, with the exception of
tetrahydrohomofolate, no other analogue showed any
potent inhibition of thymidylate synthase. It was observed
by Scanlon ef al. (121) and McCuen and Sirotnak (85) that
certain 2,4-diamino quinazolines were reasonable inhibitors
of thymidylate synthase. In the 2-amino-4-hydroxy-5,8-
dideazafolates (4-oxy quinazoline series) it was demon-
strated (18) that a methyl group introduced in the 5-position
impairs the inhibition, but the same substituent at the tenth
position enhances it. As part of a systematic attempt in
modifying the structure of 5,8-dideazafolic acid to develop
more powerful inhibitors of thymidylate synthase, Jones
and co-workers (75) introduced a propargyl substituent at
the N'%-position of the parent compound. The resulting
N'"%-propargyl-5,8-dideazafolic acid (14) exhibited outstand-
ing inhibition of thymidylate synthase derived from L1210
cells with a K; of 1 nM. The actual mechanism by which 14

_inhibits the enzyme is not clear. Presumably, this inhibition

which is competitive with respect to N’ N'"-methylene
tetrahydrofolate is due to the fact that 14 is a transition state
analogue of the coenzyme and that the propargyl sub-
stitution at the N'%-position increases the affinity of this drug
towards the catalytic site of the enzyme. This quinazoline
analogue, which is also known as CB-3717 or PDDF
showed excellent activity in causing long-term survival of
mice inoculated with L1210 cells (Figure 8). It was also
active against MTX-resistant L-1210 leukemia (high reduc-
tase) in mice.

FURTHER RESEARCH

The key question - how and why a particular drug may kill
tumor cells more selectively than the normal cells — has to be
answered clearly and completely before a cure for cancer can
be found. It is known that certain antifolates show tumor
specificity because they are selectively retained in the tumor,
either by enhanced transport to or metabolism within these
cells. Differential metabolism of antifolates such as poly-
glutamate synthesis in the tumor versus normal proliferative
tissues is known to occur in a variety of tumors; and the
contribution of this differential metabolism to the overall
chemotherapeutic efficacy of the drug needs to be un-
ravelled. Analogues of MTX which are capable of enhanced
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Figure 7. The structures of various poly-y-glutamates of folic acid; homofoloic acid; methotrexate, 10-deaza aminopterin; 10-deaza-10-ethyl
aminopterin; the experimental drug N*-methyl-tetrahydrohomofolate (20) and 7-thydroxymethotrexate [(24); n = 0].

polyglutamation may have significant advantages over
methotrexate in the treatment of those tumors which are
overproducers of polyglutamates. In high dose methotrexate
therapy a significant amount of MTX is metabolized to its
7-hydroxy derivative and is often precipitated in the kidney
of patients. The biochemical details of the formation of this
metabolite as well as its metabolic fate including poly-
glutamation in vivo has to be studied in detail.

As noted previously, the chemotherapeutic index of an

antifolate can be significantly improved if the drug can be
selectively transported to, retained or activated in the tumor.
Many tumors have shown a specificity for the C°,N'%-bridge
region of various antifolates for transport influx. A detailed
understanding of the relationships among the structures of
the antifolates and their interaction with the tumor cell
transport receptors will lead to the design of better drugs
which are capable of enhanced transport to the tumor cells.
Structural modifications at the glutamate moiety of various

Figure 8. Survival of L1210-bearing mice injected with CB 3717. W, No treatment (10 animals)-MTX control; O, no treatment (20
an@mals)—CB 3717 control. (Animals were injected with 20mM NaHCO, buffer 0.4ml daily x 5 days); ®, MTX 3 mg/kg daily x 5 (10
amm;_ﬂs); A, CB 3717 125mg/kg daily x 5 (10 animals). Survivals from these treatments were identical, hence the data points are
superimposed. 4, CB 3717 200mg/kg daily x 5 (10 animals). The difference in the survival of quinazoline- and MTX-treated animals is
highly significant, P < 0.001 using the log rank test [45]. Adapted from Jones et al.: Eur J Cancer 17:11-19, 1981.
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2,4-diamino folate analogues with a view to enhance poly-
glutamation in the tumor, may be beneficial in the develop-
ment of more selective drugs. One might expect that such
compounds will be concentrated and retained more in the
tumor than the normal tissues. The biochemical reasons of
the ability of certain tumors to preferentially synthesize
polyglutamates of antifolates such as MTX and its close
analogues should be unravelled. Is it due to enhanced ac-
tivity of the polyglutamate synthetase or decreased activity
of ‘conjugase’ in the tumor compared to normal prolifer-
ative tissues? In this regard, design of antifolates which are
either better substrates of the polyglutamate synthetase or
inhibitors of conjugase may prove to be beneficial. In the
case of 10-deaza-10-ethyl aminopterin (7), which is a
superior antitumor agent compared to MTX or 10-DA,
future investigations such as its transport characteristics and
polyglutamation in vivo should be studied. Results from
such studies, can then be utilized for the design of better
antitumor agents. The biochemical and pharmacological
properties of 10-deazoaminopterin metabolites should be
studied in detail both in vivo and in vitro.

Investigations pertaining to the development of synthetic
substrates of dihydrofolate reductase should be continued
for the accessibility of 4-oxy antifolates which are capable of
exhibiting selective toxicity against MTX-resistant (high
reductase) tumors by virtue of the lethal synthesis mecha-
nism. Finally a second generation of N'-propargyl-5,8-
dideazafolic acid (14), (CB3717) and DDATHE having
more desirable biochemical and pharmacological dis-
position should be synthesized and evaluated. The exciting
new lead provided by 14 and DDATHE should be thor-
oughly exploited for the development of more successful
antifolates, which are inhibitors of thymidylate synthase and
GAR-transmylase.

ABBREVIATIONS USED

MTX, Methotrexate; MTXG,, methotrexate mono-
glutamate having two glutamate moieties; MTXG,, metho-
trexate diglutamate residues, . .., etc. CF, Citrovorum
factor, also known as leucovorin or folinic acid. DHFR,
dihydrofolate reductase; TS, thymidylate synthase. 10-
DA, 10-deazaaminopterin.
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PURINE ANTIMETABOLITES

WOLFGANG SADEE and BINH NGUYEN

The ever increasing number of purine analogs with potent
biological properties, either isolated from various microor-
ganisms or obtained by chemical synthesis, can elicit an
unusual fascination with this subject. What are the unique
features of purine metabolism in different species and cell
types that allow one organism to accumulate high con-
centrations of cytotoxic purines, presumably as a defense
mechanism without harm to itself? And more relevant to the
present review, can these natural antipurines or their syn-
thetic counterparts be utilized to preferentially kill cancer
cells without affecting normal tissues? The answer to the
latter question must be a qualified because with the excep-
tion of the 6-thiopurines there are no purine antimetabolites
in general clinical use in the treatment of neoplasms. How-
ever, among the new anticancer drugs undergoing clinical
evaluation, the purine antimetabolites indeed play a very
prominent role. Of 37 experimental anticancer drugs for
which INDA’s were filed by the NCI during the period
1977-1983, no less than seven are purine antimetabolites
(64). These experimental antipurines are:

L-alanosine (NSC 51143)

tiazofurin (NSC 286193)

fludarabine phosphate; 5-fluoro-ara-AMP (NSC 312887)
acivicin (NSC 163501)

DON; 6-diazo-5-oxo-L-norleucine (NSC 7365)
pentostatin; deoxycoformycin (NSC 218321) (poten-
tiates araA activity)

9-arabinosyl adenine; araA (NSC 404241) (in combina-
tion with pentoatatin).

In this review we will briefly describe the purine metabolic
network in order to provide a basic understanding of the
current rationale underlying the use of purine antimetab-
olites against neoplasms. Furthermore, we will provide a
summary of the currently available major antipurines and
their mechanisms of action. Detailed discussion will be lim-
ited to the 6-thiopurines, and tiazofurin as an example of
one of the experimental drugs.

Several antimetabolites are excluded since they do not act
specifically on purine metabolism alone, e.g., the antifols
and ribonucleotide reductase inhibitors. The listed gluta-
mine analog acivicin acts on pyrimidine metabolism (e.g.,
CTP synthetase), but it also blocks two purine pathways
(amidophosphoribosyl transferase and GMP synthetase)
and therefore represents to a substantial degree a purine
antimetabolite.
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THE PURINE METABOLIC NETWORK

Cells can synthesize purine nucleotides either by the de novo
pathway or by the salvage pathways that utilize preformed
purine bases and nucleosides (Figure 1). (For review see: 20,
65-75). The first de novo enzyme committed to purine bio-
synthesis, amido phosphoribosyl transferase or PRPP am-
idotransferase, utilizes PRPP and glutamine to form phos-
phoribosylamine. It represents the rate limiting step for
overall de novo purine biosynthesis and is the target of
inhibition by purine nucleotide products. From phosphori-
bosylamine the purine ring system is constructed in a series
of metabolic steps (Figure 1) with IMP as the first complete
purine nucleotide, which represents the branching point for
the biosynthesis of adenine and guanine nucleotides. IMP-
Dehydrogenase is probably the enzyme of lowest capacity
among the enzymes catalyzing purine ribonucleotide metab-
olism. Control at the IMP branching point is provided by
both positive and negative feedback mechanisms: ATP is
required for GTP synthesis, and GTP for ATP synthesis,
while GMP and AMP inhibit their own production (20).
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