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Abstract

Background: This work was to evaluate the perioperative safety and efficacy of cytoreductive surgery (CRS) plus
hyperthermic intraperitoneal chemotherapy (HIPEC) with lobaplatin and docetaxel in patients with peritoneal
carcinomatosis (PC) from gastrointestinal and gynecological cancers.

Methods: Patients were treated by CRS + HIPEC with lobaplatin 50 mg/m2 and docetaxel 60 mg/m2 in 6000 mL of
normal saline at 43 ± 0.5 °C for 60 min. Vital signs were recorded for 6 days after CRS + HIPEC procedures. Perioperative
serious adverse events (SAE), hematological, hepatic, renal, and electrolytes parameters, the changes in serum tumor
markers (TM) before and after operation, patient recovery, and overall survival (OS) were analyzed.

Results: One hundred consecutive PC patients underwent 105 CRS + HIPEC procedures and postoperative
chemotherapy. The median CRS + HIPEC duration was 463 (range, 245–820) min, and the highest temperature and heart
rate during six postoperative days were 38.6 °C (median 37.5 °C) and 124 bpm (median 100 bpm), respectively. The 30-
day perioperative SAE occurred in 16 (15.2 %) and mortality occurred in 2 (1.9 %) patients. Most routine blood laboratory
tests at 1 week after surgery turned normal. Among 82 cases with increased preoperative TM CEA, CA125, and CA199, 71
cases had TM levels reduced or turned normal. Median time to nasogastric tube removal was 5 (range, 3–23) days, to
liquid food intake 6 (range, 4–24) days, and to abdominal suture removal 15 (range, 10–30) days. At the median follow-
up of 19.7 (range, 7.5–89.2) months, the median OS was 24.2 (95 % CI, 15.0–33.4) months, and the 1-, 3-, and 5-year OS
rates were 77.5, 32.5, and 19.8 %, respectively. Univariate analysis identified five independent prognostic factors on OS:
the origin of PC, peritoneal cancer index, completeness of CRS, cycles of adjuvant chemotherapy, and SAE.
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Conclusions: CRS + HIPEC with lobaplatin and docetaxel to treat PC is a feasible procedure with acceptable safety and
can prolong the survival in selected patients with PC.

Trial registration: ClinicalTrials.gov, NCT00454519

Keywords: Lobaplatin, Docetaxel, Peritoneal carcinomatosis, Cytoreductive surgery, Hyperthermic intraperitoneal
chemotherapy

Background
The locoregional progression of gastrointestinal and
gynecological malignancies such as gastric cancer (GC),
colorectal cancer (CRC), ovarian cancer (OC), primary
peritoneum carcinomatosis (PPC), pseudomyxoma peri-
tonei (PMP), malignant peritoneal malignancies (MPM),
frequently results in peritoneal carcinomatosis (PC),
characterized by the presence of tumor nodules of
various size, number, and distribution on the peritoneal
surface, with significant negative impact on both survival
and quality of life, due to refractory ascites, progressive
intestinal obstruction, and unrelieved abdominal pain.
The traditional therapies for PC include systemic chemo-
therapy, palliative surgery, and best support care, without
any hope of cure. PC patients have a very poor prognosis
with median survival less than 6 months [1, 2].
With better understanding of the tumor biological be-

haviors and advances in treatment technologies, the
landscape of PC has changed remarkably, in that PC is
regarded as locoregional disease rather than widespread
terminal condition. Over the past decades, novel thera-
peutic approaches to PC have emerged, combining
cytoreductive surgery (CRS) plus hyperthermic intraperi-
toneal chemotherapy (HIPEC), which integrate the advan-
tages of surgically removing the bulky visible tumor
burden and regional hyperthermic chemotherapy eradicat-
ing micrometastases and invisible free cancer cells [3].
Hyperthermia and chemotherapy have synergistic ef-

fects, which is significantly enhanced at 42 °C [4–6]. The
chemotherapeutic regimens for HIPEC include cisplatin,
carboplatin, oxaliplatin, fluorouracil, mitomycin, pacli-
taxel and docetaxel, among others [7–9]. A study of
antitumor drugs has been conducted because of the suc-
cess of cisplatin. Forty years after the discovery of the
biological activity of cisplatin for the first time, oxalipal-
tin and carboplatin as routine chemotherapeutics are
widely used in clinical application today, while nedapla-
tin, heptaplatin, and lobaplatin have only been autho-
rized, respectively, in Japan, South Korea, and China
[10]. Though the response rate for first-line carboplatin
and paclitaxel is 70 to 80 %, this approach still yields
poor results and overall 5-year survival rate is less than
30 % [8]. Lobaplatin is a third-generation platinum
compound, which has demonstrated various advantages,
including potent antineoplastic activity, no significant

nephrotoxicity or neurotoxicity [11], no cross-resistance
with cisplatin [12], and relative molecular mass larger
than other platinum drugs with the advantage of
pharmacokinetics in intraperitoneal chemotherapy. Do-
cetaxel is a semisynthetic compound in the taxane class
of anticancer drugs. Although thought to operate
through the same mechanism of action as paclitaxel
by limiting microtubule depolymerization, the anti-
microtubule depolymerization capacity of docetaxel is
twice as much as paclitaxel. Moreover, docetaxel has
been found to have different spectra of activity and
incomplete cross-resistance.
Phase I/II clinical trials of lobaplatin in combination

with docetaxel have demonstrated acceptable safety and
efficacy for a variety of malignant solid tumors [13, 14].
Several basic researches have suggested that lobaplatin
and docetaxel prove synergistic antineoplastic effects
when used in combination [15]. Therefore, we summarize
the clinical results of CRS + HIPEC with lobaplatin and
docetaxel to treat PC at our center.

Methods
Patient selection
This study included 100 consecutive patients of PC
treated by 105 CRS + HIPEC procedures from January
2008 to June 2015, including 41 patients from CRC, 30
from GC, 16 from OC and PPC, and 13 from PMP.
Major clinicopathological characteristics of the patients
are listed in Table 1. The evaluations and major inclu-
sion and exclusion criteria were reported previously [16].

CRS + HIPEC procedure
A designated team of surgical oncologists, anesthesiolo-
gists, and operating room staff focusing on PC therapy per-
formed CRS + HIPEC procedure, with detailed description
reported previously [7, 16]. Before being anesthetized, the
Expression Sequential Compression System Vascular Refill
Detection device was wrapped to both legs of the patient
in order to prevent deep venous thrombosis because of
longer operation time. The abdominal exploration was
conducted under general anesthesia and stable
hemodynamic monitoring, through a midline xyphoid-
pubic incision. Once the abdominal wall was open, detailed
assessment of PC was carried out, recording the size and
distribution of tumor nodules, and the quantity and quality
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of ascites, to calculate the peritoneal cancer index (PCI) ac-
cording to the principle by Sugarbaker [17]. Then maximal
CRS was conducted to remove the primary and metastatic
tumor with acceptable margins, any involved adjacent
structures, regional lymph nodes, and peritonectomy
where peritoneal surfaces were involved by tumor [17].
The completeness of cytoreduction (CC score) was deter-
mined according to Sugarbaker’s criteria [18] before
HIPEC. CC-0 indicates no residual peritoneal disease after
CRS; CC-1 represents less than 2.5 mm of residual disease;

Table 1 Major clinicopathologic characteristics of the 100 PC
patients

Items Value, n (%)

Gender

Male/female 41 (41)/59 (59)

Age (years)

<60/≥60 71 (71)/29 (29)

Median KPS score (range) 70 (60–90)

Primary tumor

Carcinoma of the stomach 30 (30)

Carcinoma of the colorectum 41 (41)

Pseudomyxoma peritonei 13 (13)

Carcinoma of ovary and primary peritoneum 16 (16)

Histopathology

Adenocarcinoma, poorly/intermediately differentiated 44 (44)

Undifferentiated carcinoma 3 (3)

Myxoadenocarcinoma and signet-ring cell carcinoma 26 (26)

Serous adencarcinoma 14 (14)

Pseudomyxoma peritonei 13 (13)

Neoadjuvant chemotherapy

Yes/no 47 (47)/53 (53)

PC timinga

Synchronous/metachronous 80 (80)/20 (20)

PCI scoresa

≤20/>20 44 (44)/56 (56)

Median PCI scores (range) 22 (3–39)

Ascites at surgeryb

≤1000 mL/>1000 mL 63 (63)/37 (37)

Surgical procedures-organ resection

Partial/total gastrectomy 24 (24)

Resection of jejunum 4 (4)

Resection of ileum 12 (12)

Resection of ileocecus 32 (32)

Ascending colectomy 27 (27)

Transverse colectomy 32 (32)

Descending colectomy 12 (12)

Sigmoidectomy 16 (16)

Rectectomy 29 (29)

Resection ovarian/fallopian tube 29 (29)

Hysterectomy 15 (15)

Partial hepatectomy 2 (2)

Splenectomy 11 (11)

Cholecystectomy 11 (11)

Number of organ resecteda,c

1–3 resections 59 (67.1)

4–7 resections 23 (26.1)

8–12 resections 6 (6.8)

Table 1 Major clinicopathologic characteristics of the 100 PC
patients (Continued)

Peritonectomya

Greater/lesser omentum 92 (92)

Left diaphragmatic copula 15 (15)

Right diaphragmatic copula 38 (38)

Right colon gutter 41 (41)

Left colon gutter 42 (42)

Liver round ligament/sickle ligament 53 (53)

Douglas/rectovesical pouch 49 (49)

Anterior wall peritoneum 40 (40)

Pelvic peritoneum 58 (58)

Mesenteric fulguration 66 (66)

Peritoneal resection areaa

1–3 resections 44 (44)

4–6 resections 16 (16)

7–12 resections 40 (40)

CC scoresa

0 30 (30)

1 32 (32)

2–3 38 (38)

Number of anastomosisa

None or ostomy only 25 (25)

=1/>1 35 (35)/40 (40)

Postoperative chemotherapy moded

SC/SC + IP 31 (38.3)/50 (61.7)

Postoperative chemotherapy cycles

<6/≥6 49 (49)/51 (51)

Median postoperative chemotherapy cycles (range) 6 (1–12)

Median postoperative SC/IP + SC cycles (range)d 5 (1–12)/6 (1–12)

Median duration of ICU (hours) (range) 22 (11–94)

Median duration of hospitalization (days) (range) 20 (10–76)

Median follow-up (months) (range) 19.7 (7.5–89.2)
aAccording to the first surgery
bFive patients each underwent two operations
c12 patients without organ resection
d19 patients without any postoperative chemotherapy
PC peritoneal carcinomatosis, KPS Karnofsky performance score, PCI peritoneal
cancer index, CC completeness of cytoreduction, SC systemic chemotherapy,
IP intraperitoneal chemotherapy, ICU intensive care unit
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CC-2 means residual tumor between 2.5 mm and 2.5 cm;
and CC-3 indicates more than 2.5 cm of residual tumor or
the presence of a sheet of unresectable tumor nodules.
After CRS, abdominal cavity was sufficiently open by

Mediflex Surgical Products and all-layer surgical incision
protector covered the open abdomen in order to keep
the temperature stable and avoid chemotherapy drugs
diffusing into the air before HIPEC, because the open
coliseum technique was thought to provide optimal ther-
mal homogeneity and spatial diffusion [17], with 50 mg/
m2 of lobaplatin and 60 mg/m2 of docetaxel each dis-
solved in 3 L of saline. When the perfusion saline was
kept at 43.0 ± 0.5 °C and monitored with temperature
sensors on real time by an automatic hyperthermia
chemotherapy perfusion device (ES-6001, Wuhan E-sea
Digital Engineering, Wuhan, China), the perfusion solu-
tion was infused at a rate of 400 mL/min. The total
HIPEC time was 60 min. After HIPEC, the perfusion
solution in the peritoneal cavity was withdrawn by the
suction. Then the operation field was checked again for
any suspected mishaps. The anastomoses were made to
restore the continuity of the digestive tract. Routine col-
ostomy was not performed, but in patients with exten-
sive pelvic resections of the sigmoid colon, rectum,
uterus, and bladder, colostomy was made. Then drainage
tubes were placed at appropriate sites of anastomosis
and depending on the type of primary operation. The
incision was closed with a tension-reduced suture, and
patient was transferred to the intensive care unit (ICU)
for recovery.

Postoperative monitoring
All patients were carefully monitored for the following
parameters: (1) The changes in body temperature and
heart rate were recorded for 6 days after surgery; (2)
The complete peripheral blood routine, blood biochem-
ical parameters were examined on the first and seventh
postoperative days, and cardio-pulmonary function was
monitored, the change in serum tumor markers (TM)
before and after operation; (3) Anastomotic leakage,
intra-abdominal infection, hemorrhage, intestinal ob-
struction, and other life-threatening serious adverse
events (SAE); (4) Wound healing, including fat liquefac-
tion, incision split, surgical site infection, incisional her-
nia, time to suture, and drainage tube removal; (5)
Postoperative recovery of gastrointestinal and other or-
gans functions, including bowel sound, flatus passage,
defecation, time of removing nasogastric tube and urin-
ary catheter, and liquid food intake time; and (6) Survival
outcomes.

Postoperative chemotherapy and follow-up
Postoperative adjuvant chemotherapy included intra-
peritoneal chemotherapy (IP) through the IP port

mostly using lobaplatin (50 mg/m2, on day 1, every
21 days) and docetaxel (60 mg/m2, on day 1, every
21 days), and systemic chemotherapy (SC) mainly with
irinotecan, leucovorin, and 5-fluorouracil (FOLFIRI)
and oxaliplatin, leucovorin, and 5-fluorouracil (FOL-
FOX) regimens, all dosed according to body surface
area calculation [17, 19]. Platinum combined with do-
cetaxel was used in IP as had been proved to improve
OS for PC patients with acceptable safety [20]. IP
were given after the patients fully recovered from the
operation, and SC was delivered with IP synchron-
ously or alternately. Chemotherapy information was
listed in Table 1.
All patients underwent routinely postoperative follow-

up with physical examination, chest and abdominopelvic
computed tomography, full gastrointestinal contrast
media, and serum tumor markers (TM) every 3 months
during the first 2 years and then every 6 months there-
after by outpatient consultation or by telephone. The last
follow-up was on June 8, 2015, and the overall follow-up
rate was 100 %.

Statistical analysis and term definition
All data were obtained from a prospectively established
database of clinical records, surgical and pathology re-
ports, image examination and laboratory reports, and
follow-up records. And data were analyzed by SPSS soft-
ware for windows, version 19.0 (SPSS Inc., Chicago, IL,
USA), with P < 0.05 considered as statistically significant.
The numerical data were directly recorded, and the cat-
egory data were recorded into different categories.
The following study parameters were defined: (1) Peri-

operative period: from the day of CRS + HIPEC to day
30 postoperation; (2) Metachronous PC: after the pri-
mary tumor had been treated, the patients developed PC
during follow-up; (3) Synchronous PC: PC was diag-
nosed synchronously at first treatment; (4) PCI ≤20 was
defined as low PCI (LPCI), and PCI >20 was defined as
high PCI (HPCI) [18]; (5) The current research defined
CC0-1 as complete cytoreduction and CC2-3 as incom-
plete cytoreduction [18]; (6) Adverse events: the CRS +
HIPEC related complications during the perioperative
period, including SAE and other side effects; the former
mainly involved life-threatening complications such as
intestinal or anastomotic leakage, intestinal obstruction,
hemorrhage, and sepsis, and the latter included of
anemia, hepatic and renal toxicity, electrolyte disturb-
ance, hypoalbuminemia, myelosuppression, and delayed
wound healing, all on the basis of NCI Common Ter-
minology Criteria (CTC) for Adverse Events version 4.0
[21]; (7) Overall survival (OS): the time period from CRS
+ HIPEC to death as a result of disease for metachro-
nous PC; and the time period from first treatment of PC
to death due to synchronous PC.
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Results
A total of 100 PC patients were treated with 105 CRS +
HIPEC procedures, including five patients each receiving
two CRS + HIPEC procedures (all of five patients due to
tumor recurrence). There were 59 women and 41 men,
with a median age of 51 (range, 23–73) years. The me-
dian operation time was 463 (range, 245–820) min. Dur-
ing surgery, the median volume of blood loss, ascites,
and urine output were 600 (range, 100–4000) mL, 500
(range, 0–4200) mL, and 1200 (range, 200–3350) mL,
respectively, and the median transfusion volume of red
blood cells, plasma, cryoprecipitation and other fluids
were 600 (range, 0–3600) mL, 600 (range, 0–2350) mL,
150 (range, 0–300) mL, and 3500 (range, 300–13,500)
mL, respectively. In terms of organ resection, 59 patients
received removal of 1-3 organs segments, 23 patients
had excisions involving 4-7 organs segments, and 6 pa-
tients had resections involving 8–12 organs segments.
All patients underwent peritonectomy in more than one
area of the peritoneal and pelvic cavity (Table 1) and
stayed in ICU a median of 22 (range, 11–94) h.
Wound healing was successful in all but three pa-

tients who had fat liquefaction. The median time to
urinary catheter removal was 3 (range, 2–6) days, to
nasogastric tube removal 5 (range, 3–23) days, to fluid
food intake 6 (range, 4–24) days, to drainage tube re-
moval 9 (range, 5–69) days, to abdominal sutures re-
moval 15 (range, 10–30) days, and to hospital
discharge 20 (range, 10–76) days.
After operation, 30 patients received a median of 5

(range, 1–12) cycles of SC and 51 patients received a
median of 6 (range, 1–12) cycles of PIC + SC proce-
dures. The other patients did not receive adjuvant
chemotherapy due to intestinal leakage (n = 4), intestinal
obstruction (n = 2), acute myocardium infraction (n = 1),
and declining any chemotherapy (n = 12).

Vital signs during perioperative period
The body temperature and heart rate decreased grad-
ually to normal in a week after CRS + HIPEC, the num-
ber of patients with body temperature exceeding 37 °C
were 95, 57, 11, and 1 during the first 4 days after
operation (Table 2).

Laboratory results during perioperative period
The major laboratory results are listed in Table 3. One
week before CRS + HIPEC, TM increased in 82 (78.1 %)

of 105 CRS + HIPEC procedures, including cancer anti-
gen 125 (CA125) only increased in 23, carcinoembryonic
antigen (CEA) only increased in nine, and cancer anti-
gen 199 (CA199) only increased in three; CEA + CA125
increased in nine, CEA + CA199 increased in nine,
CA125 + CA199 increased in ten, and all these three in-
creased in 19. One week after CRS + HIPEC, CEA,
CA125, CA199, CEA + CA125, CEA + CA199, CA125 +
CA199, and CEA + CA125 + CA199 decreased or
returned to normal in 9, 21, 3, 9, 7, 5, 17, respectively,
and all of that in 71.

Survival analysis
At the median follow-up of 19.7 (range, 7.5–89.2)
months for all PC patients in this study, there were 55
(55 %) patients who died, 16 (16 %) survived with tumor,
and 29 (29 %) survived without tumor. The 1-, 3-, 5-year
OS rates were 77.5, 32.5, and 19.8 %, respectively. The
median OS was 24.2 (95 % CI, 15.0–33.4) months
(Fig. 1a). The OS comparisons were stratified based on
major clinicopathological factors (Table 4). Female pa-
tients, age ≥60 years, non-neoadjuvant chemotherapy,
synchronous PC, and ascites ≤1000 mL were factors for
better OS. The OS of PC patients from PMP, OC + PPC,
GC and CRC were not reached, 34.6 (95 % CI, 22.1–
47.1) months, 15.7 (95 % CI, 10.8–20.6) months, and
14.9 (95 % CI, 7.9–21.9) months (P = 0.000, log rank
test) (Fig. 1b), respectively. The median OS for LPCI vs.
HPCI was 46.1 (95 % CI, 10.7–81.5) vs. 16.3 (95 % CI,
8.6–24.0) months (P = 0.007, log rank test) (Fig. 2a). The
median OS for CC0-1 vs. CC2-3 was 42.9 (95 % CI,
28.3–57.5) vs. 13.6 (95 % CI, 10.6–15.6) months (P =
0.000, log rank test) (Fig. 2b). The median OS for post-
operative chemotherapy ≥6 vs. <6 cycles was 31.9 (95 %
CI, 24.1–39.7) months vs. 14.1 (95 % CI, 9.6–18.6)
months (P = 0.000, log rank test) (Fig. 2c). The median
OS for non-SAE vs. SAE was 31.2 (95 % CI, 20.5–41.9)
months vs. 12.2 (95 % CI, 9.5–15.0) months (P = 0.007,
log rank test) (Fig. 2d).

Serious adverse events (SAE)
SAE (grades 3–5) occurred in 16 (15.2 %) of 105 CRS +
HIPEC procedures (Table 5). Five patients developed
gastrointestinal obstruction, four gradually recovered by
active conservation remedy, and one with severe gastro-
plegia returned to normal gastrointestinal function
13 days after surgery. Four patients developed intestinal

Table 2 Important monitoring data of 100 PC patients with 105 CRS + HIPEC procedures during the 6 days after surgery

Index Range (median)

Day 1 Day 2 Day 3 Day 4 Day 5 Day 6

Temperature (°C) 36.4–38.6 (37.5) 36.4–38.0 (37.0) 36.2–37.5 (36.5) 36.2–37.3 (36.5) 36.2–37.0 (36.5) 36.2–36.8 (36.5)

Heart rate (bpm) 76–124 (100) 65–120 (84) 62–120 (80) 60–90 (75) 60–84 (72) 60–84 (72)
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leakage. The first patient with generalized peritonitis
syndrome on postoperative day 4 received a reoperation
to repair the anastomosis on postoperative day 10 but
failed to repair the leakage and then turned to conserva-
tive treatment, the patient survived 2.2 months after the
surgery. The second patient developed serious gastric-
jejunum anastomosis fistula and sigmoid-rectum
anastomosis fistula on postoperative day 8, generalized
peritonitis, peritoneal abscess formation and septicemia
because of Staphylococcus aureus and Candida tropicalis
infection, with flushing abdominal cavity, intraperitoneal
drainage, antibiotics, and total parenteral nutrition sup-
port, the patient survived 2.3 months after the operation.
The third patient with generalized peritonitis syndrome
on postoperative day 11 then developed septicemia due
to gram-negative bacilli; given the above active conserva-
tive treatment, the patient survived 24 days after the sur-
gery. The fourth patient developed late-onset mild
anastomosis fistula on postoperative day 30 and received

conservative treatment; the patient survived 3 months
after the surgery.
Two patients developed severe diarrhea (grade 3) on

postoperative days 6 and 8, respectively, received anti-
diarrheal therapy, restoration of intestinal flora and elec-
trolytes supplementation therapy, and recovered after 15
and 20 days, respectively. Four patients developed septi-
cemia, two of whom were secondary to above anasto-
mosis leakage, and the other two patients were infected
with Candida parapsilosis, Enterococcus faecium on
postoperative days 10 and 9, respectively, received inten-
sified antiseptic treatments, and these two patients com-
pletely recovered in about 8 days. The last SAE case
developed acute myocardium infraction on postoperative
day 2 and the patient died.

Discussion
CRS + HIPEC as a comprehensive treatment strategy
makes the best of surgical resection, locoregional

Table 3 Blood profile and biochemical test results of 100 PC patients with 105 CRS + HIPEC procedures

Parameter Median (range) Normal
valueDay 1 Day 7

Peripheral blood test

Hemoglobin (g/L) 112.5 (66.0–155.0) 116.6 (84.5–151.0) 120–160

Red blood cell (×109/L) 3.96 (2.21–5.55) 3.9 (3.04–4.99) 4–5.5

White blood cell (×109/L) 9.37 (1.33–21.97) 7.74 (4.10–15.60) 4–10

Neutrophil count (×109/L) 8.6 (0.83–20.93) 5.73 (2.64–12.80) 2–7

Platelet count (×109/L) 177 (58–459) 213 (93–555) 100–300

Liver function tests

Aspartate aminotransferase (U/L) 37 (8–310) 13–51 (22) 0–46

Alanine aminotransferase (U/L) 36 (11–163) 20 (11–50) 0–46

Total bilirubin (μmol/L) 16.4 (4.5–56.6) 12.6 (5.5–24.8) 0–25

Direct bilirubin (μmol/L) 5.2 (0.3–38.2) 3.4 (0.1–11.1) 0–7

Indirect bilirubon (μmol/L) 10.5 (2.3–40.0) 9.5(3.3–20.0) 1.5–18

Total protein (g/L) 50.1 (31.9–67.2) 62.5 (46.8–75.8) 60–80

Albumin (g/L) 26.1 (10.8–44.3) 29.7–47.2 (38.6) 35–55

Globulin (g/L) 24 (10.4–35.1) 23 (13.8–36.6) 20–30

Gamma glutamyl transferase (g/L) 17 (5–132) 40 (10–154) 5–55

Alkaline phosphatase (U/L) 56 (11–135) 76 (36–154) 35–134

Renal function tests

Blood urea nitrogen (mmol/L) 3.7 (0.8–8.0) 4.8 (1.7–10.3) 1.7–7.2

Creatine (μmol/L) 50.5 (22.0–91.9) 56.9 (30.1–97.1) 45–117

Electrolytes

K+ (mmol/L) 3.68 (3.05–4.84) 4.35 (3.52–5.45) 3.5–5.5

Na+ (mmol/L) 136.4 (125.6–155.5) 138 (132.1–144.0) 135–145

Cl- (mmol/L) 102.3 (93.4–122.4) 100.9 (96.1–113.0) 96–106

Ca2+ (mmol/L) 1.91 (1.51–2.33) 2.15 (1.91–2.69) 2–2.7

Mg2+ (mmol/L) 0.85 (0.64–1.14) 0.96 (0.81–1.15) 0.85–1.15

Wu et al. World Journal of Surgical Oncology  (2016) 14:246 Page 6 of 12



chemotherapy, hyperthermal therapy, and large volume
abdominal perfusion washing by CRS to remove the
peritoneal and abdominopelvic visible tumor, and the
synergistic effects of HIPEC to eradicate residual tumor
nodules, micrometastases, and free cancer cells. So far, it
is the most effective strategy to treat PC [22]. We have
launched experimental [23] and clinical [7, 16] studies to
prove the safety and effectiveness of CRS + HIPEC for
PC. The Netherlands Cancer Institute has proved in
colorectal PC patients the 70 % gain in overall survival
(22.4 months in the CRS + HIPEC group vs. 12.6 months
with standard palliative therapy) and recommends that
CRS + HIPEC be the standard treatment model for CRC
PC patients [22]. Spiliotis has conducted a phase III pro-
spective randomized study in recurrent epithelial ovarian
cancer and demonstrated that CRS + HIPEC could pro-
long OS nearly twice as much as single CRS (26.7 vs.
13.4 months) [24].
The peritoneal-plasma barrier limits the absorption

of large molecule-weight drugs by the peritoneum, en-
suring high concentration of drugs in the abdominal
perfusion solution. As a result, HIPEC increases the
direct cytotoxic effects of chemotherapeutic drugs on
peritoneal surface tumors and reduces the systemic
side effects. The mechanism of lobaplatin is similar to
that of other platinum drugs. Specifically, lobaplatin
induces the formation of inter-strand Pt-GG and Pt-
AG crosslinks, hindering DNA replication and tran-
scription ultimately inhibiting gene expression in
tumor cells [25]. Lobaplatin has shown encouraging
broad-spectrum anticancer activity against OC, CRC,
GC, lung cancer, breast cancer, and nasopharynx can-
cer [13–15, 26, 27]. Docetaxel is a semisynthetic com-
plex of the taxane class anti-tumor drugs. It binds to

free tubulin, accelerates the assembly of tubulin into
stable microtubules, and suppresses microtubule de-
polymerisation, blocks cell cycle in G-M phase, and
inhibits cell proliferation. Docetaxel is also a broad-
spectrum cytotoxic drug with potent effects on several
malignant solid tumors [28, 29]. A phase I clinical
trial demonstrated that lobaplatin combined with do-
cetaxel to treat human solid tumors could exhibit
short-term efficacy with a low incidence of SAE [13].
To achieve maximal CRS including organs and peri-

toneal areas resection, the field of operation should be
wide, increasing the risks for major complications. A
single-center large sample-size study on 243 PC patients
revealed a mortality rate 3 %, SAE rate 43 %, and the
SAEs mostly being intra-abdominal collection (40 %), in-
fection (38 %), pleural effusion (37 %), pneumothorax
(15.6 %), fistula (11.5 %), ileus (9.5 %), pneumonia
(7.4 %), bleeding (5.8 %), perforated viscus (5.8 %), pan-
creas leak (4.5 %), cardiac arrhythmias (4.1 %), and pul-
monary embolism (2.9 %) [30]. In this study, 16 (15.2 %)
SAEs occurred in 14 patients, and two of them died dur-
ing perioperative period, mortality and morbidity rates
being 1.9 and 15.2 %, respectively. Compared with litera-
ture reports, the SAE rate is relatively lower in our
study, possibly due to the following: (1) a designated
team performing CRS + HIPEC procedures; (2) the use
of broad-spectrum and strong antineoplastic HIPEC
drugs (lobaplatin 50 mg/m2 + docetaxel 60 mg/m2 for
60 min); (3) tension-reduced suture in closing abdominal
incision and abdominal wound caring every day to en-
sure proper wound healing; (4) transfusion of blood,
fresh-frozen plasma, cryoprecipitation, and albumin to
promptly restore hemostasis; (5) use effective broad-
spectrum antibiotics to cover gram-positive, gram-

Fig. 1 The Kaplan-Meier OS curves for the whole patients treated by CRS + HIPEC (a), and comparisons of OS among different primary diseases (b).
momonths, OC ovarian cancer, PPC primary peritoneum carcinomatosis, GC gastric cancer, CRC colorectal cancer, PMP pseudomyxoma peritonei, CRS
cytoreductive surgery, HIPEC hyperthermic intraperitoneal chemotherapy
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negative, anaerobic, and aerobic bacteria; (6) postopera-
tive ICU monitoring; and (7) good nutritional support
and quick restoration of electrolytes balance.
Detailed analysis of the 16 SAEs reveals the following

features: (1) more advanced clinical stages, with median
PCI 26 (range, 15–39); (2) more complex and difficult
operation procedures, with median organ resections,
areas of peritonectomy, CC, and operation time being 4
(range, 0–7), 8 (range, 1–10), 2 (range, 1–3), and
660 min (range, 250–760 min), respectively; (3) signifi-
cantly greater negative impact of SAEs on OS, with me-
dian OS of only 12.2 (95 % CI, 9.5–15.0) months for

SAEs vs. 31.2 (95 % CI, 20.5–41.9) months for non-
SAEs. Therefore, more attention should be paid to
selecting LPCI patients for CRS + HIPEC treatment,
and intensified perioperative care to minimize the risk
of SAEs.
In addition to routine hematological examination, the

detection of serum TM was necessary. In this study, 82
patients had elevated serum CEA, CA125, or CA199
levels before operation, and 71 cases (86.6 %) had post-
operative TM levels reduced or returned to normal. As
serum CEA, CA125, and CA199 levels could reflect
tumor invasiveness [31], peritoneal free tumor cells in

Table 4 OS comparisons stratified by major clinicopathological factors

Variables Number Median OS (mo) 95 % CI (mo) P

Gender 0.955

Male 41 22.7 6.2–39.2

Female 59 24.2 14.2–34.2

Age (year) 0.608

<60 71 22.7 13.4–32.0

≥60 29 25.9 7.0–44.8

Primary tumor 0.000

Carcinoma of the stomach 30 15.7 10.8–20.6

Carcinoma of the colorectum 41 14.9 7.9–21.9

Pseudomyxoma peritonei 13 Not reached Not reached

Carcinoma of ovary and primary peritoneum 16 34.6 22.1–47.1

Neoadjuvant chemotherapy 0.128

No 53 31.2 18.4–44.0

Yes 47 20.7 11.6–29.8

PC timing 0.086

Synchronous 80 27.5 18.1–36.9

Metachronous 20 13.2 10.6–15.8

PCI scores 0.000

≤20 44 46.1 10.7–81.5

>20 56 16.3 8.6–24.0

CC scores 0.000

0–1 63 42.9 28.3–57.5

2–3 37 13.6 10.6–15.6

Postoperative chemotherapy cycles 0.000

<6 49 14.1 9.6–18.6

≥6 51 31.9 24.1–39.7

SAE 0.007

No 86 31.2 20.5–41.9

Yes 14 12.2 9.5–15.0

Ascites 0.095

≤1000 mL 63 24.2 13.5–34.9

>1000 mL 37 21.2 4.8–37.7

In the original surgery calculation
OS overall survival, mo months
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the ascites [32], and proliferative activity of tumor cells
in ascites or primary tumor [33], respectively, the reduc-
tion of these TM could provide direct evidence that CRS
+ HIPEC is effective to control PC.
The median OS for the 100 patients was 24.2 (95 %

CI, 15.0–33.4) months, with the 1-, 3-, and 5-year sur-
vival rates being 77.5, 32.5, and 19.8 %, respectively.
From this study, several lines of evidence could be ob-
tained to support the comprehensive strategy for PC.
First, the median disease specific OS could reach 31.2
and 27.5 months for patients with non-neoadjuvant
chemotherapy and synchronous PC, but 20.7 and
13.2 months for those with neoadjuvant chemotherapy
and metachronous PC. Although such differences did
not reach statistical significance, possibly due to follow-
up time and sample size, the data do suggest that non-
neoadjuvant chemotherapy and synchronous PC could
obtain relatively better survival from the therapy.

Second, in terms of origin of PC, the PMP and OC PC
achieved better OS than the others. In our study, the
median OS of OC PC, GC PC, and CRC PC was 34.6,
15.7, and 14.9 months, respectively, similar to the litera-
ture reports of 26.7, 12.0, and 13.7 months [7, 16, 24],
respectively, suggesting that CRS + HIPEC with lobapla-
tin and docetaxel to treat PC can achieve acceptable
clinical outcome. Third, in terms of PCI, 56 % of the
total patients in this study had HPCI, and the median
OS was 16.3 (95 % CI, 8.6–24.0) months. The results
suggest that HPCI patients could still benefit from CRS
+ HIPEC rather than the traditional treatment with a
poor median survival of less than 6 months. However, it
was significantly shorter than the median OS of 46.1
(95 % CI, 10.7–81.5) months for LPCI. Fourth, in terms
of CC score, 63 % of PC patients with CC0-1 CRS
achieved a median OS of 42.9 (95 % CI, 28.3–57.5)
months, much longer than the median OS of 13.6 (95 %

Fig. 2 Kaplan-Meier survival curves. The statistical significance in overall survival (OS) comparisons stratified by PCI (a), CC (b), postoperative
adjuvant chemotherapy (c), and SAE (d). mo months, PCI peritoneal cancer index, CC completeness of cytoreduction, SAE serious adverse events
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Table 5 Detailed information on 16 cases with SAE

Events Gender/age
(year)

Primary tumor PC
time

PCI Resection No.
Anastomosis

CC SAEs Interventionc OS (month)

Organ Peritoneal

Intestinal obstruction (n = 5, 4.8 %) F/45 Colon Met 24 2 9 1 1 CIO/AI CT 64.5, D

M/40 Colon Met 23 0 3 0 2 IIO/AI CT 12.2, D

F/23 Stomach Syn 30 1 2 2 2 CIO/AI CT 2.3, D

F/52 Colon Syn 15 0 8 0 1 IIO/AI CT 58.8, S

F/31 Colon Met 24 5 9 1 1 CIO/AI and combined gastroplegia CT 21.2, D

Intestinal leakage (n = 4, 3.8 %) F/26 Colon Syn 33 2 3 1 3 Limited peritonitis syndrome CT 12.6, D

F/40a Stomach Syn 28 5 9 3 2 Staphylococcus aureus and fungus
infection, generalized peritonitis,
abdominal abscess

CT 5.5, D

M/24a Colon Syn 16 7 1 1 1 Generalized peritonitis syndrome CT 6.3, D

F/53 Ovary Syn 39 4 9 1 1 Generalized peritonitis syndrome reoperation 31.8, D

Septicemia (n = 4, 3.8 %) F/41 Stomach Met 18 0 5 0 2 Candida parapsilosis CT 14.1, S

F/40b Stomach Syn 28 5 9 3 2 Staphylococcus aureus and
Candida tropicalis septicemia

CT 5.5, D

M/24b Colon Syn 16 7 1 1 1 Gram-negative bacilli CT 6.3, D

M/64 Pseudomyxoma
peritonei

Syn 33 5 10 1 2 Enterococcus faecium infection CT 7.0, S

Diarrhea (n = 2, 1.9 %) F/62 Colon Met 25 6 7 2 3 Over 8 stools per day CT 6.0, D

F/64 Colon Met 24 3 6 2 3 Over 8 stools per day CT 11.1, D

Acute myocardium infarction
(n = 1, 0.9 %)

F/73 Colon Syn 26 6 9 2 1 Grades 5 CT 25.9, D

Common Terminology Criteria for Adverse Events version 4.0
aTwo patients died of SAE
bDifferent SAEs developed in the same patient
cAll patients recovered after intervention
M male, F female, Syn synchronous, Met metachronous, CIO complete intestinal obstruction, IIO incomplete intestinal obstruction, AI adynamic ileus, CT conservative treatment, D death, S survival
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CI, 10.6–15.6 months) for CC2-3 patients. Therefore,
every effort should be made to maximally reduce the
tumor burden. Fifth, adjuvant chemotherapy also plays a
key role in the comprehensive therapeutic strategy.
Appling IP + SC procedures obtains double effects on
PC nodules from a bidirectional approach, which have
been proved to improve survival [17, 20]. And 51 % of
PC patients with postoperative chemotherapy ≥6 cycles
reached median OS of 31.9 (95 % CI, 24.1–39.7) months,
much longer than the 14.1 (95 % CI, 9.6–18.6) months
for those with chemotherapy <6 cycles. These results
again support the notion that LPCI, CC0-1, postopera-
tive chemotherapy ≥6 cycles are independent factors for
OS benefit [2, 4, 7, 8, 16, 24].
To our knowledge, there have been three major publi-

cations on the combination of lobaplatin and docetaxel
in clinical setting [13, 14, 34]. One was the observational
study on patients with plural effusion or ascites [34].
The other two was phase I/II clinical trials on the safety
and efficacy of the two agents on a variety of solid tu-
mors. A phase I clinical trial demonstrated that lobapla-
tin (35 mg/m2) combined with docetaxel (60 mg/m2) to
treat human solid tumors (non-small cell lung cancer
11, small cell lung cancer 2, breast cancer 2, gastric
cancer 1, endometrial carcinoma 1) could exhibit short-
term efficacy (the response rate 7.1 %, the disease
control rate 78.6 %) and a low incidence of SAE, such as
leukopenia 30 % (grade 3), neutropenia 50 % (grades 3–
4) without non-hematological toxicities, with median
chemotherapy cycles of four (range, 1–6 cycles) [13].
This phase I study established that the maximal toler-
ated dose for this chemotherapy regimen is lobaplatin
35 mg/m2 combined with docetaxel 60 mg/m2, and this
regimen demonstrated broad-spectrum anti-tumor prop-
erties against lung cancer, breast cancer, endometrial
cancer, and gastric cancer. A phase II study evaluated
the clinical efficacy and safety of lobaplatin (30 mg/m2)
combined with docetaxel (75 mg/m2) on 39 patients
with recurrent or metastatic nasopharygenal carcinoma
[14]. This study demonstrated 61.5 % overall response
rate, 84.6 % disease control rate, and the median time of
progression 10 (95 % CI, 7.3–12.8) months. The most
common grade 3/4 toxicities included leucopaenia and
neutropenia 17.9 %, anemia 5.1 %, and increased amino-
transferase level 2.6 %. This study again demonstrated
that this lobaplatin-docetaxel combination is effective
against squamous cell carcinoma. A clinical observa-
tional study demonstrated that lobaplatin (20–30 mg/
m2) used in intrapleural or intraperitoneal infusion is a
safe and effective treatment for patients with malignant
pleural effusion or ascites from colorectal cancer or uter-
ine cancer [34]. Compared with these studies, our study
is the first to demonstrate that the lobaplatin-docetaxle
regimen used in HIPEC is safe and effective against

peritoneal carcinomatosis from colorectal cancer, gastric
cancer, ovarian cancer, primary peritoneal carcinoma,
and pseudomyxoma peritonei. Our dose (50 mg/m2 of
lobaplatin and 60 mg/m2 of docetaxel) used is compar-
able to those reported above. And the adverse events
were also comparable to the reported results.

Conclusions
CRS + HIPEC with lobaplatin and docetaxel to treat PC
is a feasible procedure with acceptable safety and can
prolong the OS of patients with PC from gastrointestinal
and gynecological malignancies.

Abbreviations
CA125: Cancer antigen 125; CA199: Cancer antigen 199; CC: Completeness of
cytoreduction; CEA: Carcinoembryonic antigen; CRC: Colorectal cancer;
CRS: Cytoreductive surgery; GC: Gastric cancer; HIPEC: Hyperthermic
intraperitoneal chemotherapy; HPCI: High PCI; ICU: Intensive care unit;
IP: Intraperitoneal chemotherapy; LPCI: Low PCI; MPM: Malignant peritoneal
malignancies; OC: Ovarian cancer; OS: Overall survival; PC: Peritoneal
carcinomatosis; PCI: Peritoneal cancer index; PMP: Pseudomyxoma peritonei;
PPC: Primary peritoneum carcinomatosis; SAE: Serious adverse events;
SC: Systemic chemotherapy; TM: Tumor markers

Acknowledgements
The present study was supported by Special Fund for Key Academic
Discipline Development of Beijing Shijitan Hospital Affiliated to the Capital
Medical University (201501), Grants for Hubei Province’s Outstanding Medical
Academic Leader Program (201346), and the Science Fund for Doctorate
Mentors by China’s Ministry of Education (No. 20120141110042).

Funding
Supported by Special Fund for Key Academic Discipline Development of
Beijing Shijitan Hospital Affiliated to the Capital Medical University (201501),
Grants for Hubei Province’s Outstanding Medical Academic Leader Program
(201346), and the Science Fund for Doctorate Mentors by China’s Ministry of
Education (No. 20120141110042).

Availability of data and materials
The authors respect the patient’s right to privacy and protect their identity.
The authors presented all the necessary information about the study in the
manuscript. Raw data regarding the patient are managed strictly. Please
contact the first and the corresponding authors for data request.

Authors’ contributions
YL conceived and designed the experiments. HTW, XJY, and CQH performed
the experiments. HTW, XJY, CQH, JHS, ZHJ, QZ, and YL analyzed the data.
HTW, XJY, CQH, JHS, ZHJ, QZ, and YL contributed the reagents/materials/
analysis tools. HTW wrote the paper. All authors have approved the article as
submitted.

Competing interests
The authors declare that they have no competing interests.

Consent for publication
All authors have given the consent to publish the study.

Ethics approval and consent to participate
All patients provided written informed consent form, and the study protocol
was approved by the institutional review board of Zhongnan Hospital of
Wuhan University.

Received: 4 January 2016 Accepted: 8 September 2016

Wu et al. World Journal of Surgical Oncology  (2016) 14:246 Page 11 of 12



References
1. Stewart JH, Shen P, Levine EA. Intraperitoneal hyperthermic chemotherapy

for peritoneal surface malignancy: current status and future directions. Ann
Surg Oncol. 2005;12(10):765–77.

2. Chua TC, Esquivel J, Pelz JO, Morris DL. Summary of current therapeutic
options for peritoneal metastases from colorectal cancer. J Surg Oncol.
2013;107(6):566–73.

3. Sugarbaker PH. Surgical responsibilities in the management of peritoneal
carcinomatosis. J Surg Oncol. 2010;101(8):713–24.

4. Glehen O, Osinsky D, Cotte E, Kwiatkowski F, Freyer G, Isaac S, et al.
Intraperitoneal chemohyperthermia using a closed abdominal procedure
and cytoreductive surgery for the treatment of peritoneal carcinomatosis:
morbidity and mortality analysis of 216 consecutive procedures. Ann Surg
Oncol. 2003;10(8):863–9.

5. Elias D, Bonnay M, Puizillou JM, Antoun S, Demirdjian S, El OA, et al. Heated
intra-operative intraperitoneal oxaliplatin after complete resection of
peritoneal carcinomatosis: pharmacokinetics and tissue distribution. Ann
Oncol. 2002;13(2):267–72.

6. El-Kareh AW, Secomb TW. A theoretical model for intraperitoneal delivery of
cisplatin and the effect of hyperthermia on drug penetration distance.
Neoplasia. 2004;6(2):117–27.

7. Huang CQ, Feng JP, Yang XJ, Li Y. Cytoreductive surgery plus hyperthermic
intraperitoneal chemotherapy improves survival of patients with peritoneal
carcinomatosis from colorectal cancer: a case-control study from a Chinese
center. J Surg Oncol. 2014;109(7):730–9.

8. Coccolini F, Campanati L, Catena F, Ceni V, Ceresoli M, Jimenez CJ, et al.
Hyperthermic intraperitoneal chemotherapy with cisplatin and paclitaxel in
advanced ovarian cancer: a multicenter prospective observational study. J
Gynecol Oncol. 2015;26(1):54–61.

9. Li Y, Zhou YF, Liang H, Wang HQ, Hao JH, Zhu ZG, et al. Chinese expert
consensus on the cytoreductive surgery and hyperthermic intraperitoneal
chemotherapy for peritoneal malignancies. World J Gastroenterol. 2016;
22(30):6906–16.

10. Galanski M, Jakupec MA, Keppler BK. Update of the preclinical situation of
anticancer platinum complexes: novel design strategies and innovative
analytical approaches. Curr Med Chem. 2005;12(18):2075–94.

11. Wheate NJ, Walker S, Craig GE, Oun R. The status of platinum anticancer
drugs in the clinic and in clinical trials. Dalton Trans. 2010;39(35):8113–27.

12. Ali I, Wani WA, Saleem K, Haque A. Platinum compounds: a hope for future
cancer chemotherapy. Anticancer Agents Med Chem. 2013;13(2):296–306.

13. Peng Y, Liu YE, Ren XC, Chen XJ, Su HL, Zong J, et al. A phase I clinical trial
of dose escalation of lobaplatin in combination with fixed-dose docetaxel
for the treatment of human solid tumours that had progressed following
chemotherapy. Oncol Lett. 2015;9(1):67–74.

14. Long GX, Lin JW, Liu DB, Zhou XY, Yuan XL, Hu GY, et al. Single-arm, multi-
centre phase II study of lobaplatin combined with docetaxel for recurrent and
metastatic nasopharyngeal carcinoma patients. Oral Oncol. 2014;50(8):717–20.

15. Xie CY, Xu YP, Jin W, Lou LG. Antitumor activity of lobaplatin alone or in
combination with antitubulin agents in non-small-cell lung cancer.
Anticancer Drugs. 2012;23(7):698–705.

16. Yang XJ, Huang CQ, Suo T, Mei LJ, Yang GL, Cheng FL, et al. Cytoreductive
surgery and hyperthermic intraperitoneal chemotherapy improves survival
of patients with peritoneal carcinomatosis from gastric cancer: final results
of a phase III randomized clinical trial. Ann Surg Oncol. 2011;18(6):1575–81.

17. Sugarbaker PH. Successful management of microscopic residual disease in
large bowel cancer. Cancer Chemother Pharmacol. 1999;43:15–25.

18. Sugarbaker PH. Cytoreductive surgery and peri-operative intraperitoneal
chemotherapy as a curative approach to pseudomyxoma peritonei
syndrome. Eur J Surg Oncol. 2001;27(3):239–43.

19. Elias D, Gilly F, Boutitie F, Quenet F, Bereder JM, Mansvelt B, et al. Peritoneal
colorectal carcinomatosis treated with surgery and perioperative
intraperitoneal chemotherapy: retrospective analysis of 523 patients from a
multicentric French study. J Clin Oncol. 2010;28(1):63–8.

20. Liu Y, Yang T, Huang CQ, Li G, Li Y. Intraperitoneal chemotherapy for
peritoneal carcinomatosis improves efficacy with acceptable safety: results
of 200 cycles for 41 patients. Hepatogastroenterology. 2014;61(130):373–8.

21. National Cancer Institute: Common Terminology Criteria for Adverse Events
version 4.0. Available: http://ctep.cancer.gov/protocolDevelopment/
electronic_applications/ctc.htm. Accessed 11 Jan 2014.

22. Verwaal VJ, Ruth SV, Bree ED, Sloothen GWV, Tinteren HV, Boot H, et al.
Randomized trial of cytoreduction and hyperthermic intraperitoneal

chemotherapy versus systemic chemotherapy and palliative surgery in
patients with peritoneal carcinomatosis of colorectal cancer. J Clin Oncol.
2003;21(20):3737–43.

23. Tang L, Mei LJ, Yang XJ, Huang CQ, Zhou YF, Yonemura Y, et al. Cytoreductive
surgery plus hyperthermic intraperitoneal chemotherapy improves survival of
gastric cancer with peritoneal carcinomatosis: evidence from an experimental
study. J Transl Med. 2011;9:53.

24. Spiliotis J, Halkia E, Lianos E, Kalantzi N, Grivas A, Efstathiou E, et al.
Cytoreductive surgery and HIPEC in recurrent epithelial ovarian cancer: a
prospective randomized phase III study. Ann Surg Oncol. 2015;22(5):1570–5.

25. McKeage MJ. Lobaplatin: a new antitumour platinum drug. Expert Opin
Investig Drugs. 2001;10(1):119–28.

26. Li X, Li Y. Clinical study on chemotherapy of lobaplatin combined with
docetaxel in patients with relapsed ovarian cancer. Zhong Nan Da Xue Xue
Bao Yi Xue Ban. 2014;39(11):1131–6.

27. Li C, Zhang Y, Zhou J, Zhao G, Tang S. Therapeutic effect and tolerability of
gelatin sponge particle-mediated chemoembolization for colorectal liver
metastases: a retrospective study. World J Surg Oncol. 2013;11:222.

28. Ford H, Gounaris I. Docetaxel and its potential in the treatment of refractory
esophagogastric adenocarcinoma. Therap Adv Gastroenterol. 2015;8(4):189–205.

29. Tan Q, Joshua AM, Saggar JK, Yu M, Wang M, Kanga N, et al. Effect of
pantoprazole to enhance activity of docetaxel against human tumour
xenografts by inhibiting autophagy. Br J Cancer. 2015;112(5):832–40.

30. Chua TC, Saxena A, Schellekens JF, Liauw W, Yan TD, Fransi S, et al.
Morbidity and mortality outcomes of cytoreductive surgery and
perioperative intraperitoneal chemotherapy at a single tertiary institution:
towards a new perspective of this treatment. Ann Surg. 2010;251(1):101–6.

31. Zhang YH, Li Y, Chen C, Peng CW. Carcinoembryonic antigen level is related
to tumor invasion into the serosa of the stomach: study on 166 cases and
suggestion for new therapy. Hepatogastroenterol. 2009;56(96):1750–4.

32. Nakata B, Hirakawa YSCK, Kato Y, Yamashita Y, Maeda K, Onoda N, et al.
Serum CA 125 level as a predictor of peritoneal dissemination in patients
with gastric carcinoma. Cancer. 1998;83(12):2488–92.

33. Polat E, Duman U, Duman M, Derya Peker K, Akyuz C, Fatih Yasar N, et al.
Preoperative serum tumor marker levels in gastric cancer. Pak J Med Sci.
2014;30(1):145–9.

34. Huang XE, Wei GL, Huo JG, Wang XN, Lu YY, Wu XY, et al. Intrapleural or
intraperitoneal lobaplatin for treatment of patients with malignant pleural
effusion or ascites. Asian Pac J Cancer Prev. 2013;14(4):2611–4.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Wu et al. World Journal of Surgical Oncology  (2016) 14:246 Page 12 of 12

http://ctep.cancer.gov/protocolDevelopment/electronic_applications/ctc.htm
http://ctep.cancer.gov/protocolDevelopment/electronic_applications/ctc.htm

	Abstract
	Background
	Methods
	Results
	Conclusions
	Trial registration

	Background
	Methods
	Patient selection
	CRS + HIPEC procedure
	Postoperative monitoring
	Postoperative chemotherapy and follow-up
	Statistical analysis and term definition

	Results
	Vital signs during perioperative period
	Laboratory results during perioperative period
	Survival analysis
	Serious adverse events (SAE)

	Discussion
	Conclusions
	show [abbrev]
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	References

