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1. Abstract
1.1. Background: Adjuvant chemotherapy is recommended for pa-
tients with colon cancer in stage III and stage II accompanied with 
high-risk features. The study is to clarify effects of  oral adjuvant 
chemotherapy of  uracil-futraful (UFUR) and leucovorin on Dukes B 
and Dukes C colorectal cancer (CRC) patients.

1.2. Methods: CRC patients receiving surgery and chemotherapy 
from March 2005 to October 2013 were enrolled. End of  follow up 
was October 2020 or upon mortality. The patient’s status of  perfor-
mance was from 0-2. The patients who were lost in follow up, didn’t 
finish the chemotherapy were excluded. A p-value of  less than 0.05 
was considered statistically significant. 

1.3. Results: 127 patients received 400 mg UFUR and 60 mg leuco-
vorin daily for 2 years; 245 patients for 1.5 years; 59 patients for 1 
year. No grade 3 or 4 toxicity occurred. No patients suffered from 
febrile neutropenia. The grade 1 or 2 toxicity was mainly due to di-
arrhea in 57 patients (11.6%), fatigue in 52 patients (10.5%), nausea/
anorexia in 15 patients (3.1%), and stomatitis/mucositis in 12 pa-
tients (2.4%). The low incidence of  neutropenia/lymphopenia in 63 
patients (12.8%) and thrombocytopenia in 65 patients (13.2%) (Table 
2). Patients with UFUR and leucovorin for 2 years had better survival 
than those who were with for 1.5 years and 1 year respectively

1.4. Conclusion: UFUR/ leucovorin may replace 5-FU in the adju-

vant setting because of  its effectiveness, safety with less side effects 
and equivalent. OS, avoid complication of  central venous catheter, 
reduced hospitalization and cost, and more freedom for the patients. 
Patients should be encouraged to take medications for 2 years as ad-
juvant chemotherapy for CRC following surgical resection. 

2. Mini-Abstract
UFUR/ leucovorin may replace 5-FU in adjuvant setting because 
of  effectiveness, safety and equivalent OS, Patients should be en-
couraged to take medications for 2 years for CRC following surgical 
resection. 

3. Background
Colorectal cancer (CRC) is the most common cancer in Taiwan and 
the third leading cause of  cancer-related mortality [1]. In 1992, the 
National Institutes of  Health published the first evidence-based 
guideline for using adjuvant therapy among patients with colorectal 
cancer [2]. Multiple randomized trials also showed reduced incidence 
of  death and disease recurrence in patients with stage III colon 
cancer treated using adjuvant chemotherapy [3,4]. The peer-review 
group determined that patients with stage III colon cancer can ben-
efit from adjuvant fluorouracil (5-FU)-based chemotherapy [5]. In 
patients with non-metastatic CRC, the status of  lymph node metas-
tasis is the strongest pathologic factor influencing their survival [6]. 
The five-year survival rate of  CRC patients is about 80–85% in stage 
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I and 70%-75% in stage II [7]. In contrast, only 45% of  stage III 
CRC patients undergo surgery alone [8]; therefore, adjuvant chemo-
therapy is recommended for colon cancer patients at stage III and 
stage II accompanied with high- risk features [9]. However, only 50% 
of  such patients in advanced ages undergo adjuvant therapy after 
surgical resection. The optimal therapeutic strategies in this group 
of  patients must balance the risks and benefits of  treatment. Owing 
to prolonged life expectancy, patients around 70 and 80 years of  age 
require an improved therapeutic plan for this potentially curable dis-
ease [10-12]. We aimed to clarify the effects of  oral adjuvant chemo-
therapy of  uracil-futraful (UFUR) and leucovorin on stage II (Dukes 
B) and stage III (Dukes C) CRC patients.

4. Materials and Methods
CRC patients with and without lymph node metastasis receiving sur-
gery and chemotherapy under the care of  the senior author TCH 
from March 2005 to October 2013 were enrolled. End of  follow 
up was October 2020 or upon mortality. The patients selected to 
participate in the present study were aged ≥18 years and exhibited 
histologically determined CRC. The stage of  CRC was either Stage 
III (Dukes’ C) or Stage II (Dukes’ B) with high risk of  recurrence 
and metastasis. High risk stage II included patients with vascular, 
lymphatic, or perineural invasion in the surgical specimen. Prior to 
study enrollment, the following inclusion criteria were determined: 
a Karnofsky performance status of  ≥80%, ≤2.0 mg/dL bilirubin, 
≤1.5 mg/dL creatinine, an absolute granulocyte count of  ≥1500/μL, 
and a platelet count of  ≥100,000/μL. 

In the present study, all enrolled patients were treated with continu-
ous UFUR (300 mg/m2/day) and leucovorin (45–60 mg/m2/day). 
Each UFUR capsule (TTY BioPharm, Co., Ltd., Taipei, Taiwan) con-
tained a 1:4 molar ratio of  the 5 fluorouracil (5 FU) prodrug teg-
afur (100 mg) and the dihydropyrimidine dehydrogenase inhibitor 
uracil (224 mg). Each leucovorin tablet (TTY BioPharm, Co., Ltd.) 
contained 15 mg of  leucovorin. The supportive care included lop-
eramide,  antiemetic agents, and oral cephradine for diarrhea lasting 
>48 h. National health insurance of  Taiwan reimbursed the amount 
of  money for UFUR and leucovorin usage up to 2 years as adju-

vant chemotherapy for colorectal cancer. Upon progression, patients 
were administered an irinotecan-based or oxaliplatin based regimen 
in addition to UFUR and leucovorin (TEGAFIRI or TEGAFOX); 
however, agents including bevacizumub and cetaximub were not rou-
tinely used because of  insufficient funding during the study period. 
All patients were monitored from March 2005 until December 2020 
or death.

All clinical and pathological data were retrieved from computer files 
and medical records of  Mackay Memorial Hospital. The patients’ 
status of  performance was 0–2. The patients who were lost to fol-
low-up or did not complete chemotherapy were excluded. The data 
were collected and analyzed. P-value < 0.05 was considered statisti-
cally significant. 

5. Results
In total, 491 patients were included in this study (249 male and 242 
female). The mean age was 63 years (range: 51–73 years). Primary site 
of  the tumor was the colon in 217 patients (44.2%) and the rectum 
in 272 patients (55.4%). There were 84 patients with stage II (Dukes’ 
B) tumors and 407 patients with stage III (Dukes’ C) tumors. (Table 
1). Excluding patients with additional intravenous injection of  chem-
otherapeutic agents, 127 patients were administered 400 mg UFUR 
and 60 mg leucovorin daily for 2 years; 245 patients were adminis-
tered 400 mg UFUR and 60 mg leucovorin daily for 1.5 years; 59 pa-
tients were administered 400 mg UFUR and 60 mg leucovorin daily 
for 1 year. Diarrhea was the most frequently observed side effect; 
however, it was manageable. In our regimen, no grade 3 or 4 toxicity 
occurred. No patients suffered from febrile neutropenia. The grade 
1 or 2 toxicity was mainly due to diarrhea in 57 patients (11.6%), 
fatigue in 52 patients (10.5%), nausea/anorexia in 15 patients (3.1%), 
and stomatitis/mucositis in 12 patients (2.4%). The low incidence 
of  neutropenia/lymphopenia in 63 patients (12.8%) and thrombo-
cytopenia in 65 patients (13.2%) was because of  suppressed bone 
marrow (Table 2). Moreover, patients that were administered UFUR 
and leucovorin for 2 years had better survival than those who were 
administered UFUR and leucovorin for 1.5 years and 1 year respec-
tively (Figure 1 for stage III and Figure 2 for Stage II).

Table 1: Characteristics of  patients

Eligibility of the study N＝491(100%)
  Age, median (range) 63 (51–73) y/o
Sex N (%)
  Male 249 (50.7%)
  Female 242 (49.3%)
Stage of tumor N (%)
ll 84 (17.11%)
lll 407 (82.89%)
Location of tumor N (%)
Cecum 8 (1.63%)
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Ascending 55 (11.2%)
Ascending &transverse 1 (0.2%)
Transverse 29 (5.91%)
Transverse &sigmoid 1 (0.2%)
Descending 23 (4.68%)
Sigmoid 100 (20.37%)
Sigmoid& rectum 1 (0.2%)
Rectum 272 (55.4%)
Transverse& rectum 1 (0.2%)
Regimen of chemotherapy N (%)
UFUR alone2＝B.I.D for 2 years 127(25.87%)
UFUR alone2＝B.I.D for 1.5 years 245 (49.90%)
UFUR alone2＝B.I.D for 1 year 59 (12.02%)
FOLFOX for 6 months followed by UFUR alone2＝B.I.D for 1.5 years 8 (1.63%)
Tega FOX for 6 months followed by UFUR alone2＝B.I.D for 1.5 years 26 (5.3%)
5-FU for 6 months 26 (5.3%)

Table 2: Side effect of  uracil-tegafur and leucovorin

Side effect Number of  patients (N) Percentage (%)

Diarrhea 57 11.6

Fatigue 52 10.5

Nausea/anorexia 15 3.1

Stomatitis/mucositis 12 2.4

Neutropenia/lymphopenia 63 12.8

Figure 1:
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6. Discussion
Adjuvant chemotherapy with FU and levamisole was recommended 
for patients with Stage III (Dukes C) colon cancer owing to evidenc-
es regarding reduced disease relapse and mortality (30% to 40%) at 
5 years [13]. High risk Stage II (Dukes’ B) patients could also bene-
fit from adjuvant chemotherapy [7,8]. Although chemotherapy was 
the standard treatment for stage III (Dukes C) CRC patients, some 
patients do not follow the guideline owing to advanced age and co-
morbidities. Therefore, it is important to understand the effect of  
chemotherapy on overall survival (OS) or disease-free survival (DFS) 
in clinical practice Although practical implication is important, sta-
tistical anlyais is indispensable in most studies.  instead of  the sta-
tistically analysis [14,15]. Most recommended regimens of  adjuvant 
chemotherapy, such as systemic FU plus levamisole or folinic acid, 
are associated with measureable side effects and subjective symptoms 
including fatigue, anorexia, loss of  taste, and medical dependence, 
which affect the quality of  life, especially among patients with ad-
vanced age. Elderly patients are less willing to receive chemotherapy 
because of  their apprehensions regarding the side effects. To ensure 
appropriate treatment administration, further studies exploring phy-
sicians’ and patients’ knowledge and attitudes toward the treatment 
are essential.

Currently, optimum chemotherapy regimens in adjuvant CRC treat-
ment is the 4-week mayo clinic schedule, the weekly Rosewell Park 
regimen, IMPACT (Manchover regimen), and the QUASAR regimen 
[16]. New advice was proven after MOSAIC study for the FOL-
FOX4 regimen [17]. The mayo clinic regimen caused high toxicity, 
with up to 36% grade 3–4 mucositis, 24% grade 3–4 diarrhea, 24% 
neutropenia [13]. The weekly Rosewell Park regimen had high tox-
icity; it caused grade 3 or 4 toxicity in 28% patients. However, the 
limited number of  cases made it impossible to conduct further me-
ta-analysis with other regimens [18]. International MOSAIC study 

reported a six-year DFS rate of  up to 78.5%. There was a 23% risk 
reduction. However, 12.4% of  grade 3 neuropathy cases were also 
noted [18]. These regimens necessitate intravenous injection, which 
requires insertion of  central venous catheter, hospital admission, or 
carrying an infusor with a small pump that delivers medication for 
chemotherapy [19]. Oral chemotherapeutic agents such as capicit-
abine or uraci-futraful are alternatives to chemotherapy, both for 
adjuvant and metastatic CRC (20). Previously we published a man-
uscript titled “Pharmacoeconomic analysis of  Capecitabine versus 
5-Fluorouracil/Leucovorin as adjuvant therapy for stage III colon 
cancer in Taiwan” in the journal of  “Value in Health,” to assess the 
cost-effectiveness of  oral capecitabine compared with intravenous 
bolus 5-fluorouracil/leucovorin (5-FU/LV) in the adjuvant treat-
ment of  stage III colon cancer in Taiwan from payer (Bureau of  Na-
tional Health Insurance [BNHI]) perspectives. We found that from 
the perspectives of  the BNHI and society in Taiwan, capecitabine is 
cost-effective and it also improves health outcomes compared with 
5-FU/LV in the adjuvant treatment of  stage III colon [21] cancer. 
We also published an article titled “Cost minimization comparison 
of  oral UFT/L versus 5-FU/LV as adjuvant therapy in the “Journal 
of  Comparative Effectiveness” in the journal of  “Research J Comp 
Effectiveness, to determine the more cost-effective treatment alter-
native between UFT/LV and 5-FU/LV in Stages II and III CRC 
from Taiwan’s National Health Insurance perspective. In total, US$ 
3620.80–$ 3709.16 per patient per treatment were saved during the 
UFT/LV treatment. UFT/LV had outcomes comparable to those 
of  5-FU/LV; UFT/LV was also the more cost-effective treatment as 
adjuvant chemotherapy [22].

Further, owing to a similar survival rate and lower toxicity, oral 
UFUR/LV is suggested as an alternative regimen to intravenous 
5-FU/LV in post-operative CCRT of  locally advanced rectal can-
cer; the data was published in the journal of  “Anticancer Research” 

Figure 2:
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as “Post-operative Concurrent Chemoradiation Therapy Using Oral 
Uracil-tegafur versus Weekly Intravenous Fluorouracil for Locally 
Advanced Rectal Cancer” [23]. Even among aged patients, radical 
surgery followed by adjuvant CCRT using oral tegafur was well toler-
ated and resulted in fair clinical outcomes; our observation (investi-
gation) was published in the “International Journal of  Gerontology” 
as “Radical Proctectomy Followed by Adjuvant Chemoradiation with 
Oral Tegafur is Well Tolerated by Elderly Patients with Rectal Can-
cer” [24]. 

Although oral UFT (NSABP C-06 study) and Xeloda (X-ACT study) 
have a safer profile, there is less neutropenia and infrequent diarrhea 
in UFT than in Xeloda. In this retrospective study, the author did not 
conduct a dosage reduction. Moreover, the low incidence of  neu-
tropenia/lymphopenia in 63 patients (12.8%) and thrombocytopenia 
in 65 patients (13.2%) was attributed to bone marrow suppression. 
Patients who were administered UFUR and leucovorin for 2 years 
showed better survival than those who were administered UFUR and 
leucovorin for 1.5 years and 1 year, respectively. A randomized trial is 
needed to understand whether extended treatment period is benefi-
cial for patients who require adjuvant chemotherapy for stage II and 
stage III colon cancers. 

7. Conclusion
Multiple agents and multi-modality treatment might offer long- term 
survival in patients with metastatic or recurrent CRC. Oral form of  
UFUR/ leucovorin may replace 5-FU in the adjuvant setting because 
of  its effectiveness, safety with less side effects and equivalent. OS, 
avoid complication of  central venous catheter, reduced hospitaliza-
tion and cost, and more freedom for the patients. Patients should be 
encouraged to take medications for 2 years as adjuvant chemother-
apy for CRC following surgical resection.

References: 

1. Taiwan Ministry of  Health and Welfare. Summary of  Taiwan cancer regis-
try mortality statistics (Chinese).

2. NIH Consensus Conference. Adjuvant therapy for patients with colon 
and rectal cancer. JAMA. 1990; 264(11): 1444-50.

3. Schrag D, Cramer LD, Bach PB, Begg CB. Age and adjuvant chemother-
apy use after surgery for stage III colon cancer. J Natl Cancer Inst. 2001; 
93(11): 850-7. 

4. Jessup JM, Stewart A, Creene FL, Minsky BD. Adjuvant chemotherapy for 
stage III colon cancer. JAMA. 22005; 294(21): 2703-11. 

5. Zaniboni A, Labianca R, Marsoni S, Torri V, Mosconi P, Grilli R, et al. 
GIVIO-SITAC 01: A ranomized trial of  adjuvant 5-flurouracil and folinic 
acid administered to patients with colon carcinoma: long term results and 
evaluation of  the indicators of  health-related quality of  life. Cancer. 1998; 
82(11): 2135-44. 

6. National Comprehensive Cancer Netwrok. NCCN clinical practice guide-
lines in oncology. Colon Cancer V.3. 2010; 7(8): 778-831.

7. Schrag D, Rifas-Shiman S, Saltz L, Bach PB, Begg CB. Adjuvant chemo-
therapy use for medicare beneficiaries with stage II colon cancer. Journal of  
clinical oncology: official journal of  the American Society of  Clinical Oncol-
ogy. 2002; 20(19): 3999-4005.

8. Bension AB, 3rd, Schrag D, Somerfield MR, Cohen AM, Figueredo AT, 
Flynn PJ, et al. American Society of  Clinical Oncology recommendations 
on adjuvant chemotherapy for stage II colon cancer. 2004; 22(16): 3408-19. 

9.Sargent DJ MD, Thibodeau S, et al. Confirmation of  deficient mismatch 
repair (dMMR) as a predictive marker for lack of  benefit from 5-FU based 
chemotherapy in stage II and III colon cancer (cc): a pooled molecular re-
analysis of  randomized chemotherapy trials. Journal of  clinical oncology: 
official journal of  the American Society of  Clinical oncology. 2008; 26: 4008. 

10. Folprecht G, Cunningham D, Ross P, Glimelius B, Di Costanzo F, Wils J, 
et al. Efficacy of  5-fluorouracil-based chemotherapy in elderly patients with 
metastatic colorectal cancer. Ann Oncol. 2004; 15(9): 1330-8.

11. Townsley CA, Selby R, Siu LL. Systematic review of  barriers to the 
recruitment of  older patients with cancer onto clinic trials, J Clinc Oncol. 
2005; 23(13): 3112-24. 

12. Potosky AL, Harlan LC, Kaplan RS, Johnson KA, Lynch CF. Age, sex 
and racial differences in the use of  standard adjuvant therapy for colorectal 
cancer. J Clin ONcol. 2001; 20(5): 1192-202. 

13. Mortel CG, Fleming TR, Macdonald JS, Haller DG, Laurie JA, Goodman 
PJ, et al. Levamisole and fluoprouracil for adjuvant therapy of  resected colon 
carcinoma. N Engl J Med. 1990; 322(6): 352-8.

14. Laurie JA, Moertel CG, Fleming TR, Wieand HS, Leigh JE, Rubin J, et 
al. The North Central Cancer Treatment Group and the Mayo Clinic. Surgi-
cal adjuvant therapy of  large-bowel carcinoma. J Clinc Oncol. 1989; 7(10): 
1447-56. 

15. Sundararajan V, Mitra N, Jacobson JS, Grann VR, Heitjan DF, Neugut 
AI. Survival associated with 5-fluorouracil-based adjuvant chemotherapy 
among elderly patients with node-positive colon cancer. Ann Intern Med. 
2002; 136(5): 349-57. 

16. Gray R, Barnwell J, Hills R, McConkey C, Williams N, Kerr D. QUASAR: 
A randomized study of  ajuvant chemotherapy CT) vs observation including 
3238 colorectal cancer patients. J Clin Oncol. 2004; 22(14). 

17. Andre T, Boni C, Mounedji-Boudiaf  L, Navarro M, Tabernero J, Hickish 
T, et al. Muticenter international study of  oxaliplatin/5-Fluorouracil/Leu-
covorin in the Adjuvant Treatment of  Colon Cancer (MOSAIC) Investi-
gators. Oxaliplatin, flurouracil, and leucovorin as adjuvamnt treatment for 
colon cancre.N Engl J Med. 2003; 350: 2343-51.

18. Creaven PJ, Rustum YM, Petrelli NJ, Meropol NJ, Raghavan D, Rodri-
guez-Bigas M, et al. Phase I and pharmacokinetic evaluation of  floxuridine 
leucovorin given on the Roswell Park weekly regimen. Cancer chemotherapy 
and pharmacology. 1994; 34(3): 261-5.

19. Carrato A. Adjuvant treatment of  colorectal cancer. Gastrointest Cancer 
Res. 2008; 2(4): S42-6.

20. Van Custem E, Hoff  PM, Harper P, Bukowski RM, Cunningham D, 
Dufour P. Oral capecitabine vs intravenous 5-fluorouracil and leucovorin: in-
tegrated efficacy data and novel analyses from two large, randomised, phase 
III trials. Br J Cancer 2004; 90(6): 1190-7.

https://pubmed.ncbi.nlm.nih.gov/2202842/
https://pubmed.ncbi.nlm.nih.gov/2202842/
https://pubmed.ncbi.nlm.nih.gov/11390534/
https://pubmed.ncbi.nlm.nih.gov/11390534/
https://pubmed.ncbi.nlm.nih.gov/11390534/
https://pubmed.ncbi.nlm.nih.gov/16333005/
https://pubmed.ncbi.nlm.nih.gov/16333005/
https://pubmed.ncbi.nlm.nih.gov/9610692/
https://pubmed.ncbi.nlm.nih.gov/9610692/
https://pubmed.ncbi.nlm.nih.gov/9610692/
https://pubmed.ncbi.nlm.nih.gov/9610692/
https://pubmed.ncbi.nlm.nih.gov/9610692/
https://pubmed.ncbi.nlm.nih.gov/19755046/
https://pubmed.ncbi.nlm.nih.gov/19755046/
https://pubmed.ncbi.nlm.nih.gov/12351597/
https://pubmed.ncbi.nlm.nih.gov/12351597/
https://pubmed.ncbi.nlm.nih.gov/12351597/
https://pubmed.ncbi.nlm.nih.gov/12351597/
https://pubmed.ncbi.nlm.nih.gov/15199089/
https://pubmed.ncbi.nlm.nih.gov/15199089/
https://pubmed.ncbi.nlm.nih.gov/15199089/
https://pubmed.ncbi.nlm.nih.gov/15319237/
https://pubmed.ncbi.nlm.nih.gov/15319237/
https://pubmed.ncbi.nlm.nih.gov/15319237/
https://pubmed.ncbi.nlm.nih.gov/15860871/
https://pubmed.ncbi.nlm.nih.gov/15860871/
https://pubmed.ncbi.nlm.nih.gov/15860871/
https://pubmed.ncbi.nlm.nih.gov/11870160/
https://pubmed.ncbi.nlm.nih.gov/11870160/
https://pubmed.ncbi.nlm.nih.gov/11870160/
https://pubmed.ncbi.nlm.nih.gov/2300087/#:~:text=We conclude that adjuvant therapy,adaptable to conventional medical practice.
https://pubmed.ncbi.nlm.nih.gov/2300087/#:~:text=We conclude that adjuvant therapy,adaptable to conventional medical practice.
https://pubmed.ncbi.nlm.nih.gov/2300087/#:~:text=We conclude that adjuvant therapy,adaptable to conventional medical practice.
https://pubmed.ncbi.nlm.nih.gov/2778478/
https://pubmed.ncbi.nlm.nih.gov/2778478/
https://pubmed.ncbi.nlm.nih.gov/2778478/
https://pubmed.ncbi.nlm.nih.gov/2778478/
https://pubmed.ncbi.nlm.nih.gov/11874307/
https://pubmed.ncbi.nlm.nih.gov/11874307/
https://pubmed.ncbi.nlm.nih.gov/11874307/
https://pubmed.ncbi.nlm.nih.gov/11874307/
https://ascopubs.org/doi/10.1200/jco.2004.22.90140.3501
https://ascopubs.org/doi/10.1200/jco.2004.22.90140.3501
https://ascopubs.org/doi/10.1200/jco.2004.22.90140.3501
https://pubmed.ncbi.nlm.nih.gov/15175436/
https://pubmed.ncbi.nlm.nih.gov/15175436/
https://pubmed.ncbi.nlm.nih.gov/15175436/
https://pubmed.ncbi.nlm.nih.gov/15175436/
https://pubmed.ncbi.nlm.nih.gov/15175436/
https://pubmed.ncbi.nlm.nih.gov/8004761/
https://pubmed.ncbi.nlm.nih.gov/8004761/
https://pubmed.ncbi.nlm.nih.gov/8004761/
https://pubmed.ncbi.nlm.nih.gov/8004761/
https://pubmed.ncbi.nlm.nih.gov/19343149/
https://pubmed.ncbi.nlm.nih.gov/19343149/
https://pubmed.ncbi.nlm.nih.gov/15026800/
https://pubmed.ncbi.nlm.nih.gov/15026800/
https://pubmed.ncbi.nlm.nih.gov/15026800/
https://pubmed.ncbi.nlm.nih.gov/15026800/


             6

2024, V10(7): 1-6

21. Hsu TC, Chen HH, Yang MC, Wang HM, Chuang JH, Jao SW, et al. 
Pharmacoeconomic analysis of  Capecitabine versus 5-Fluorouracil/Leucov-
orin as adjuvant therapy for stage III colon cancer in Taiwan. Value Health 
2011; 14(5): 647-51.

22. Hsu TC, Wang CC. Cost minimization comparison of  oral UFT/L ver-
sus 5-FU/LV as adjuvant therapy. J Comp Eff  Res. 2019; 8(2): 73-79.

23. Hsieh CH, Chen YJ, Chang KH, Hsu HH, Liu CK, Hung SK, et al. 
Post-operative concurrent chemoradiation therapy using oral uracil-tegafur 
versus weekly intravenous fluorouracil for locally advanced rectal cancer. An-
ticancer research. 2006; 26: 3709-16.

24. Huang YC, Li CJ, Hsu TC, et al. Radical proctectomy followed by adju-
vant chemoradiation with oral tegafur is well tolerated byelderly patients with 
rectal cancer. International Journal of  Gerontology. 2020; 14: 42-45.

https://pubmed.ncbi.nlm.nih.gov/21839401/
https://pubmed.ncbi.nlm.nih.gov/21839401/
https://pubmed.ncbi.nlm.nih.gov/21839401/
https://pubmed.ncbi.nlm.nih.gov/21839401/
https://pubmed.ncbi.nlm.nih.gov/30560687/
https://pubmed.ncbi.nlm.nih.gov/30560687/
https://pubmed.ncbi.nlm.nih.gov/17094389/
https://pubmed.ncbi.nlm.nih.gov/17094389/
https://pubmed.ncbi.nlm.nih.gov/17094389/
https://pubmed.ncbi.nlm.nih.gov/17094389/

