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Abstract: mTOR inhibitors are emerging as important anti-neoplastic agents with a wide
range of clinical applications. The topoisomerase I inhibitor irinotecan is a potent DNA
damaging drug, with a broad spectrum of anticancer activities. mTOR appears to enhance
cancer cell survival following DNA damage, thus the inhibition of mTOR after irinotecan
could theoretically show synergistic activities in patients. Both mTOR inhibitors and
irinotecan have been used as single agents in soft tissue sarcomas with limited efficacy. We
completed a phase I trial of the combination of the mTOR inhibitor, temsirolimus, and
irinotecan in patients with advanced soft tissue sarcoma. Seventeen patients were recruited.
The Phase II recommended dose is 20 mg of temsirolimus and 80 mg/m2 of irinotecan
administered on weekly basis for three out of four weeks. Most frequently encountered
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toxicities include cytopenias, fatigue, and gastrointestinal toxicities. Two patients (one with
leiomyosarcoma and one with high grade undifferentiated sarcoma) had stable disease for
more than 12 months.
Keywords: sarcoma; mTOR inhibitors; irinotecan; temsirolimus; phase I

1. Introduction
The mammalian target of rapamycin (mTOR) is an essential signaling protein that has an
important role in various cellular processes, particularly in nutrient sensing, cell mass regulation and
proliferation [1]. mTOR operates downstream from the PI3K signaling pathway, which is frequently
up-regulated in cancer [2]. mTOR is an atypical serine/threonine protein kinase of the phosphatidylinositol
3-kinase (PI3K)-related kinase family, which functions by complexing with other proteins (mTOR
complex 1 and 2) to promote protein translation through phosphorylation of the translational
regulators, eukaryotic translation initiation factor 4E (eIF4E)-binding protein 1 (4E-BP1) and S6
kinase 1 (S6K1) (Figure 1) [1,3]. mTOR also up-regulates the expression of hypoxia inducible factor
(HIF)-1α, which mediates the expression of several key angiogenic factors including the vascular
endothelial growth factor. Thus, inhibition of mTOR also results in an antiangiogenic effect in
sarcomas [4,5]. Additionally, the loss of p53, a common event in cancer, promotes mTOR activation [6].
Multiple familial cancer syndromes occur due to mutations in genes encoding proteins that signal
upstream of the mTOR complexes, (including tuberous sclerosis proteins 1 and 2 (TSC1/2), serine
threonine kinase 11 (STK11 or Lkb1), phosphatase and tensin homolog (PTEN), and neurofibromatosis
type 1 (NF1). Oncogenic activation of mTOR induces several processes required for cancer cell growth,
survival, and proliferation [1]. Thus, inhibition of mTOR kinase activity impacts multiple pathways
that are important for tumor maintenance such as the protein translation of several oncogenes [3].
Two mTOR inhibitors, analogs of rapamycin, temsirolimus (Torisel®) and everolimus (RAD-001,
Afinitor®) are clinically available for renal cell cancer [7–9], well differentiated neuroendocrine
tumors [10], and in combination with hormonal therapy for metastatic breast cancer [11]. mTOR
inhibitors have modest inhibitory activity against soft tissue sarcoma except in perivascular epithelioid
cell tumors [12] and angiomyolipomas [13]. In a phase II study of temsirolimus in patients with
untreated advanced soft tissue sarcoma, two patients (with undifferentiated fibrosarcoma and uterine
leiomyosarcoma) achieved a confirmed partial response lasting 3 and 17 months, respectively [14]. A
phase II study of ridaforolimus in patients with refractory sarcoma also showed a potential clinical
benefit [15]. Ridaforolimus, as maintenance therapy after chemotherapy, was tested in a phase III trial
in patients with soft tissue sarcoma. A clinical benefit rate of 29% was observed in the 212 evaluable
patients with a minor survival advantage [16]. Most common adverse events are anemia, hyperglycemia,
dyspnea, nausea and vomiting, neutropenia, hypokalemia, fatigue and stomatitis [17].
Irinotecan is a topoisomerase I inhibitor that generates DNA damage in replicating cells [18], and
triggers cell cycle arrest, apoptosis, and senescence [19]. Single agent and various combinations of
irinotecan have been used as salvage therapies for a variety of pediatric soft tissue sarcomas with
responses varying from 15 to 50% [20–23]. The pharmacokinetics of topoisomerase inhibitors are
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highly variable, thus not reliable and not helpful for defining the optimal schedule. Animal
experimentation shows that prolonged exposure is better than high doses intermittently, thus the choice
of a weekly dosing for this study [24].
Figure 1. mTOR pathway.

Cancer cell survival following irinotecan-induced DNA damage is regulated by mTOR. A synergy
was found between irinotecan and rapamycin in human xenografts colon cancers. mTOR interferes
with hypoxia-inducible factor-1α (HIF-1α), a key transcription factor with a pivotal role in tumor cell
metabolism (Figure 1). Topoisomerase I inhibitors, such as irinotecan, also inhibits the accumulation
of HIF-1α. Human colon cancers xenografted in nude mice treated with the combination of low doses
irinotecan and rapamycin showed a potent inhibition of the mTOR/HIF-1α axis, which was
accompanied by a dramatic reduction in tumor volume, compared to single agent. In vitro experiments
further confirmed this synergy [25]. These results identify HIF-1α as the potential target and provide a
rationale for this study testing the combination of irinotecan and temsirolimus in soft tissue sarcomas.
We hypothesized that mTOR inhibition could potentiate the clinical activity of irinotecan by
preventing the regulation of cancer cell survival. The primary objective of this study was to determine
the maximum tolerated dose (MTD) and the toxicity profile of the combination. A secondary objective
was to evaluate the clinical activity of this regimen.
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2. Experimental Section
The study (NCT00996346) was approved by the Institutional Review Board and all patients signed
an informed consent before enrollment. This trial was conducted according to Good Clinical Practice
guidelines. Eligibility criteria included patients older than 17 years, with a histologically proven
advanced soft tissue sarcoma, and who had failed at least one prior treatment for metastatic disease.
Recurrence had to be assessable by RECIST criteria version 1. Patients had to have a performance
status of 0–2 and normal organ function (peripheral granulocyte count of equal or greater than
1,500 cells/mm3, hemoglobin equal or greater than 8 g/dL, platelet count equal or greater than
100,000/mm3 and absence of a regular red blood cell transfusion requirement; normal hepatic function
with a total bilirubin equal or lower than the upper limit of normal and SGOT or SGPT equal or lower
than two times the upper limit of normal, adequate renal function defined by a serum creatinine equal
or lower than 1.5 times the upper limit of normal, and a clinically normal cardiac function) with a
fasting total cholesterol and triglyceride levels below 350 mg/dL and 400 mg/dL, respectively.
Pregnant women or nursing mothers were not eligible.
The study was planned to be conducted in two parts. A 3+3 phase I two-arm crossing design was
utilized in Part 1 to define the MTD [26]. A part 2 of the study (Expansion phase) was planned if two
or more objective responses were observed during the part 1 after recruiting 17 patients, but was never
implemented. Part 1 was done in two arms using a fixed dose of one drug in each arm [26]. Both drugs
were administered on a weekly basis for three consecutive doses, followed by one week of rest.
Irinotecan was given first over 60 min, followed by temsirolimus over 30 min. Each cycle lasted four
weeks. No intra-patient dose escalations were allowed. Each patient was treated until disease
progression or intolerable side effects developed. Arm A consisted of a fixed dose of irinotecan at
80 mg/m2 and a starting dose of temsirolimus of 15 mg with increments of 5 mg for subsequent
cohorts. Arm B consisted of a fixed dose of temsirolimus 25 mg and a starting dose of irinotecan of
50 mg/m2 with increments of 15 mg/m2 for subsequent cohorts.
DLTs were defined as grade 3 neutropenia on retreatment day, a grade 4 febrile neutropenia, a
drug-related grade 3 or 4 non-hematologic toxicity (except fatigue, nausea, vomiting or grade 3
hypersensitivity reaction), a grade 2 or greater motor or sensory neuropathy, or inability to receive
consecutive doses of treatment during the first four weeks of treatment. Adverse events were assessed
with the NCI Common Terminology Criteria for Adverse Events, Version 3. The MTD was defined as
the dose preceding that at which at least two out of six patients experience a DLT. For patients’ safety,
doses of the fixed drug could be reduced by one tier in subsequent cycles, after the first cycle was
appropriately completed. Statistics were descriptive for part 1. Repeated cycles at the same dose level
were given to patients who benefited from treatment (complete or partial remission, or stabilization of
disease) after resolution of non-hematologic toxicity to a grade 0 or 1, and return of absolute
neutrophil count to ≥1,500 cells/mm3 and platelet count to ≥100,000/mm3. If toxic effects precluding
therapy persisted for three weeks or more, patients were removed from the study. Patients were
examined every four weeks and blood parameters were verified weekly. Imaging studies were repeated
every eight weeks and tumors evaluated by the RECIST criteria version 1. The clinical benefit rate was
calculated as the sum of complete and partial responses plus stable disease.
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3. Results and Discussion
Thirty-five patients were screened and 17 patients were enrolled between October 2009 and May
2011. Reasons for enrollment failure were ineligibility (16 patients) and refusal to participate
(two patients). Patient characteristics are described in Table 1.
Table 1. Patient characteristics (N = 17).
Median Age
Performance Status
Races/Ethnicities

Histology

Prior Therapies

Non-Hispanic White
Hispanic White
Black
Undifferentiated sarcoma
Leiomyosarcoma
Liposarcoma
Myxofibrosarcoma
Peripheral Nerve Sheath Tumor
Extraosseous osteosarcoma
Surgery
Radiotherapy
One prior chemotherapy
More than one chemotherapy

57 years (range, 26–72)
0 (0–2)
8
7
2
Male/Female
4/1
0/4
1/2
3/0
1/0
1/0
14
8
13
4

Three patients were enrolled on Arm B (fixed dose of temsirolimus 25 mg and a starting dose of
irinotecan of 50 mg/m2). All three patients had a dose limiting toxicity (DLT); grade 3 neutropenia on
retreatment day 8 in one patient, and inability to receive three doses of weekly treatment in two
patients who described gastrointestinal symptoms of nausea, emesis, and diarrhea. One of these two
patients received the first dose and refused further administrations. He also had a DLT of grade 3
muscle weakness, related to electrolyte imbalance from the gastrointestinal symptoms. The other
patient had a second administration at a reduced dose of temsirolimus from 25 mg to 20 mg, and then
refused the third dose. Thus this arm was closed. Arm A (fixed dose of irinotecan at 80 mg/m2 and a
starting dose of temsirolimus of 15 mg) was completed after fourteen patients were accumulated, six
at the starting level and eight at the next dose level (fixed dose of irinotecan at 80 mg/m2 and
temsirolimus at 20 mg). There was one patient with a DLT at the starting dose who did not recover the
platelet count to 100,000/mm3 at the end of the 4th week. Thus, three additional patients were treated
at that level and no further DLT were observed. The second cohort was the last cohort since 25 mg per
week of temsirolimus could not be combined with a lower dose of irinotecan in Arm B. A total of eight
patients were enrolled at that level. No DLTs were observed. Because no objective responses were
seen in these patients, this regimen was not sufficiently active in refractory soft tissue sarcoma and part 2
of the study was never initiated. Adverse events are described in Table 2. The hematological side
effects were manageable, usually a grade 1 or 2 in a third of the patients, but timely recovery of blood
counts did not always happen with additional cycles of therapy, indicating a possible cumulative
toxicity. Other side effects included gastrointestinal intolerance with nausea, diarrhea and vomiting,
again in a third of the patients, as well as fatigue and skin rash.
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Table 2. Adverse events per cohort for all cycles of treatment.
Adverse Event

Cohort
Grade 1 Grade 2 Grade 3 Grade 4 Total/cohort Percentage for all patients
Arm B level 1 (N = 3)
Anemia
Arm A level 1 (N = 6)
1
1
24%
Arm A level 2 (N = 8)
3
3
Arm B level 1 (N = 3)
1
1
2
Neutropenia
Arm A level 1 (N = 6)
1
1
2
35%
Arm A level 2 (N = 8)
1
1
2
Arm B level 1 (N = 3)
1
1
Thrombocytopenia
Arm A level 1 (N = 6)
1
1
2
29%
Arm A level 2 (N = 8)
2
2
Arm B level 1 (N = 3)
1
§
Fever
Arm A level 1 (N = 6)
1
1
1
12%
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
1
1
Abdominal pain
Arm A level 1 (N = 6)
1
1
12%
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
2
2
Anorexia
Arm A level 1 (N = 6)
12%
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
1
1
2
Diarrhea
Arm A level 1 (N = 6)
1
1
35%
Arm A level 2 (N = 8)
2
1
3
Arm B level 1 (N = 3)
2
2
Nausea
Arm A level 1 (N = 6)
2
2
35%
Arm A level 2 (N = 8)
1
1
2
Arm B level 1 (N = 3)
1
1
1
3
Vomiting
Arm A level 1 (N = 6)
24%
Arm A level 2 (N = 8)
1
1
Arm B level 1 (N = 3)
Increased transaminases Arm A level 1 (N = 6)
6%
Arm A level 2 (N = 8)
1
1
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Table 2. Cont.
Adverse Event
Mucositis

Fatigue

Headache

Rash

Hyperglycemia

Muscle weakness

Sensory neuropathy

Thrombosis
Not recovering counts on
re-treatment day or
inability to receive a full
cycle of treatment on time

Cohort
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)
Arm A level 2 (N = 8)
Arm B level 1 (N = 3)
Arm A level 1 (N = 6)

Grade 1

Grade 2

1

1
1

Grade 3

Grade 4

1

2

1
1
1
1

1
2

Total/cohort

Percentage for all patients

2

12%

2
3
1
1
1
1
2

35%

18%

29%
2
1

1

3
1
1

1
1

12%

1
6%

6%
1

1
1↑

1

6%

3
1

100%
18%

Arm A level 2 (N = 8)

Dose limiting toxicities occurring during the first cycle only are noted in italics; §, neutropenic fever at third cycle; ↑, at 5th cycle.
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There were no objective responses. However, two patients who had progressive disease prior to
entry into the study stabilized their disease for 12 cycles each. One had a leiomyosarcoma, and the
other was diagnosed with an undifferentiated grade 3 sarcoma and is the only patient who remains
alive two years later. Two more patients, one with a liposarcoma and one with an undifferentiated
sarcoma, received four cycles each. All other patients progressed after two cycles.
4. Conclusions
Disruption of PI3K-AKT-mTOR pathways has been associated with different sarcoma subtypes.
Rapamycin and its analogs, which bind to the intracellular 12-kDa FK506-binding protein (FKBP-12)
to form a protein-drug complex, inhibit the activity of mTOR [27–30]. The growth of multiple
sarcoma cell lines, including rhabdomyosarcoma [31], osteosarcoma cell lines [32], and Ewing
sarcoma [33], is inhibited by the rapamycin analogs. A multicenter phase II study of rapamycin in
patients with soft tissue sarcoma did not appear to be effective when administrated as a monotherapy,
although one patient with fibrosarcoma achieved a partial response after two cycles lasting at least
36 weeks [34]. Subsequently, ridaforolimus showed promising efficacy in various trials enrolling
patients with advanced sarcoma [15,35], but as an indication for the maintenance of remission in
patients treated for metastatic sarcoma it was not approved because of the failure of the drug to exhibit
a meaningful clinical activity [36]. In combination, the mTOR inhibitor, sirolimus, with cyclophosphamide
is tolerated by the majority of sarcoma patients with a clinical benefit rate of about 20% [37].
In this study, we attempted to capitalize on in vitro data suggesting that mTOR inhibition could
enhance tumor cell killing by DNA damaging agents such as irinotecan through the HIF-1α pathway.
The aim of this study was to identify the MTD of the combination of irinotecan and temsirolimus in
patients with refractory sarcomas, followed by expansion of this patients’ cohort to probe clinical
activity. We did identify a dose of irinotecan of 80 mg/m2 and temsirolimus of 20 mg weekly for three
consecutive weeks every four weeks as the MTD. However, after enrolling a total of 17 patients, we
did not appreciate significant clinical activity (only two patients with stable disease) to warrant further
expansion in this patient population. We have proved that the two drugs can be safely administered
clinically at the aforementioned doses, and could be studied in other tumor types in the future.
Temsirolimus appears to enhance the toxicities usually seen with irinotecan in terms of gastrointestinal
and hematological adverse events. When the full dose of temsirolimus was given with low-dose
weekly irinotecan, the regimen was not tolerated. The combination of irinotecan and temsirolimus did
not meet the expectations of this study. However, in two patients this regimen stabilized the disease for
about one year. This amounts to a 12% clinical benefit rate, which is similar to that published for
mTOR inhibitors as single agent. One patient had a leiomyosarcoma, where alterations of the mTOR
pathway have been described, such as the overexpression of RICTOR, a major component of the mTOR
complex 2, which might contribute to the pathogenesis of well-differentiated leiomyosarcoma [38,39].
Unfortunately, there is no proven clinical biomarker to predict the activity of mTOR inhibitors against
sarcomas. Thus further understanding of the role of the mTOR pathway in the oncogenesis of
sarcomas is warranted. Prolonged stabilization of disease with a low toxicity regimen could be useful
if the susceptible patients could be appropriately selected.
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