
Abstract. A new adjuvant therapy, individual adjuvant therapy
(IAT), which is individualized according to the results of
real-time reverse-transcription polymerase chain-reaction
(RT-PCR) for O6-methylguanine-DNA methyltransferase
(MGMT), was used to treat malignant gliomas. Immediately
after the operation, mRNA expression for drug-resistance
genes was investigated in frozen samples of malignant gliomas
from 55 patients (30 glioblastoma multiformes, 20 anaplastic
astrocytomas and 5 anaplastic oligodendroglial tumors) by
real-time quantitative RT-PCR with specific primers for
MGMT. Forty-two patients were treated with 1-(4-amino-2-
methyl-5-pyrimidynyl) methyl-3-(2-chloroethyl)-3-nitrosourea
hydrochloride (ACNU)-based chemotherapies since the
relative quantitation value (RQV) of MGMT in real-time
RT-PCR with SYBR-Green I was <1.0 or the absolute value
of MGMT mRNA as measured by Taq Man probe methods
normalized to the level of glyceraldehyde-3-phosphate
dehydrogenase (GAPDH) was <6.0x103 copies/μg RNA.
Thirteen patients, whose tumors had an RQV of >1.0 or who
had an absolute value of MGMT of >6.0x103 copies/μg RNA,
were treated by platinum-based chemotherapy using cisplatin
or carboplatin. The response rate was 40.9% for glioblastoma
multiformes, 60.0% for anaplastic astrocytomas and 80.0%
for anaplastic oligodendroglial tumors. The median survival

period of 30 patients with glioblastoma treated by IAT was
21.7 months. The 2-year survival rate of glioblastoma patients
treated by IAT was 70.9%. Our IAT, based on the results of
real-time RT-PCR, may lead to a beneficial glioma therapy.

Introduction

Glioma therapy is difficult due to the invasive growth that
interferes with the total removal of the tumors. Thus, adjuvant
therapy, including radiation, various chemotherapeutic agents
and biological-response modifiers such as interferon (IFN), is
essential for treating malignant gliomas (1,2). Nitrosoureas are
alkylating agents that cause cell death by binding to DNA.
Among nitrosoureas, 1-(4-amino-2-methyl-5-pyrimidynyl)
methyl-3-(2-chloroethyl)-3-nitrosourea hydrochloride (ACNU)
has been widely used in Japan to treat gliomas due to its
ability to permeate the blood-brain barrier and its considerable
clinical effects in combination with radiation and IFN-ß until
the entry of temozolomide (TMZ) (3). Pt-compounds such as
cis-platinum (CDDP) and carboplatin (CBDCA) have also
been used for primary and recurrent gliomas in some institutes
instead of ACNU because of the severe myelosuppression
caused by ACNU and the clinically obvious resistance to it (2).

Although many clinical trials had been performed using
adjuvant therapy for malignant gliomas, there has been little
evidence based on prospective randomized trials other than an
increase in survival by radiation therapy and tumor regression
with radiation in combination with nitrosoureas (4). Chemo-
therapy has not significantly prolonged survival in patients
with malignant gliomas. TMZ, an oral alkylating agent, has
demonstrated the first level 1 evidence for the survival of
glioblastoma patients (5). In Japan, TMZ was approved in
July 2006 and TMZ + radiation therapy has become the
standard therapy for malignant gliomas.

Drug-resistance genes are some of the most important
elements of tumors themselves in determining drug-resistance
and O6-methylguanine-DNA methyltransferase (MGMT) is a
drug-resistance gene for nitrosourea (6,7). The cross-linking of
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double-stranded DNA by alkylating agents is inhibited by the
cellular DNA-repair protein MGMT. MGMT rapidly reverses
alkylation at the O6 position of guanine, thereby averting lethal
cross-linking (8). Furthermore, MGMT plays a major role in
interfering with the effect of TMZ (9). We performed
individual adjuvant therapy (IAT) that was individualized
based on the results of reverse transcription-polymerase chain
reaction (RT-PCR) for MGMT to treat malignant gliomas in a
non-randomized trial (7). Previously, in order to improve IAT,
we applied real-time quantitative RT-PCR to the quantitation
of MGMT mRNA in IAT for malignant gliomas (10,11).

Patients and methods

Real-time quantitative RT-PCR using SYBR-Green I.
MGMT mRNA in 38 neuroepithelial tumor frozen tissues
(16 anaplastic astrocytomas, 4 anaplastic oligodendroglial
tumors and 18 glioblastoma multiformes) was quantitated
immediately after the operation by real-time RT-PCR using
SYBR-Green I dye (12). Normal brain and necrotic tissues
were excluded from the specimen for analysis. Real-time
RT-PCR using SYBR-Green I dye was basically performed,
as described previously (10,13). Briefly, total RNA was
extracted from frozen tissue specimens weighing ~1 g with
Isogen (Nippon Gene, Toyama, Japan). After ethanol
precipitation, about 100 μg of total RNA was extracted.
Complementary deoxyribonucleic acid (cDNA) (40 μl)
solution was synthesized from 2 μg of total RNA with 40 units
of a reverse-transcriptase, RAV-2, 54 units of a ribonuclease
inhibitor, 16 μl each of a 2.5 mM dNTP mixture, 2.0 μl of
50 pM random primer, 8.0 μl of 5X RAV-2 buffer and
diethylpyrocarbonate-treated distilled water (DW) at 42˚C for
90 min. All enzymes and buffers for RT-PCR were purchased
from Takara, Otsu, Japan. DNA amplification was carried out
using an ABI PRISM 7700 Sequence Detection System
(Applied Biosystems, Foster City, CA, USA) and detection
was performed by measuring the binding of the fluorescent
dye SYBR-Green I to double-stranded DNA (12). The PCR
reactions were performed with each pair of oligonucleotide
primers [MGMT, 5'-CCTGGCTGAATGCCTATTTC and
5'-GATGAGGATGGGGACAGGATT; human ß2-micro-
globulin (ß2-MG) was used as an internal control, 5'-TTCT
GGCCTGGAGGGCATCC and 5'-ATCTTCAAACCTCCA
TGATG]. After cycling, the relative quantitation of MGMT
mRNA against an internal control, ß2-MG, was possible using
the ΔCT method (12). An amplification plot of the fluorescence
signal versus the cycle number was made. The parameter CT

(threshold cycle) was defined as the fractional cycle number
at which fluorescence passed the fixed threshold. The
difference (ΔCT) between the mean values in duplicate samples
of MGMT and those of ß2-MG was calculated and the relative
quantitation value (RQV) was expressed as 2-ΔC

T.

Absolute value of MGMT mRNA measured by real-time RT-
PCR using Taq Man probe. The absolute value of MGMT
mRNA in 17 neuroepithelial tumor frozen tissues (4 anaplastic
astrocytomas, an anaplastic oligodendroglial tumor and
12 glioblastoma multiformes) was measured immediately after
the operation by real-time RT-PCR using the Taq Man probe.
Normal brain and necrotic tissues were excluded from the

specimen for analysis. The methods were basically performed
as described previously (11,13). Total RNA was extracted
from about 10 mg of the specimen stored in RNAlater RNA
Stabilization Reagent (Qiagen, Hilden, Germany) at 4˚C
according to the guanidinium thiocyanate-phenol-chloroform
extraction method using Isogen (Wako Junyaku, Osaka, Japan)
and was collected from the precipitate in ethanol (14). cDNA
was synthesized from 1 μg total RNA. The real-time PCR
reaction mixture was prepared using a Taq Man Universal
Master Mix (Applied Biosystems), 120 nM of each primer
described above (11), 200 nM probe (5'-CGA GCA GTG
GGA GGA GCA ATG AGA-3') and 2.5 μl of each cDNA
sample. The PCR reaction was performed using a real-time
PCR system (ABI PRISM 7700 Sequence Detection System:
Applied Biosystems). We monitored glyceraldehyde-3-
phosphate dehydrogenase (GAPDH) mRNA expression
levels as a quantitative internal control. The standard curves
for MGMT and GAPDH mRNA were generated using 10-
fold serial-diluted standard plasmid clones inserted with
MGMT or GAPDH PCR products as templates, and the
expression level of each mRNA was calculated from the
standard curve. For precise quantification, the MGMT
mRNA expression level of each sample was normalized using
the expression of the GAPDH gene.

Individual adjuvant therapy based on RT-PCR results. Since
April 2002, 55 IAT, based on the results of real-time RT-PCR
for MGMT mRNA, were performed on primary malignant
glioma patients as shown in Fig. 1. These cases consisted of
20 patients with anaplastic astrocytomas (grade III), 5 patients
with anaplastic oligodendroglial tumors and 30 patients with
glioblastoma multiformes. The patient characteristics,
surgical reduction rates, main chemotherapeutic agents and
combination therapies are summarized in Table I. The
performance status was judged by the Eastern Cooperative
Oncology Group (ECOG) criteria (15).

Each of the patients underwent IAT after possible
resection of the tumor, except for 4 patients who were
diagnosed by stereotactic or endoscopic biopsy. Immediately
after the operation, real-time quantitative RT-PCR was
performed. IAT was approved by the Ethics Committees of
Kitasato University and Tokyo Medical University and
written informed consent was obtained from each patient
before entry into the IAT study.

According to our previously reported retrospective
analysis, 42 tumors with an RQV of MGMT <1 in the
SYBR-Green I method or an absolute value of MGMT mRNA
<6000 copies/μg RNA in the Taq Man probe method were
treated with 90-100 mg/m2 of ACNU (10,11). In 38 therapies,
two doses of 1 mg/m2 of vincristine were used in
combination with ACNU. Thirteen tumors with an RQV of
MGMT >1 in the SYBR-Green I method or an absolute value
of MGMT mRNA >6000 copies/μg RNA in the Taq Man
probe method were treated by the administration of
cisplatin (20 mg/m2) for 5 consecutive days in 9 patients or
by a single dose of 350-400 mg/m2 of CBDCA in 4 patients.
In 12 of the 13 therapies, the administration of etoposide
(60 mg/m2) for 5 consecutive days was used in combination
with platinum compounds (2). IFN-ß (6x106 IU) was
administered three times a week for 6 weeks in 47 of the
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overall 55 IAT since it has less adverse effects than
chemotherapeutic agents and an expected indirect antitumor
effect, especially during maintenance therapy (16). Radiation
therapy (60 Gy for most patients) was used concurrently in
51 primary chemotherapies after the first operation.
Maintenance therapy was performed in 38 patients mainly
with weekly or bi-weekly IFN-ß. ACNU or CBDCA was also
used once for 2 or 3 months for patients with glioblastoma
multiforme in maintenance therapy. Seventeen patients could
not receive maintenance therapy as their condition had
worsened or due to social reasons.

The extent of the resection was calculated from magnetic
resonance imaging (MRI) scans within 3 postoperative days as

reported previously (17,18). Enhanced lesions were compared.
In non-enhanced tumors, areas of high signal intensity on
FLAIR MR images were evaluated. A 95-100% resection was
defined as 95, 75-95% was defined as 75% and 50-75% was
considered 50%. The effect of IAT was evaluated at least two
months after the beginning of therapy according to the
Response Evaluation Criteria In Solid Tumors (RECIST
criteria) (19). If the tumor had not been enhanced with a
contrast medium, the tumor size was evaluated by the high
signal intensity area in FLAIR image on MRI. Complete
tumor regression was defined as complete response (CR),
>30% tumor reduction was defined as partial response (PR),
<30% reduction was defined as stable disease (SD) and
enlarged tumor mass was considered progressive disease (PD).
When there was no residual tumor after total removal, it was
described as not evaluable (NE). Although our observation
period was too short to evaluate the effect of IAT on survival,
analyses were performed regarding the survival period and the
progression-free survival (PFS) period. Each reported P-value
is two-tailed. All statistical analyses were performed using
Stat View 5.0.

Results

Individual adjuvant therapy. IAT, based on the results of
real-time RT-PCR of MGMT mRNA, was performed on
55 patients with malignant gliomas. No lethal adverse
events that were Grade 4 in the National Cancer Institute
Common Terminology Criteria for Adverse Events version
3.0 (NCI-CTCv3.0) were noted in any of the 55 patients.
The granulocyte-colony stimulating factor was used in 18
patients because of granulocytopenia <1000/mm2 (Grade 3
of NCI-CTCv3.0). None of the patients had received
thrombocyte transfusion. Although an increase in body
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Table I. Patient characacteristics and the therapeutic modality of individual adjuvant therapy.
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
Histology Anaplastic Anaplastic oligodendroglial Glioblastoma All 

astrocytoma tumor multiforme
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
No. of patients 20 5 30 55

Age (Mean ± SD) 43.1±14.5 42.2±9.8 45.6±15.3 44.3±14.6

Sex (male %) 60 100 66.7 67.3

Performance status (Mean ± SD) 1.11±1.0 0.60±0.49 1.1±0.93 1.0±0.93
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Surgical reduction rate (Mean ± SD) 55.8±27.6 54.0±31.8 77.3±18.0 67.3±25.8

Real-time RT-PCR SYBR-Green I 16 4 18 38

Taq Man probe 4 1 12 17

ACNU-based chemotherapy 13 5 24 42

Vincristine with ACNU 10 4 24 38

Platinum-based chemotherapy 7 0 6 13

Etoposide with platinum compounds 7 0 5 12

Use of interferon-ß 18 4 25 47

Radiation therapy 17 5 29 51

Maintenance therapy 12 4 22 38
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
SD, standard deviation; ACNU, 1-(4-amino-2-methyl-5-pyrimidinyl) methyl-3-(2-chloroethyl)-3-nitrosourea hydrochloride.
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Figure 1. Individual adjuvant therapy for malignant gliomas based on the
results of real-time reverse-transcription polymerase chain-reaction (RT-PCR).
RQV, relative quantitation value; MGMT, O6-methylguanine-DNA
methyltransferase; ACNU, 1-(4-amino-2-methyl-5-pyrimidynyl) methyl-3-
(2-chloroethyl)-3-nitrosourea hydrochloride; VCR, vincristine; IFN-ß,
interferon-ß, CDDP, cis-platinum and CBDCA, carboplatin.
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temperature to >38˚C was observed in almost all of the
patients at the first administration of IFN-ß, it was well
controlled by antipyretic agents.

IAT, based on the results of real-time RT-PCR, is
summarized in Table II. The response rate (CR + PR ratio) was
40.9% for glioblastoma multiformes, 60.0% for anaplastic
astrocytomas, 80.0% for anaplastic oligodendroglial tumors
and 53.2% for all evaluable therapies. Fig. 2 shows Kaplan-
Meier survival curves of the patients treated by IAT. The

two-year survival rate of 30 glioblastoma patients was 70.9%
and the 1-year progression-free survival rate of glioblastoma
patients was 50.4%.

Forty-two patients who had little MGMT mRNA
expression mainly received ACNU as IAT and the response
rate to therapy was 50.0%. However, 13 patients who had a
much greater MGMT mRNA expression received platinum
compounds. Platinum-based therapies were considered to be
effective in 7 of the 11 evaluable therapies (response rate of
63.6%). The difference between these initial effects of
ACNU-based chemotherapy and those of platinum-based
chemotherapy was not significant (P=0.5046 by Fisher's exact
probability test).

Illustrative cases. A 54-year-old woman with primary left
frontal anaplastic astrocytoma had 50% of the tumor resected
under language mapping with chronic subdural electrode
placement. Immediate postoperative real-time RT-PCR using
the SYBR-Green I method showed that the relative quantitation
value of MGMT compared to ß2-MG was 36 (Fig. 3). We
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Table II. Results of individual adjuvant therapy based on the results of real-time RT-PCR.
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Progression free survival Overall survival
––––––––––––––––––––––– ––––––––––––––––––––––––

Histology No. of ACNU-based Effect Median 6 months 1 year Median 1 year 2 year
patients therapy (CR + PR, %) (M) (%) (%) (M) (%) (%)

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
Anaplastic
atrocytoma 20 65.0 60.0 10.0 70.0 49.1 25.5 89.5 61.1

Anaplastic 
oligodendroglial
tumor 5 100.0 80.0 10.9 80.0 53.3 23.1 100.0 75.0

Glioblastoma 
multiforme 30 80.0 40.9 7.6 71.4 50.4 21.7 88.6 70.9
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
ACNU, 1-(4-amino-2-methyl-5-pyrimidinyl) methyl-3-(2-chloroethyl)-3-nitrosourea hydrochloride; CR, complete response and PR, partial response.
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Figure 2. Kaplan-Meier survival curves of patients treated by IAT.

Figure 3. Amplification plot of the fluorescence signal versus the cycle
number in real-time RT-PCR using the SYBR-Green I method for MGMT
mRNA of an anaplastic astrocytoma specimen from a 54-year old woman.
The relative quantitation value of MGMT mRNA in the specimen by real-time
RT-PCR was 36. (∫, MGMT; ƒ, ß2-MG).

Figure 4. A 54-year-old woman with primary left frontal anaplastic
astrocytoma had 50% of the tumor resected under language mapping with
chronic subdural electrode placement (upper, immediately after the
operation). We started IAT with 5 consecutive days of 30 mg cis-platinum
with 100 mg etoposide followed by 6x106 IU of IFN-ß 3 times a week for
5 weeks in combination with generous 60 Gy radiation therapy. She made a
partial response, with the tumor reducing 2 months after the beginning of
IAT (lower, 2 months after adjuvant therapy).
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started IAT with 5 consecutive days of 30 mg CDDP with
100 mg etoposide followed by 6x106 IU of IFN-ß 3 times a
week for 5 weeks in combination with synchronous generous
60 Gy radiation therapy. She showed a partial response,
with the tumor reducing 2 months after the beginning of IAT,
as shown in Fig. 4 and has survived >30 months under
maintenance therapy with IFN-ß once every 2 weeks.

Discussion

Some authors, including us, have reported that MGMT
expression is closely correlated with the clinical or
experimental resistance of brain tumors to ACNU (6,7,10).
The expression level in DNA measured by PCR may not be
always correlated to the enzyme activity. MGMT activity itself
seems to be more strongly correlated with clinical resistance to
nitrosoureas than mRNA expression. MGMT expression was
investigated with regard to its activity about 15 years ago (20).
However, the quantitation of MGMT activity is complicated
and requires too much time for clinical use. Real-time RT-PCR
is a simple, rapid and clinically applicable method for
determining nitrosourea resistance (10). According to our
previous results, a tumor with a compensated MGMT mRNA
value >6000 copies/μg RNA in real-time quantitative RT-PCR
should not be treated by ACNU (11).

Although PCR has generally not been considered to be
suitable for quantification (13), quantification by PCR has
been attempted because it is easy, rapid and sensitive. At
present, real-time PCR seems to be the most sensitive and
rapid method for the quantitation of DNA and RNA (21). We
used SYBR-Green I dye, which binds to double-stranded DNA
and provides a fluorescent signal (10,12). This approach is
simpler and more sensitive, since many fluorescent labels are
incorporated into amplified fragments, instead of just one
molecule. The disadvantage of fluorescence dye is that
specific and non-specific products generate a signal. In the
present study, an original Taq Man probe was used for
absolute quantitation by real-time PCR. Fluorescently
labeled probes for detecting amplified products have been
used in most studies on real-time PCR for diagnostic
purposes (22). Moreover, normalization of MGMT mRNA by
the amount of the internal control, GAPDH mRNA, gives
further useful information for the clinical use of nitrosoureas
(11).

Our therapeutic concept regarding IAT is to avoid using
nitrosoureas in MGMT active tumors. There are other
approaches that overcome the resistance of MGMT to
nitrosoureas. MGMT is different from other enzymes because
it is consumed. Some authors have tried to repair alkylated
DNA by MGMT using this specificity. Excessive alkylating
agents, such as high-dose ACNU or 5-(3-3‚-dimethyl-1-
triazeno) imidazole-4-carboxamate, which can waste MGMT,
have been used for this purpose (23,24). However, the results
of these therapies were disappointing due to severe side effects
and a low response rate. Antisense MGMT mRNA and some
other drugs may reduce the ability of MGMT to repair the
effects of alkylation (25). Although O6-benzylguanine and
streptozocin have been expected to modulate the resistance to
nitrosoureas, favorable clinical results with large numbers of
patients have not yet been reported (26,27). Our previous

study suggested that platinum compounds might play a role
in the down-regulation of MGMT mRNA expression and
the up-regulation of the sensitivity to ACNU (28). The down-
regulation of MGMT activity by TMZ has also been reported
(29).

Previously, the inactivation of MGMT by promoter
hypermethylation has been reported to be a common event in
the primary human neoplasm (30). Esteller et al reported that
hypermethylation of the MGMT promoter in gliomas was a
useful predictor of the responsiveness of the tumors to
alkylating agents (31,32). Our results of quantitative RT-PCR
for MGMT showed a close relationship between MGMT
mRNA expression and the prognosis of patients treated with
ACNU. This does not contradict the promoter methylation
theory of MGMT inactivation because promoter hypermethy-
lation resulted in a decrease or disappearance of MGMT
expression in real-time quantitative RT-PCR. Methylation-
specific PCR is not quantitative and it has been suggested
that this method gives vague results. Methylated and
unmethylated bands are often seen in the same tumor
specimen.

Evidence-based medicine (EBM) now seems to be widely
accepted (33). In adjuvant glioma therapy, there has been no
confirmed evidence that any treatment other than radiation
therapy prolonged patient survival (4). A large randomized
trial by the European Organization for Research and Treatment
of Cancer of newly diagnosed patients with glioblastoma
compared the results with radiation alone to those with
radiation + TMZ. This report by Stupp et al constituted the
first evidence of level 1 in chemotherapy of glioblastoma and
in particular that radioactive rays + TMZ may be a normal
treatment for glioma in the future (5). In contrast, one of the
major reasons why glioma therapy has been difficult is the
heterogeneity of the tumor. Histological features, biological
behavior and the response to therapy all vary in such cases.
Histological grading does not always coincide with the
sensitivity of the tumor. A new grouping for glioma that
indicates the appropriate therapeutic modality is needed. The
so-called ‘made to order’ therapy such as our IAT appears to
still be effective for glioma.

TMZ was released in Japan in September 2006. TMZ has
already been used in many cases in Europe and America
and good treatment results have been achieved. In Japan,
treatment with TMZ is also expected to give improved results.
Since MGMT is an enzyme that is thought to confer resistance
to TMZ as well as nitrosoureas (34), our technique of
ascertaining MGMT activity by real-time RT-PCR may be
applicable for the use of TMZ. As previously mentioned, the
down-regulation of MGMT activity by TMZ due to
hypermethylation has also been reported (29). The daily
administration of low-dose TMZ concomitant with radiation
therapy followed by adjuvant therapy with nitrosoureas may
be effective (29,35).

TMZ is an oral medication with much fewer side effects
than conventional anticancer agents and is thought to be
extremely useful during maintenance therapy for glioma and
recurrence (36,37). Although TMZ is supported by Level 1
evidence, should we really be satisfied with an extension of
the duration of survival of 2.5 months in glioblastoma? It
seems unlikely that all glioma should be treated by TMZ +
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radiation. However, while we should be mindful of the small
number of patients, our results with IAT were better than
those with TMZ + radiation for glioblastoma.

Our present results with IAT were superior to those with
TMZ + radiation for glioblastoma. In our results, the survival
benefit of IAT for anaplastic astrocytoma was identical to that
for glioblastoma because of relative short follow-up periods.
IAT, based on the results of real-time RT-PCR, may lead to a
beneficial glioma therapy compared to TMZ-radiation therapy.
A prospective randomized multi-center study should be
performed to confirm the efficacy of this new method of
glioma therapy.

References

1. Silvani A, Milanesi I, Munari L, Broggi G, Botturi M and
Boiardi A: Intratumoral beta interferon and systemic chemo-
therapy. Preliminary data in GBM patients. J Neurosurg Sci 34:
257-259, 1990.

2. Boiardi A, Silvani A, Milanesi I, Botturi M and Broggi G:
Primary glial tumor patients treated by combining cis-platin and
etoposide. J Neurooncol 11: 165-170, 1991.

3. Yoshida J, Kajita Y, Wakabayashi T and Sugita K: Long-term
follow up results of 175 patients with malignant glioma:
importance of radical tumor resection and postoperative adjuvant
therapy with interferon ACNU and radiation. Acta Neurochir
(Wien) 127: 55-59, 1994.

4. Walker MD, Green SB, Byar DP, Alexander E Jr, Batzdorf U,
Brooks WH, Hunt WE, MacCarty CS, Mahaley MS Jr,
Mealey J Jr, Owens G, Ransohoff J II, Robertson JT, Shapiro WR,
Smith KR Jr, Wilson CB and Strike TA: Randomized
comparisons of radiotherapy and nitrosoureas for the treatment
of malignant glioma after surgery. N Engl J Med 303: 1323-
1329, 1980.

5. Stupp R, Mason WP, van den Bent MJ, Weller M, Fisher B,
Taphoorn MJ, Belanger K, Brandes AA, Marosi C, Bogdahn U,
Curschmann J, Janzer RC, Ludwin SK, Gorlia T, Allgeier A,
Lacombe D, Cairncross JG, Eisenhauer E and Mirimanoff RO:
Radiotherapy plus concomitant and adjuvant temozolomide for
glioblastoma. N Engl J Med 352: 987-996, 2005.

6. Nagane M, Shibui S, Oyama H, Asai A, Kuchino Y and
Nomura K: Investigation of chemoresistance-related genes
mRNA expression for selecting anticancer agents in successful
adjuvant chemotherapy for a case of recurrent glioblastoma.
Surg Neurol 44: 462-468, 1995.

7. Tanaka S, Tabuchi S, Watanabe K, Takigawa H, Akatsuka K,
Numata H, Hokama Y and Hori T: Preventive effects of
interleukin 1ß for ACNU-induced myelosuppression in malignant
brain tumors: the experimental and preliminary clinical studies.
J Neurooncol 14: 159-168, 1992.

8. Wu Z, Chan CL, Eastman A and Bresnick E: Expression of
human O6-methylguanine-DNA methyltransferase in Chinese
hamster ovary cells and restoration of cellular resistance to
certain N-nitrosourea compounds. Mol Carcinog 4: 482-488,
1991.

9. Bocangel DB, Finkelstein S, Schold SC, Bhakat KK, Mitra S
and Kokkinakis DM: Multifaceted resistance of gliomas to
temozolomide. Clin Cancer Res 8: 2725-2734, 2002.

10. Tanaka S, Kobayashi I, Oka H, Fujii K, Watanabe T,
Nagashima T and Hori T: O6-methylguanine-DNA methyl-
transpherase gene expression in gliomas by quantitative real-time
RT-PCR and clinical response to nitrosoureas. Int J Cancer 103:
67-72, 2003.

11. Tanaka S, Oka H, Fujii K, Watanabe K, Nagao K and
Kakimoto A: Quantitation of O6-methylguanine-DNA
methyltransferase gene messenger RNA in gliomas by means
of real-time RT-PCR and clinical response to nitrosoureas. Cell
Mol Neurobiol 25: 1067-1071, 2005

12. Aldea C, Alvarez CP, Folgueira L, Delgado R and Otero JR:
Rapid detection of herpes simplex virus DNA in genital ulcers by
real-time PCR using SYBR green dye as the detection signal. J
Clin Microbiol 40: 1060-1062, 2002.

13. Saiki RK, Gelfand DH, Stoffel S, Scharf SJ, Higuchi R, Horn GT,
Mullis KB and Erlich HA: Primer-directed enzymatic
amplification of DNA with a thermostable DNA polymerase.
Science 239: 487-491, 1988.

14. Chomczynski P and Sacchi N: Single-step methods of RNA
isolation by acid guanidinium thiocyanate-phenol-chloroform
extraction. Anal Biochem 162: 156-159, 1987.

15. Chang CH, Horton J, Schoenfeld D, Salazer O, Perez-Tamayo R,
Kramer S, Weinstein A, Nelson JS and Tsukada Y: Comparison
of postoperative radiotherapy and combined postoperative
radiotherapy and chemotherapy in the multidisciplinary
management of malignant gliomas. A joint Radiation Therapy
Oncology Group and Eastern Cooperative Oncology Group
study. Cancer 52: 997-1007, 1983.

16. Tanaka S, Taniura S, Matsumoto S, Kamitani H, Oka H, Fujii K,
Nagashima T, Watanabe T and Hori T: Long-term human
interferon-ß maintenance therapy for malignant gliomas. Int J
Immunother 17: 39-49, 1999.

17. Mogami H, Ushio Y, Sano K, Takakura K, Handa H,
Yamashita J, Ueki K, Tanaka R, Hatanaka H and Nomura K:
Criteria for evaluation treatment regimens for patients with
brain tumor. Neurol Med Chir (Tokyo) 26: 191-194, 1986.

18. Gebel JM, Sila CA, Sloan MA, Granger CB, Weisenberger JP,
Green CL, Topol EJ and Mahaffey KW: Comparison of the
ABC/2 estimation technique to computer-assisted volumetric
analysis of intraparencymal and subdural hematomas complicating
the GUSTO-1 trial. Stroke 29: 1799-1801, 1998.

19. Therasse P, Arbuck SG, Eisenhauer EA, Wanders J, Kaplan RS,
Rubinstein L, Verweij J, Van Glabbeke M, van Oosterom AT,
Christian MC and Gwyther SG: New guidelines to evaluate the
response to treatment in solid tumors. European Organization for
Research and Treatment of Cancer, National Cancer Institute of
the United States, National Cancer Institute of Canada. J Natl
Cancer Inst 92: 205-216, 2000.

20. Silber JR, Mueller BA, Ewers TG and Berger MS: Comparison
of O6-methylguanine-DNA methyltransferase activity in brain
tumors and adjacent normal brain. Cancer Res 53: 3416-3420,
1993.

21. Heid CA, Stevens J, Livak KJ and Williams PM: Real-time
quantitative PCR. Genome Res 6: 986-994, 1996.

22. Mullah B, Livak K, Andrus A and Kenney P: Efficient synthesis
of double dye-labeled oligodeoxyribonucleotide probes and their
application in a real-time PCR assay. Nucleic Acids Res 26:
1026-1031, 1998.

23. Ikeda J, Aida T, Sawamura Y, Abe H, Kaneko S, Kashiwaba T,
Kawamoto T, Mitsumori K and Saitoh H: Phase II study of
DTIC, ACNU, and vincristine combined chemotherapy for
supratentorial malignant astrocytomas. Neurol Med Chir (Tokyo)
36: 555-559, 1996.

24. Nomura K, Watanabe T, Nakamura O, Ohira M, Shibui S,
Takakura K and Miki Y: Intensive chemotherapy with autologous
bone marrow rescue for recurrent malignant gliomas. Neurosurg
Rev 7: 13-22, 1984.

25. Nagane M, Asai A, Shibui S, Nomura K and Kuchino Y:
Application of antisense ribonucleic acid complementary to
O6-methylguanine-deoxyribonucleic acid methyltransferase
messenger ribonucleic acid for therapy of malignant gliomas.
Neurosurgery 41: 434-441, 1997.

26. Marathi UK, Dolan ME and Erickson LC: Anti-neoplastic
activity of sequenced administration of O6-benzylguanine,
streptozotocin, and 1, 3-bis(2-chloroethyl)-1-nitrosourea in vitro
and in vivo. Biochem Pharmacol 48: 2127-2134, 1994.

27. Zhao KM, Chen JM, Zuo HZ, Wu Y and Zhang YP: Modulation
of O6-methylguanine-DNA methyltranspherase-mediated
nimustine resistance in recurrent malignant gliomas by strepto-
zotocin - a preliminary report. Anticancer Res 15: 645-648, 1995.

28. Tanaka S, Kobayashi I, Utsuki S, Oka H, Yasui Y and Fujii K:
Down-regulation of O6-methylguanine-DNA methyltransferase
gene expression in gliomas by platinum compounds. Oncol Rep
14: 1275-1280, 2005.

29. Hegi ME, Diserens AC, Gorlia T, Hamou MF, de Tribolet N,
Weller M, Kros JM, Hainfellner JA, Mason W, Mariani L,
Bromberg JE, Hau P, Mirimanoff RO, Cairncross JG, Janzer RC
and Stupp R: MGMT gene silencing and benefit from
temozolomide in glioblastoma. N Engl J Med 352: 997-1003, 2005.

30. Esteller M, Hamilton SR, Burger PC, Baylin SB and Herman JG:
Inactivation of the DNA repair gene O6-methylguanine-DNA
methyltranspherase by promotor hypermethylation is a common
event in primary human neoplasia. Cancer Res 59: 793-797, 1999.

31. Esteller M, Garcia-Foncillas J, Andion E, Goodman SN,
Hidalgo OF, Vanaclocha V, Baylin SB and Herman JG:
Inactivation of the DNA-repair gene MGMT and the clinical
response of gliomas to alkylating agents. N Engl J Med 343:
1350-1354, 2000.

TANAKA et al:  INDIVIDUAL ADJUVANT THERAPY BY MGMT REAL-TIME RT-PCR170

165-171  10/6/08  12:55  Page 170



32. Watanabe T, Katayama Y, Ogino A, Ohta T, Yoshino A and
Fukushima T: Preliminary individualized chemotherapy for
malignant astrocytomas based on O6-methylguanine-
deoxyribonucleic acid methyltransferase methylation analysis.
Neurol Med Chir (Tokyo) 46: 387-394, 2006.

33. Sackett DL and Rosenberg WM: The need for evidence-based
medicine. J R Soc Med 88: 620-624, 1995.

34. Hegi ME, Diserens AC, Godard S, Dietrich PY, Regli L,
Ostermann S, Otten P, Van Melle G, de Tribolet N and Stupp R:
Clinical trial substantiates the predictive value of O-6-
methylguanine-DNA methyltransferase promoter methylation in
glioblastoma patients treated with temozolomide. Clin Cancer
Res 10: 1871-1874, 2004.

35. Tolcher AW, Gerson SL, Denis L, Geyer C, Hammond LA,
Patnaik A, Goetz AD, Schwartz G, Edwards T, Reyderman L,
Statkevich P, Cutler DL and Rowinsky EK: Marked inactivation
of O6-alkylguanine-DNA alkyltransferase activity with protracted
temozolomide schedules. Br J Cancer 88: 1004-1011, 2003.

36. Yung WK, Prados MD, Yaya-Tur R, Rosenfeld SS, Brada M,
Friedman HS, Albright R, Olson J, Chang SM, O'Neill AM,
Friedman AH, Bruner J, Yue N, Dugan M, Zaknoen S and
Levin VA: Multicenter phase II trial of temozolomide in patients
with anaplastic astrocytoma or anaplastic oligoastrocytoma at
first relapse. Temodal Brain Tumor Group. J Clin Oncol 17:
2762-2771, 1999.

37. Brada M, Hoang-Xuan K, Rampling R, Dietrich PY, Dirix LY,
Macdonald D, Heimans JJ, Zonnenberg BA, Bravo-Marques JM,
Henriksson R, Stupp R, Yue N, Bruner J, Dugan M, Rao S and
Zaknoen S: Multicenter phase II trial of temozolomide in patients
with glioblastoma multiforme at first relapse. Ann Oncol 12:
256-266, 2001.

ONCOLOGY REPORTS  20:  165-171,  2008 171

165-171  10/6/08  12:55  Page 171


