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Redirecting and Modulating Rationalizations
of Tumor-Immanent Normative Functions
in Castration-Resistant Prostate Cancer
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Abstract With a median survival period of approximately 19 months, therapeutic
options for patients with castration-resistant prostate cancer (CRPC) remain limited.
In a multicenter phase II trial, 65 patients with histologically confirmed CRPC
continuously received a biomodulatory regimen during the 6-month core period for
redirecting tumor-promoting normative notions, i.e. angiogenesis, inflammation,
immune response and the osteoplastic process. Treatment comprised daily doses
of imatinib mesylate, pioglitazone, etoricoxib, treosulfan, and dexamethasone.
The primary endpoint was prostate-specific antigen (PSA) response, defined as a
confirmed reduction in serum PSA of ≥ 50 % in patients with a baseline value of
≥ 5 ng/mL. Responders could enter an extension phase until disease progression or
presence of intolerable toxicity. Mean PSA was 45.3 ng/mL at baseline, and 77 % of
the patients had a PSA doubling time of < 3 months. Twenty three (37.7 %) out of the
61 evaluable patients were PSA responders, who showed a mean PSA decrease from
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278.9 ± 784.1 ng/mL at baseline to 8.8 ± 11.6 ng/mL at the final visit (24 weeks or
LOCF). The remaining 38 non-responders included 14 patients (23.0 %) with stable
disease. In one center, 6 out of 16 patients showed nearly complete resolution of
bone metastases. Out of the 947 adverse events observed, 57.6 % were suspected to
be drug-related, 13.8 % led to dose adjustment or permanent discontinuation of the
study medication, and 40.2 % required concomitant medication. Twenty seven pa-
tients experienced serious adverse events. This novel multi-targeted approach led to
an impressive PSA response rate of 37.7 % in CRPC patients despite the fact that indi-
vidual components had shown limited efficacy when applied on their own. The good
PSA response rate and the manageable toxicity profile suggest that this combination
may offer an alternative treatment option to present therapeutic regimens.

Introduction

The natural history of metastatic prostate cancer may be divided into two phases: the
castration-sensitive stage and the castration-resistant stage, the latter stage requiring
a complete change of treatment strategy (Fig. 5.1).

In recent years, a variety of novel compounds have shown a survival benefit
in castration-resistant prostate cancer (CRPC), for instance, the vaccine taxane
cabazitaxel (Sipuleucel-T) and the androgen biosynthesis inhibitor abiraterone
acetate [1, 2]. Further agents are currently under investigation [3], for exam-
ple, androgen receptor inhibitors (MDV3100), androgen biosynthesis inhibitors,
immune-modulating compounds (PROSTVAC-VF), as well as angiogenesis in-
hibitors (thalidomide, lenalidomine, aflibercept, tasquinimod), orteronel (TAK-700),
and radium-223 chloride (Alpharadin). The availability of these new therapeutic ap-
proaches allows the exploration of sequential treatment regimens in an attempt to
balance the risks and benefits of novel compounds for individual patients with CRPC.

After exploiting novel therapy strategies for achieving hormonal ablation, the
standard therapy during the castration-refractory stage is chemotherapy (docetaxel)
combined with prednisone. Our novel biomodulatory therapy approach aimed at
achieving at least the same efficacy levels (PSA response rate) as chemotherapy
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Treatment of castration-resistant prostate cancer
- Applied systems biology in castration-resistant prostate cancer

- Targeting tumor and stroma cells simultaneously

Organ-confined stage

Castration-sensitive stage

Metastatic
stage

Castration-resistant stage

1st-, 2nd-line therapy

Watch and wait
Medical castration

Radiation
Bone protection

Surgery, etc.
Neo-, adjuvant therapy?

Available therapies:

• Novel anti-androgens
• Chemotherapy (docetaxel)

• Palliative radiation
• Palliative surgery

• Pain control
• Bone protection

•Radionuclide therapy

• Systems biological
therapy approach

20% in metastatic stage
at diagnosis

PSA: Prostate-specif ic antigene

Fig. 5.1 During progression from the organ-confined stage to the clinical metastatic stage, tumors
acquire multifold asynchronous chromosomal and molecular-genetic aberrations. Applied systems
biology in metastatic tumors may meet this therapeutic challenge by targeting a tumor’s normativity,
thereby simultaneously and equally targeting tumor and stroma cells

while simultaneously avoiding particularly grade 3 and 4 toxicity levels that are
commonly associated with pulsed chemotherapy.

We report the findings of a phase II, single-arm, multicenter trial, in which patients
with CRPC received a combination of biomodulatory agents. In contrast to conven-
tional treatment strategies, our multi-targeted therapy exploited the molecular and
genetic heterogeneity of both tumor and stroma cells in CRPC [4–6]: A biomod-
ulatory approach of this type aims at comprehensively targeting the pathogenic
mechanisms of CRPC, including some of the classic ‘hallmarks’ of cancer, such as
tumor-associated inflammation, angiogenesis, and immune response. Each of these
conditions is highly relevant in prostate cancer: Inflammation plays a crucial role in its
pathogenesis [7–9], tumor-associated angiogenesis is obligate, and prostate cancer is
known to principally be an immunogenic tumor [8–12]. In addition, the current reg-
imen targets the contribution to tumor growth in CRPC made by osteoblasts because
osteoblastic metastases represent up to 80 % of organ metastases in prostate cancer
[13]. The aim of the multi-targeted treatment regimen in this trial is to modulate
and redirect the tumor and stroma cells via ubiquitous and non-oncogene-addicted
targets including PDGFR (imatinib) [14, 15], the PPARalpha/gamma receptor (pi-
oglitazone) [16–21], the glucocorticoid receptor (dexamethasone) [20, 21], and the
cyclooxygenase-2 inhibitor (etoricoxib) [24, 25]. Such effects are coupled with
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Table 5.1 The ‘top-down’ approach allows redirecting a tumor’s normativity by modulating the
communicative ‘background’ that mediates the validity and denotation of tumor-promoting systems
participators and organizes the constitution of rationalizations for maintaining tumor-immanent
normative notions. The ‘background’ is modularly arranged and therapeutically accessible with
primarily multi-track modularized therapy elements

The tumors‘ normative structures

The tumors‘ normative functions:

- Osteoblastic processes  (prostate
cancer)

- Tumor angiogenesis  (renal clear cell
carcinoma, angiosarcoma)

- Tumor-promoting inflammation 
- Tumor-associated immune escape 
- etc.

Targeting prostate cancers‘ normativity:

A ‘top-down’ approach

The tumors‘ normative decison 
maxims (hubs):

- Central signalling hubs: IKK/NF-κ
STAT3 pathways in inflammation-
mediated tumor promotion and
metastasis

- Integrins as functional hubs in the 
regulation of tumor angiogenesis

- etc.

B and

the pleiotropic/immunomodulatory and angiostatic activity of metronomic low-dose
chemotherapy using treosulfan via regulatory T-cells and thrombospondin-1 [26, 27]
(Table 5.1). In the current regimen, these drugs were administered to achieve con-
certed biomodulatory activity by imposing therapeutic boundary conditions in the
normative growth of CRPC. Two of the drugs, dexamethasone [22, 23, p. 223] and
metronomic low-dose chemotherapy with alkylating agents [28–30], have previously
shown mono-activity in CRPC (Fig. 5.2). Other drugs have shown activity in in vitro
or animal models but have failed to induce a response in vivo (pioglitazone [20]) or
to improve response when added to taxotere (imatinib [15]).

Patients and Methods

Study Design and Conduct

This single-arm, open-label, 6-month phase II trial was conducted at 11 German
oncology centers. Patients with CRCP received imatinib mesylate, pioglitazone,
etoricoxib, treosulfan, and dexamethasone until progression of the prostate-specific



5 Redirecting and Modulating Rationalizations of Tumor-Immanent . . . 51

Study design: Biomodulatory therapy
Implementation of non-normative boundary conditions into the

normatively  structured tumor system

N = 65
Patients with CRPC
Progress following 
hormone ablation

ECOG 0-1-2

Daily (all-oral): Imatinib mesylate (400mg), 
Treosulfan (250mg twice), Etoricoxib (60mg), 
Pioglitazone (60mg), Dexamethasone (1mg)

CRPC = castration-resistant prostate cancer
PSA= prostate-specific antigen 

Endpoints:

Primary: Efficacy of combination therapy (PSA response > 50%)

Secondary: Time to PSA response, progression-free survival, overall survival,
Quality of life, tolerability and safety of combination therapy

Primary Endpoint:

Efficacy of
combination

therapy
(PSA response)

In case of response
further 

treatment in
extension phase

No or poor monoactivity of the single drugs

11 German centers

Cor phase: 6 months

Fig. 5.2 Patients received the all-oral biomodulatory therapy during the core phase. In case of stable
disease or > 50 % PSA response, patients were allowed to proceed to the extension phase until
disease progression

antigen (PSA) (Fig. 5.3). At the end of the core 6-month trial, patients responsive to
study medication (defined at a PSA decrease of ≥ 30 % from baseline and a 24-week
treatment period without any signs of disease progression) proceeded to an extension
phase until disease progression or presence of intolerable toxicity levels. The study
protocol had been approved by the institutional review board of the participating
centers and by the health authorities. Written informed consent from patients had
been obtained before enrolment.

The trial was sponsored by Novartis Pharma GmbH and registered at ClinicalTri-
als.gov (NCT: NCT00427999).

Study Population

Male patients aged ≥ 18 years were included, who had histologically confirmed
prostate cancer with proven progression after androgen deprivation therapy (surgical
or medical castration). For inclusion, patients had to have total serum testosterone of
< 1.72 nmol/L (50 ng/dL). Patients also had to be castration-resistant, which needed
to be confirmed by three consecutive elevated (≥ 50 % above nadir) serum PSA
tests separated by at least two weeks, and the last 2 PSA measurements had to be
≥ 5.0 ng/mL despite secondary hormonal manipulations (according to the European
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Quality of life (EORTC-30 questionnaire)

Emotional (squares), 
social (triangle), 

physical (circle) and 
pain (rhombus)

Scores are shown per visit

- N/N missing indicates the 
number of values/number of 

missing values

Fig. 5.3 Quality of life scores remained stable throughout the core phase for all patients regardless
of response behavior

Association of Urology (EAU)) [31]. Additional inclusion criteria were a perfor-
mance status of ≤ 2 according to the Eastern Cooperative Oncology Group (ECOG),
an adequate hematological status (defined as absolute neutrophil count > 1,500/mm3,
platelet count > 75,000/mm3), normal hepatic, renal, and cardiac function, and a life
expectancy of at least 6 months. Key exclusion criteria included use of chemother-
apy, treatment with imatinib or other tyrosine kinase inhibitors, concomitant therapy
with other tumor treatments except for LHRH agonists, concomitant warfarin,
phenprocoumon or other oral anticoagulant treatment, radiotherapy of > 25 %
of the bone marrow, systemic radioisotope therapy, uncontrolled brain metastases,
regular blood transfusions, and previous secondary malignant disease within the past
5 years. Patients with the following comorbidities were excluded: Symptomatic con-
gestive heart failure, unstable angina or recent myocardial infarction, uncontrolled
diabetes, chronic hepatic or renal disease, active uncontrolled infection, chronic in-
flammatory intestinal disease, autoimmune disease or a known diagnosis of HIV, or
hepatitis B or C infection.

Interventions

Eligible patients received oral doses of imatinib mesylate (400 mg daily), pioglita-
zone (60 mg daily), etoricoxib (60 mg daily), treosulfan (250 mg twice daily), and
dexamethasone (1 mg daily) until PSA progression. Patients with PSA progression
were switched to a dose of 400 mg imatinib twice daily and treosulfan 250 mg daily;
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Table 5.2 The ‘top-down’ approach allows combining drugs with poor or no mono-activity in
the respective cancer type. A primarily multi-track approach may be important for efficaciously
implementing non-normative boundary conditions to redirect and modulate a tumor’s normativity

Drugs as ‘Team players’ (biomodulators) 
Saving toxicity in castration-resistant prostate cancer

Low-dose treosulfan

Pioglitazone

Dexamethasone

COX-2 Inhibitor

Imatinib mesylate

In combination

Monoactivity in metronomic 
schedule

No monoactivity

Pain control (10% PSA-
response)

Pain control

Poor monoactivity

Objective response  
Implementation of non-normative boundary conditions

in case of further progression, patients were withdrawn from the trial. Dose reduc-
tions were permitted for intolerable non-hematologic or hematologic grade 2 toxicity
or any grade 3 or 4 toxicity. Study medication was restarted after the toxicity of the
respective drug(s) had resolved or decreased to less than grade 2 or less than grade
3, depending on the toxicity and respective drug. If toxicity recurred despite dose
reduction(s), the relevant drug was withdrawn. Dose reductions, if required, were
specified as follows: Reduced dose for imatinib depending on dose and toxicity grade
(between 200–600 mg/day, 60 mg every second day for etoricoxib, 45 mg/day for pi-
oglitazone, 0.5 mg/day for dexamethasone, and 250 mg/day for treosulfan). Study
participation was discontinued if medication could not be maintained at a minimum
of treosulfan 250 mg/day in addition to one biomodulator (etoricoxib or pioglitazone
or imatinib) plus dexamethasone after a 4-week interruption because of grade 2–4
toxicity. Patients were also to discontinue the trial if they refused to continue therapy,
in response to protocol violations, or administrative problems (Table 5.2).

Concomitant use of bisphosphonates was allowed.

Evaluation

During screening, all patients underwent imaging by CT, MRI, or plain radiography
as necessary to confirm metastatic sites. A radioisotope bone scan was conducted for
patients with bone metastases. Pre-treatment evaluations included medical history,
ECOG performance status and vital signs, physical examination, electrocardiogram
laboratory screening including PSA and testosterone levels, coagulation assessment,
urinalysis, electrocardiography, and assessment of quality of life (EORTC-30 ques-
tionnaire). During the 6-month core trial, PSA values, ECOG performance status,
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and quality of life were assessed monthly. Physical examination, vital signs, and
blood tests were conducted after 1, 2, 4, 8, 12, and 16 weeks, and coagulation was
measured after 4 weeks and subsequently, if clinically indicated. Urinalysis and
imaging by CT, MRI, plain radiography, or bone scanning were conducted as clin-
ically indicated. At the final visit of the core trial, ECOG performance status, vital
signs, and concomitant medication and therapies were recorded, and physical ex-
amination, laboratory screening including PSA, coagulation and urinalysis, quality
of life assessment, and imaging (if clinically indicated) were conducted. Adverse
events were monitored throughout the trial and graded according to the Common
Terminology Criteria for adverse events established by the National Cancer Institute
(version 3.0).

Study Endpoints

The primary endpoint was PSA response, defined as a reduction in serum PSA of
≥ 50 % compared to baseline value; confirmation was obtained by a second PSA
value 3–4 weeks later. Patients who did not fulfill these criteria were defined as PSA
non-responders and were categorized as having PSA progression or stable disease.
PSA progression was defined as a PSA increase of at least 50 % over baseline or an
increase of at least 25 % over baseline with an absolute PSA increase of 5 ng/L, which
had to be confirmed 3–4 weeks later. PSA non-responders were considered to have
stable disease if they did not meet the criteria for progressive disease. Tumor response
was evaluated by the Response Evaluation Criteria in Solid Tumors (RECIST) [13],
if adequate imaging data were available for follow-up.

Secondary endpoints included the time to PSA response (defined as the time
from the first administration of the study drugs to the first confirmed PSA response),
progression-free survival (defined as the time from the first administration of the study
drugs to the first date of PSA progression, overall survival during the extension phase
of the trial, quality of life including pain response (EORTC-30 questionnaire), and
safety and tolerability of the combined therapy.

Statistical Analysis

The sample size calculation estimated that 46 evaluable patients would be required
to distinguish between the two rates 40 % (p1) and 25 % (p0) with a one-sided alpha
of 10 and 80 % power under the assumption of a 20 % dropout rate [2]. Sample size
was estimated according to exact binomial probabilities. The first design (and hence
the lowest number) that satisfied the design criteria (alpha and power constraints)
was chosen.

The intent-to-treat (ITT) population was defined as patients who received at least
one dose of the study medication and who provided two consecutive post-baseline
PSA values. The number of PSA responders is presented with the corresponding 95
% confidence interval for ITT populations. Data on quality of life as assessed by the
EORTC-30 questionnaire are presented descriptively.
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Table 5.3 In case of grade 2 toxicities, patients were scheduled according to protocol to receive
dose reductions

Interventions

• Dose reductions, if required, were specified as follows: 

– 60 mg every second day for etoricoxib
– 45 mg/day for pioglitazone
– 0.5 mg/day for dexamethasone
– 250 mg/day for treosulfan (about 3 mg/kg body weight)
– imatinib depending on dose and toxicity grade (between 200-

600 mg/day)

• Study withdrawal was to take place 
if medication could not be maintained at a 

– minimum of treosulfan 250 mg/day plus one
– biomodulator (etoricoxib, or pioglitazone or imatinib) 
– plus dexamethasone following a four-week interruption due to

grade 2-4 toxicity. 

Results

Patients

Between February 2007 and October 2009, 65 patients received at least one treatment
with the study medication; 61 out of these 65 patients provided two consecutive PSA
values and were thus included into the ITT population (Table 5.3). Thirty-two patients
discontinued the trial prematurely, mostly because of disease progression (n = 13),
consent withdrawal (n = 9), or withdrawal of medication because of side effects
(n = 6). The mean time in the core trial was 141 days, and the mean duration of at
least minimal therapy was 121 days.

Eighteen patients entered the extension phase of the trial, which is still ongoing.
One patient has been followed in the extension trial since June 2008 without any
disease progression or occurrence of intolerable toxicity levels. Mean PSA at baseline
was 45.3 ng/mL with values ranging from 5 to 3603 ng/mL. Approximately 78 % of
the patients had bone metastases, 34 % had measurable lymph node involvement,
and 8 % had measurable organ involvement (Table 5.1).

Combined Modularized Therapy

PSA response Twenty three patients showed PSA response (37.7 %, 95 % CI 50.1,
74.5). Among responders, mean PSA levels decreased from 278.9 ± 784.1 ng/mL at
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baseline to 8.8 ± 11.6 ng/mL at the last visit. The remaining 38 patients (62.3 %, 95 %
Cl 25.5, 49.9) were considered PSA non-responders, and 14 of them (14/61, 23.0 %)
showed stable disease. Altogether, 37 patients (60.6 %) responded or had stable PSA
levels during the trial. The evolution of PSA level in these three categories of patients
is presented in Fig. 5.1. In total, 26 patients (42.6 %) had a PSA decline of ≥ 50 %,
and a further 12 patients (19.6 %) had a PSA reduction of < 50 % during the 6-month
core trial at one measured time point. A PSA reduction of > 50 % was also observed
in five patients with a baseline PSA doubling time of < 3 months.

Twelve patients received an imatinib dose increased from 400 to 800 mg as per
protocol because of PSA progression, but this increase did not improve PSA response
in any of the patients. PSA response occurred independent of the presence of distant
metastases and the metastatic site.

Seventy-seven percent of the patients required some type of dose modification or
a temporary interruption of the study drug because of a non-hematologic or hema-
tologic toxicity grade 2 or because of adverse events. Nevertheless, over 60 % of
the study population either showed a PSA response or maintained a stable disease
course.

Neither median time to PSA response nor overall or progression-free survival
could be achieved.

Time to doubling of the PSA level at baseline (ITT population) For correctly esti-
mating the PSA response rate, it should be mentioned that 77 % of the patients had
a PSA doubling time of < 3 months.

Adverse events and serious adverse events Each of the 65 patients experienced one
or more adverse event (Table 5.2). The majority of adverse events (97.1 %; n =
919) did not result in a permanent discontinuation of the study medication. Out of
the 947 adverse events reported, 545 (57.6 %) were suspected to be drug-related,
131 (13.8 %) led to dose adjustment or temporary interruption, 27 (2.9 %) led to
permanent discontinuation, and 381 (40.2 %) required concomitant medication or
non-drug therapy.

The most frequently reported drug-related adverse events (> 20 % of the patients)
were peripheral edema (56.9 %), nausea (38.5 %), edema (36.9 %), fatigue (35.4 %),
dyspnea (35.4 %), anemia (33.8 %), leukopenia (29.2 %), diarrhea (23.1 %), vomit-
ing (23.1 %), facial edema (23.1 %), muscle spasms (21.5 %), and increased weight
(21.5 %). In total, 98 serious adverse events were reported in 27 patients (41.5 %);
32 of these events that occurred in 14 patients were drug-related and led to permanent
discontinuation of the study drug in five patients. The most frequent drug-related seri-
ous adverse events (> 2 % of the patients) were general disorders and administration
site conditions (7.7 %), blood and lymphatic system disorders (6.2 %), infections and
infestations (4.6 %), nervous system disorders (4.6 %), and gastrointestinal disorders
(3.1 %) (Table 5.4 and 5.5).

Four patients (6.2 %) died during the core trial, either as a result of tumor progres-
sion [1], acute respiratory insufficiency because of progression of prostate cancer [1],
acute respir atory distress syndrome because of pneumonia [1], or cardiac arrest and
pulmonary arrest [1].
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Table 5.4 Patients characteristics compare to large randomized trials, except that the present patient
population had a high rate of short PSA doubling times at base-line (< 3 months)

Patient demographics and clinical characteristics 
(ITT population, N=61)

Age, mean (range) 67 (50-83) 
PSA at baseline, mean (range) (ng/mL) 45.3 (5-3603)
ECOG performance status 

ECOG 0, N (%) 
   ECOG 1, N (%) 

ECOG 2, N, (%) 

 
49 (80.3) 
11 (18.0) 
1 (1.6) 

Previous therapy, N (%)  
Prostatectomy 
Radiation 
Hormone therapy 

 
22 (36.1) 
35 (57.4) 
61 (100) 

Tumor staging (initial diagnosis), N (%)
   T1 

T2 
T3 
T4 
NA/NX 

Lymph nodes 
   N0 
   N1 
   N2 
   NA/NX    
Metastasis 
   M0 
   M1 
   M2 
   NA/NX 

4 (6.6) 
10 (16,4) 
21 (35.0) 
16 (36,7) 
10 (16.3) 
 
21 (34,4) 
16 (26,2) 
2 (3,3) 
22 (36,1) 
 
19 (31,1) 
32 (52,5) 
1 (1,6) 
9 (14,8) 

77% of the patients had a PSA doubling time < 3 months

(78% bone metastases)

Quality of life (EORTC-30 questionnaire) Quality of life assessment showed that
social, emotional, and physical function scores remained stable throughout the core
phase of the trial (Fig. 5.3).

Redirecting and Modulating Tumor-Immanent Normative
Functions

Clinically, the trial shows the modulation and redirection of important normative
functions maintained by castration-resistant prostate cancer.

Immunmodulation Rapid tumor response and recovery from tumor-associated lupus
erythematodes could be shown after metronomic low-dose chemotherapy in addition
to combined transcriptional modulation with pioglitazone and dexamethasone. This
therapy was followed by an objective response in liver metastases (Fig. 5.4).
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Table 5.5 The rate of grade 3 and 4 was low, as dose reductions already took place in case of grade
2 toxicities. Cumulative grade 3 and 4 toxicities compare with abiraterone trials [2]

Adverse events and serious adverse events
Patients 
N (%) 

All adverse events 
   With suspected relation to study drug 
   Leading to dose adjustment or temporary interruption 
   Leading to permanent discontinuation 
   Requiring concomitant medication/non-drug therapy 

65 (100) 
64 (98.5) 
50 (76.9) 
15 (23.1) 
62 (95.4) 

 
All serious adverse events 
   Deaths 
   With suspected relation to study drug 
   Leading to permanent discontinuation 

27 (41.5) 
4 (6.2) 
14 (21.5) 
5 (7.7) 

 
Frequent adverse events (>20%)a 
   Peripheral edema 
   Nausea  
   Fatigue 
   Diarrhea 
   Dyspnea 
   Edema 
   Anemia 
   Leukopenia 
   Vomiting 
   Muscle cramps 
   Facial edema 
   Increased weight 
   Increased blood lactate dehydrogenase 

 
All grades 
38 (58.5) 
30 (46.2)  
29 (44,6) 
29 (44.6) 
26 (40.0) 
25 (38.5)  
24 (36.9) 
20 (30.8) 
19 (29.2) 
16 (24.6) 
15 (23.1) 
14 (21.5) 
14 (21.5) 

 
Grade ?3 
1 (1.5) 
3 (4.6) 
8 (12.3) 
0 (0.0) 
5 (6.2) 
0 (0.0) 
4 (6.2) 
5 (7.7) 
2 (3.1) 
1 (1.5) 
2 (3.1) 
0 (0.0) 
1 (1.5) 

=> 3

Marked reduction of technetium up-take after biomodulatory therapy A marked re-
duction or disappearance of bone metastases in control bone scans could be observed
at one center during 6 out of 16 examinations (according to protocol, routine diag-
nostic investigations did not include follow-up bone scans). Figure 5.5 shows the
example of a patient who experienced a steep decrease in the PSA level (from 2137
to 0.73 ng/mL at month 12) accompanied by an impressive decrease in bone metas-
tases. Two patients with extensive lymphatic metastases showed calcifications in the
lymph node tissue and partial remission according to the RECIST criteria.

Induction of a biological memory In 3 patients, the study medication was discon-
tinued after a PSA response of > 50 % due to hip or knee replacement (degenerative
diseases). The PSA doubling time was up to 10-fold higher (12.5–15 months) com-
pared to baseline (Fig. 5.6). All patients responded to retreatment. One patient who
had been progressive during retreatment responded again to additional treatment
with a gonadotropin-releasing hormone (GnRH) agonist.

These results indicate that the biomodulatory therapy approach may induce a bio-
logical memory for tumor growth control, presumably based on epigenetic changes
mediated by the preceding combined transcriptional modulation with pioglitazone
plus dexamethasone (Fig. 5.7).
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Immunmodulation: Meeting the Achilles heel 
(Rapid tumor response and recovery from 
tumor-associated lupus erythematodes)

Before therapy 14 days after therapy

Immunmodulatory effect of combined modularized therapy

Castration-resistant prostate cancer

Fig. 5.4 The immunmodulatory activity of the schedule is underlined by the rapid control of
paraneoplastic lupus erythematodes before the onset of objective tumor response

Marked reduction of technetium up-take
following biomodulatory therapy

Example: 80 years old patient:

• Dramatic decrease of technetium up-take in bone scans 
• Steep decrease of PSA levels in serum to 0.7 ng/ml during therapy

12 months af ter therapyPSA 2137 ng/ml PSA 0.73 ng/mlBefore therapy

0 2 4 6 8 10 12 14
Months

PS
A 

[n
g/

m
l]

1000

1500

2000

2500

0

500
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1500

2000

2500

‘Anti-osteoblastic activity’

Fig. 5.5 Steep PSA decrease was accompanied by the resolution of skeletal lesions visible from
the missing technetium up-take in the bone scan. Strong antiosteoplastic activity is assumed on the
background that pioglitazone may inhibit the maturation of mesenchymal cell to osteoblasts
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35

PSA doubling time of 12.5  to >18 months
after discontinuation of study medication

Discotinuation of 
study medication

> 18 months

Discotinuation of 
study medication

> 12 months

Retreatment with
study medication

Retreatment with
study medication

Initial PSA doubling
time < 3 months

Initial PSA doubling
time < 3 months

Patient 1

Patient 2

Hip replacement

Knee replacement

Fig. 5.6 The rapid base-line PSA doubling time of < 3 months was up to ten times prolonged after
the discontinuation of the study medication due to surgeries. Retreatment again was efficacious

Are there different rationalizations for tumor-associated normative functions?
Biomodulatory therapies are useful to uncover different rationalization processes
for tumor-immanent normative functions, because they simply implement non-
normative boundary conditions in a tumor system to force the system to start
communicative activities by modularly rearranging tumor-associated systems func-
tions.

Sixty percent of the patients responded to biomodulatory therapy with disease
stabilization or a > 50 % PSA response. However, 40 % of the patients did not
respond, although the frequency of osteoblastic metastases in this group was the same
(80 %). Therefore, normative notions in the latter patient population are differentially
rationalized and not accessible by the administered combined modularized therapy
approach. Figure 5.8 presents PSA changes by patient from baseline.

Discussion: Top-Down Strategy

The results of this phase II trial suggest that the combination therapy with the oral
biomodulatory active drugs imatinib, treosulfan, etoricoxib, pioglitazone, and dex-
amethasone induces PSA responses of ≥ 50 % in almost 40 % of patients when used
as a first-line therapy for CRPC. This response rate is comparable with that achieved
with standard chemotherapies, such as docetaxel (45 %) or mitoxantrone (32 %)
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Fig. 5.7 Combined transcriptional modulation is assumed to induce stable epigenetic alterations in
a tumor that might be responsible for maintaining response

[32–34] and presumably much higher than in ‘low-risk’ patients receiving gluco-
corticoids only (7 % up to 67 %) [22, 23]. Phase II trials on abiraterone achieved
PSA response rates between 36 to 67 % [2], again indicating that response is de-
pendent on disease characteristics of included patients. Moreover, this encouraging
finding was accompanied by a low rate of acute toxicity of the study regimen, as
indicated by patient-reported outcomes (quality of life assessments). Early dose re-
ductions as a response to increased toxicity levels allowed the continuation of the
treatment regimen over an extended period. These findings increase the possibility
that this biomodulatory strategy could achieve long-term tumor control with a very
low tumor burden.

Previous phase II trials have shown that dexamethasone 2 mg daily or metronomic
low-dose cyclophosphamide or combinations can achieve a PSA response (again
defined as ≥ 50 % decrease in PSA from baseline) in more than 50 % of asymptomatic
patients [26]. However, the novel regimen used in the current trial may induce an
objective response even in patients with rapid PSA doubling times (a majority of
patients in the present study population) and extensive tumor load (Fig. 5.5). In
addition, a marked reduction or nearly complete disappearance of bone metastases
was observed in bone scans at one center in 6 out of 16 patients (the patients were not
systematically screened during the follow-up). These patients experienced long-term
tumor control at a low tumor burden. Two out of 16 patients at one center showed
tumor necrosis with saponification as indicated by lymph node calcification.
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PSA change during therapy: Differential constitution of
tumor-associated rationalization processes

A) Depicted is the maximal PSA reduction compared to baseline for patients with PSA response (black bars), with 
stable disease (grey bars) and PSA progress (white bars). 

B) Depicted is the PSA change from baseline or LOCF (last observation carried forward). * Patients who entered the 
expansion phase of the study. PSA: prostate-specific antigen.

• * Patients who entered the 
expansion phase of the study 

• PSA: prostate-specific antigen. 18 patients, who 
entered the extension phase

n=38

39.4%
progressive 

disease

60.6%

>50% PSA 
response

or
stable disease

disease

Fig. 5.8 The combined modularized therapy approach may control the osteoplastic metastases in
about 60 % of the patients. Although non-responders had the same percentage of bone involve-
ment, therapy was inefficacious in about 40 % of non-responders. This inefficacy indicates that the
osteoplastic process in prostate cancer is differently rationalized

Our therapeutic schedule did not include any classic cytotoxic agent, thus drug-
related toxicity levels of standard chemotherapy regimens could be avoided [32, 33].
Although all patients experienced at least one adverse event, drug-related toxicity
was generally manageable after prompt dose modifications for events of grade 1 or 2
toxicity. These changes did not appear to markedly limit the efficacy of the regimen:
Although 77 % of the patients required some type of dose modification or a temporary
interruption of the study drug, over 60 % of the study population showed either a
PSA response or maintained a stable disease course. In addition, quality of life was
maintained throughout the trial.

The combined activity of individual compounds in this regimen and particularly
the concerted effect of metronomic low-dose chemotherapy and other biomodu-
lators has been proven previously [28]. Using a similar therapeutic strategy by
combining etoricoxib, pioglitazone, dexamethasone, and metronomically admin-
istered capecitabine after first-line chemotherapy, a high PSA response rate was
observed (41 %), which was superior to that of standard-dose capecitabine alone
in historical controls (12 %) [30, 35]. In biomodulatory regimens, the activity of
one single drug cannot be defined, because mono-activity is not a prerequisite for
concerted activity. The combination, however, must facilitate non-normative bound-
ary conditions to redirect tumor-promoting action norms. Monitoring biomodulatory
activity requires serum analytics of the secretome derived from specific cellular com-
partments in the tumor and could provide novel functional signatures [36, 37]. Such
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Fig. 5.9 Finally, either the top-down approach or the bottom-up approach has to redirect or modu-
late rationalizations of normative notions to attenuate tumor growth. The modes how the approaches
achieve this aim are rather different: The traditional bottom-up approach tries to knock-down the
function of assumed tumor-promoting pathways with single-track or combined single-track meth-
ods, irrespective of their communicative expression in the concert of additional tumor-relevant
aberrations. The top-down approach aims at targeting a tumor’s normativity with a primarily
multi-track approach by redirecting the communicative background of assumed tumor-promoting
pathways

an analysis could determine which components of the cocktail are redundant or es-
sential and which have additive or synergistic effects. Moreover, this analysis may
also provide clues for repurposing drugs and for establishing adaptive trial designs
[38–41].

The central therapeutic problem of tumor heterogeneity, particularly in CRPC
[42–44], may be addressed by targeting selected normative notions, including par-
ticularly the ‘hallmarks’ of cancer by a ‘top-down’ approach (Fig. 5.9). Such a
novel therapy strategy aims at redirecting the communicative expression of tumor-
promoting systems participators, pathways, communication lines, etc. by modulating
their communicative ‘background’. Such an approach primarily necessitates a
multi-track approach to facilitate concerted biomodulatory drug activity, aiding the
inclusion of drugs with poor or no mono-activity in the respective tumor type.

Particularly the combined transcriptional modulation opens up completely new
therapeutic strategies, such as the implementation of a presumably epigenetically
maintained biological memory. Additionally, biomodulatory therapies contribute
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to uncovering differently organized rationalizations for tumor-specific normative
functions.

Promising clinical data indicate that combined modularized therapies that mod-
ulate tumor-associated angiogenesis, inflammation, and immune response in CRPC
need to be explored further. In addition, biomodulatory therapies targeting tumor-
immanent normative notions may also be effective for the large and expanding group
of elderly and frail patients because of its favorable toxicity profile [45–47]. Fi-
nally, biomodulatory therapy schedules offer the important opportunity of combining
tumor-specific medications with relatively mild mono-activity to achieve synergistic
effects.
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